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PREFACE TO THE THIRD EDITION

Tur present Edition differs in no essential from its predecessors.
Considerable alterations have been made in the text, and a
number of illustrations have been substituted and added, more

particularly in the chapter on Cwsarean Section.

The exigencies of the war have delayed the appearance of

the present Edition by nearly a year.
J. M. M. K.

i

7, CLAREMONT GARDENS, (iLASGOW, §
A

Marel, 1916 4
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PREFACE TO THE SECOND EDITION

Suven a short time has elapsed since the First Edition was published
that I have not considered it necessary to make many important
alterations in the text. The slight changes and additions which have
been made are in the chapters on Pubiotomy, Cwesarean Section,
Placenta Prwevia, and Rupture of the Uterus.

I desire to take this opportunity to thank those who reviewed the
work when it first appeared for their kind criticism. Some ecritics
referred to errors in style; I am fully conscious of many such errors,
and no one deplores them more than myself. As regards a certain
discursiveness referred to by others, I feel this was almost unavoidable

as I attempted to write each chapter as a separate article, while at

the same time trying to preserve a continuity in the whole work.

June, 1911,

My best thanks are tendered to Dr. David Shannon for much help ;
in correcting the proofs and index. 1

3 J. M. M. K.
7, CLAREMONT GARDENS, GLASGOW, l







PREFACE TO THE FIRST EDITION

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

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

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

In considering the various pathological conditions causing dystocia
and the methods of dealing with them, I have tried, as far as possible,
to indicate what is becoming more apparent every day, that the art
of widwifery can no longer be considered a subdivision of medicine,
but 1iust be regarded as a branch of surgery requiring a thorough
knowledge of surgical principles.

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

X1




xii PREFACE

For actual assistance rendered, I desive to thank especially Dr. J. W.
Balluntyne, of Edinburgh, for kindly contributing the chapter on
dystocia caused by double monsters: Dr. Riddell, of the Gl.-gow
Royal Infirmary, for his note on pelvie radiography ; and Dr. Dickie,
my assistant at the Western Infirmary, for revising and correcting the
proofs and rendering me much assistance in other ways. I am also
indebted to my colleagues, Drs. Jardine and Russell ; Dr. W. L. Reid,
Dr. Teacher, Dr. Lindsay, Dr. Dunlop, and Dr. James Scott, of
Glasgow ; Dr. Adam of Hamilton, Dr. Hewetson of Birmingham, Dr.
Lloyd Roberts and Dr. Donald of Manchester, Dr. Haultain of Edin-
burgh ; Dr. Cullingworth, Dr. Herman, Dr. Spencer, and Mr. Bland-
Sutton, of London ; Professors Bumm and Nagel of Berlin, Professor
Barr of Paris, and Professor Edgar of Philadelphia, for permitting
me to use illustrations and statements which have appeared in their
published works. I must also thank the publishers of the Journal o/
Obstetries and Gynacology of the British Empire, the Practitioner, and
the American Year- ook, for the loan of several valuable illustrations,
and Messrs. Arnold and Sons, and Gardner and Son, for the blocks
of the instruments here illustrated.

Such of the illustrations of the pathological specimens as have not
been lent me are, for the most part, from photographs and drawings
of specimens in the Hunterian Museum, Glasgow University, in the
Pathological Institute of the Western Infirmary, and in my own
collection. The photographs of the different stages in the various
operations were taken under my direction in the Glasgow Maternity
Hospital. All the original drawings are by Mr. A. K. Maxwell, of
Glasgow, to whom I am grateful for the trouble he has taken.

I must also thank the publishers for the courtesy with which at
all times they have met my wishes.

J. M. MUNRO KERR.

7, CLAREMONT GaARrDENS, GLASGOW,
August, 1908,
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OPERATIVE MIDWIFERY

CHAPTER I

CONSIDERATION OF DYSTOCIA IN GENERAL—CLASSIFICATION
OF DYSTOCIA

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

But if it is of great importance that the accoucheur should
appreciate the natural variations of parturition, it is equally im-
portant that he should recognize when Nature is at fault and requires
assistance, and that he should do this as early as possible. e must
necer presume that a parturition s normal.  He must not be content
until he has satisfied himself that it is not abnormal. This attitude must
be assumed in every labour. Again and again one sees how failure to
do this results in complications being overlooked until they cannot be
remedied, and the child’s, and even, occasionally, the mother's, life
sacrificed or greatly endangered.

Another matter which the accoucheur should ever bear in mind
is the limitations of the different operative procedures. Repeatedly
cases are being admitted to the Glasgow Maternity Hospital where the

1
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2 OPERATIVE MIDWIFERY

medical attendant has failed absolutely to appreciate this. Most of
these cases have been examples of contracted pelvis or impacted
shoulder presentation. It would appear as if the accoucheur con-
sidered it a disgrace, not only to his obstetrie skill, but to his physical
powers, if he fails to effect delivery by forceps or version, and so he
has recourse to unjustifiable force. As 1 shall point out in the
following pages, the employment of extreme force is almost always
wrong; it may often be followed by no trouble—indeed, it may even
appear to be quite successful—but in hundreds of cases it results in
more or less serious consequences, and it is absolutely unscientific.
It generally means that the operation is unsuitable or is being badly
performed. I cannot deny that occasionally one is compelled to exert
considerable force in exceptional circumstances. These circumstances,
however, will be referred to in their proper nlaces. Here I would
only remark that when an undue amount of force is employed in the
extraction of the child it should only be exerted in the interests of the
child. If the child is dead or dying, delivery should be completed by
diminishing the bulk of the child by embryuleia. 1t is quite profitless
to drag a dead child out of the parturient canal with difficulty, when
by performing eraniotomy one could extract it with great ease. In a
difticult labour, therefore, the accoucheur must carefully observe the
condition of the child. Ile must never sacrifice it, if, with safety to the
mother, he can save it, but he must effect the delivery in the easiest
manner should it succumb.

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

o S R e S




CLASSIFICATION OF DYSTOCIA

up an extreme position and becoming a partisan for or against any
particular treatment. Progress in obstetrics has been much retarded
in all ages by those who have unfortunately adopted such an attitude.
When one finds equally distinguished obstetricians holding absolutely
different views, it is almost certain that the right is with none.
Personally, I know of no recognized obstetric operation which has not
its place and may not be practised with advantage under certain
conditions, and I consider that obstetrics has been greatly advanced
by the revival of symphysiotomy, by pubiotomy, and by vaginal
(wsarean section.

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

But labour may be further disturbed by accidents to the parturient,
such as rupture of the uterus; by hemorrhage, such as that which
is associated with placenta prievia; by displacements of the uterus,
such as retroversion, all of which, and many other complications
considered in these pages, the accoucheur must be alert to appre-
ciate and deal with. Frequently he has to do this with all celerity
under conditions not too favourable and with very inadequate assistance.
Appreciating this fully, I have tried, in considering all complications,
not only to describe the ideal treatment of the particular condition, but
also, when such a treatment is impossible, to indicate the best course
to follow under the circumstances.

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

In the case of the mother, where actual disease such as valvular
disease of the heart, phthisis, hyperemesis, etc., is not present, it will
be found almost without exception that one or more of the factors of
labour is disturbed. In this connexion it must be remembered that
women bear labour very differently, and that consequently, with some
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it is necessary to interfere earlier than with others. Generally speak-
ing, the cardiac condition, as indicated by the pulse, is a fair guide.
To have the full benefit of this guide, however, one must know before-
hand the ordinary rate and character of the pulse, for I have found
it by no means uncommon to get a pulse-rate of 90 to 110 quite early
in labour indeed, even during the later weeks of pregnancy. A
steadily rising pulse-rate is of most value, and must always be looked
upon as a danger-signal. The same applies to a steadily rising
temperature and inereasing restlessness.

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

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

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

Strong and irregular fetal movements also frequently precede
the death of the fa:tus during labour. With the mother very restless
and suffering from the pains of lahour, however, such a symptom is
seldom of much practical value. We must depend, therefore, almost
entirely upon the condition of the faetal heart. 1If the labour is at all
protracted, the accoucheur must auscultate the fetal heart frequently ;
he must note its rate and character, and how it is affected by the
uterine contractions.

L R
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CHAPTER II
DYSTOCIA THE RESULT OF FAULTS IN THE FORCES

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

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

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

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

There have been many attempts to measure the forces of labour.
Duncan and Poppel, for example, estimated the resistance of the
membranes to a bursting force. Others attempted to measure them
by attaching a dynamometer to the forceps, and so estimating
the amount of force required to extract the child. It is, however,

b
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PRECIPITATE LABOUR

unnecessary to discuss results obtained by such methods, for it is at
once apparent that no exactness could possibly be obtained by such

~  devices.

é The earliest and most scientifically constructed instrument for
* calculating the uterine force is the tokodynamometer of Schatz'
(Fig. 1). By means of it and its modifications, many interesting
observations and tracings have been made by different observers,
showing the features of normal and abnormal uterine contractions.
Some years ago Schiiffer” gave this subject special consideration, and

by means of his instrument made some tracings. Schiiffer’s instru-
ment (Fig. 2) has the advantage of being more easily applied, although,
of course, one cannot estimate the uterine contractions so accurately
with it, as with Schatz’s and similar instruments. Schiiffer states
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Fri, 2—Schiller’s Pelotte,

that in the interval of the contractions the pressure is 5 millimetres
of mercury, and during the contractions it varies from 80 to 220 milli-
metres. He also considers that the power of the uterine contractions
and auxiliary forces is about equal. The most recent investigations in
this subject are those made by Fabre, and communicated to the
International Congress in London of 1913. DBut although such
instruments and investigations are of decided scientific interest, they
are, at present, of no practical value. In practice one can only
estimate the efficacy of the forces of labour by the progress made.

The expulsive forces may be abnormal in three ways: they may
be unusually strong, they may be unusually feeble and ineffective,
and they may be irregular (tetanic).

Precipitate Labour.-—Although excessively strong uterine con-
tractions and the resulting condition of precipitate labour does not,
properly speaking, come under the head of dystocia, it is a subjeet,

Y Archiv f. Gyn., BA. iii,, Heft 1, and Bd, xxvii., Heft 2,

'_~' * Experimentelle Untersuchungen iiber Wehenthiitigkeit, Berlin, 1896,

* Transactions of the Section of Obstetrics and Gynwcology, International Con-
gress, London, 1913, part ii., p. 59.
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regarding which it is permissible to say a word. The first striking
feature of precipitate labour as one encounters it in practice, is the
fact that it is peculiar to certain individuals. This is due not only to
the strength of the uterine contractions, but also, and even in greater
part, to the slight resistance offered by the soft parts of the varturient
canal. Very frequently such patients state that they have had only
“one or two pains,” which shows that the process of dilatation, usually
accompanied by much suffering, occasionally does not set up nervous
phenomena termed * pain.’

The ordinary dangers of precipitate labour are familiar to every
one — rupture of the perinenm, post-partam hwmorrhage, injuries
to the child. In addition, there has occasionally followed a subcu-

taneous emphysema, and still more rarely fracture of the sternum.
I'hese complications are considered in Chapter XXXVIL. Walthard’

points out that emphysema is very rare in precipitate labour.
Certainly, the two cases I have had experience of followed labours
in which the bearing-down efforts were prolonged and of unusual
soverity.

Uterine Inertia.—We are more concerned here, however, with
he other condition, in which the expulsive forces are feeble and
ineffective. As the expulsive forces consist of two component parts,
the uterine contractions and the auxiliary forces, it is natural to
expect that labour may be protracted sometimes by one, sometimes
by the other, and occasionally by both being at fault.

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

Winckel's ¢ Handbuch,' 1905, Bd. ii., Teil iii., p. 2004




INEFFICIENCY OF THE FORCES !

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

In some nervous diseases, more particularly myasthenia gravis,
there may be very decided inertia. Gemmell' and a few others have
had to perform Cwsarian section for the latter condition.

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

In the second stage of labour, when the expulsive forces are fecble,
the uterus is often blamed, when, as a matter of fact, the fault is more
in the auxiliary forces. One repeatedly sees regular, strong, and even
frequent uterine contractions cease when they should continue. In

! Jowrnal Obstet. and Gyn., British Empire, December, 1904, p. 476
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such cases it will invariably be found that the auxiliary forces, the
abdominal and other muscles concerned, are at fault. It is not
uncommon in very stout individuals and in women with pendulous
abdomens, and feeble or widely separated recti. Again, it is very
common in nervous and excitable women, and in those who bear
pain badly or feel pain acutely. But the expulsive forces are some-
times inhibited by such simple conditions as overdistension of bladder
or rectum, and one frequently sees strong bearing-down efforts follow
the emptying of these viscera. It must not be forgotten, however,
that a considerable amount of the strength of the uterine contractions
and the auxiliary forces in the second stage is reflexly set up by the
mechanical stimulus of the presenting part upon the pelvie floor.
Feebleness of the forces is therefore not infrequently the result of
non-descent of the presenting part. Every one is familiar with the
effect which the introduetion of the hand or a blade of the forceps has
on the foreces. Such treatment is seldom employed in the present day,
although it was a common practice in ancient times.

The recognition of uterine inertia is not difficult, provided one
malkes it a rule always to exclude the possibility of other pathological
conditions being the cause, and only coneluding that the forces are at
fuult when there is nothing else to account for the protraction of the
labour. If this precaution is not taken mistakes will constantly be
made.

The operator, when it is a question of uterine inertia, should
note the frequency and duration of the uterine contractions. Unfor-
tunately, there is no standard for comparison. Every individual is
a law unto herself, and sometimes, even the character of the parturi-
tion, varies in different labours in the same individual. As labour
progresses there should be an increase in the frequency, severity, and
duration of the uterine contractions, and there should be a steady
descent of the fatus. Frequently the uterine activity ceases for a
time, and it will be found advantageous to encourage this by the
administration of a full dose of opium or morphia. After such a rest
the uterus resumes its activity, and labour progresses rapidly.

As regards the treatment of inertia of the uterus there is little to
be said, and, unfortunately, not a great deal to be done.

As protraction of the first stage of labour causes no concern, it
will be found best not to interfere beyond removing any condition
which may be reflexly inhibiting the uterine activity. Thus, it is
important to keep the bladder and bowels empty, and to remove any
irregular uterine contractions-—the so-called ‘false pains’—by small
doses of opium or morphia. Often a change in position is useful, and
usually in this stage the most progress is made when the parturient
keeps moving about.
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Many stimulants to uterine contraction have been suggested.
Amongst them may be mentioned irritation of the breasts, massage
of the uterus, electricity, hot vaginal douches, separation of the
membranes, rupture of the membranes, dilatation of the cervix by
means of the hand or metal dilators, and the administration of
various drugs having a special effect upon uterine activity. Of great
antiquity are the two first methods, and certainly both, but especially
the second, at fixed intervals, bring about uterine contractions. 1t is
very questionable, however, if they advance labour to any great
extent. From electricity little better results are obtained. The safest
manner in which it can be employed is to apply one pole over the
uterus and the other over the dorsal vertebre. The introduction of
an electrode into the vagina is undesirable. Some favour the con-
tinuous and others the faradic current, but only a few electrical
enthusiasts consider the treatment of any practical service.

The various devices of irritating the uterus by stimulating the
cervix are sometimes of value. Hot vaginal douches, especially if
there is any undue resistance in the soft parts, are often of decided
benefit. Separation of the membranes from the lower portion of the
uterus, the injection of glycerine, and manual or mechanical dilata-
tion of the cervix, do not come into consideration here, for, properly
speaking, they are methods of inducing labour. They will be con-
sidered, therefore, when that subject is under discussion.

As regards the drugs which have been recommended and employed
for the purpose of stimulating uterine contractions, ergot and quinine
and pituitary extract are the most important. Some others, such as
pilocarpin and ipecacuanha, have a similar effect, but only the three
first mentioned are now used. Of these the one most employed is
ergot, in the form of the liquid extract, or ergotin. Ergot given in
full doses produces uterine contractions of a tetanic nature. Every
one knows this from clinical experience, and Schatz many years ago
demonstrated it by means of his tokodynamometer. By one and all,
therefore, it is condemned. That matter was settled long ago once
and for all.

The administration of ergot in small doses is another matter.
Satisfactory results have been obtained by Schatz, Schiiffer, and More
Madden. 1In spite of the experience of these observers, however, it is
generally condemned.

Several writers have reported favourably of quinine sulphate,
given in two or three doses of from 2 to 4 grains. Larger doses do
not seem to give any better results. It is claimed that the uterine
contractions produced by the drug do not present the unfavourable
features which follow the administration of ergot. Personally, I have
been disappointed with the results.
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During the last two years much has been written concerning
pituitary extract. We have used it a good deal in the Glasgow
Maternity Hospital both for secondary uterine inertia and post-partum
hwmorrhage.  Burroughs Welleome and Co. extract (1 e.c.) is the
preparation | have generally employed. At present I am satisfied it
can only be employed with safety when the fetal head is well down
in the pelvis, and the second stage of labour has been reached. It is
a dangerous drug in obstructed labour when there is any disproportion
between head and pelvis, and there have been several cases of rupture
of the uterus when it has been employed in such conditions. In the
English language one of the most complete and interesting contribu-
tions to the subject is that by Watson of Toronto,' although personally
I do not agree with some of his conclusions. Until we have had more
experience of the effect of the drug we should use it with great
caution. ['ndoubtedly it often produces at first contractions, which
may almost be deseribed ag * tetanie.” The value of the drug in post-
partum hiemorrhage is considered in Chapter XXXIV.

But of all methods of treatment the really valuable one in my
experience is the procuring for the ‘tired ' uterus a period of rest.
This is best accomplished by the administration of opium or chloral.
After a varying interval the uterus refreshed begins once again to
contract strongly. When this recurrence of activity is established,
the nature and effect of the uterine contractions should be carefully
observed, and if they have any tendency to become °tetanic' the
uterus should be immediately emptied. If after a short interval
they still seem to be having little effect in advancing the labour,
further delay is profitless. When the uterus is emptied after a period
of rest and after active contractions have recurred, there is little danger
of post-partum hemorrhage.

All the methods of treatment which have been considered may be
employed in both stages of labour. When, however, the second stage
has been reached, other mancuvres may be tried, for then the
auxiliary forces have likewise to be stimulated. Amongst the devices
to stimulate the latter may be mentioned mechanical irritation of
the vagina and perineum by introducing the colpeurynter or the closed
fist. The latter of these is seldom employed at the present day. As
regards the colpeurynter, however, it is frequently employed, especially
on the Continent, Biirger® refers to it favourably. The only form of
mechanical stimulation extensively employed is massage of the uterus
at regular intervals. 1 have never seen it do much good.

incouraging the patient to bear down, and removing any reflex

! Canadian Med. Assoe. Journ., September, 1913,
2 Archiv f. Gyn., Bd. Ixxvii,, Heft 3, p. 546,
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condition which may be inhibiting the action of the forces, has often
a very beneficial effect. Especially is this seen in cases where the
parturient is very nervous and excitable, and complains greatly of
the pain of the uterine contractions. Thus, it will be found that
inhalation of small quantities of chloroform are of great service. It
is surprising how such treatment is often followed by strong expul-
sive efforts. But in other cases, when the symptoms mentioned are
not present, chloroform retards the labour.

Before leaving the subject of uterine inertia, an important question
must be considered—viz., how far does inertia justify one in having
recourse to artificial delivery? As regards this matter there are
two distinet opinions. There are those who maintain that inertia
per se is never a sufficient indication, and that one must wait until the
maternal pulse and temperature is disturbed, or until the fetal heart
shows signs of being injuriously affected. On the other hand, there
are those who recommend interference before these symptoms mani-
fest themselves. They try to anticipate the symptoms.

What are the facts of the case? The effect of uterine inertia is to
prolong labour, which in itself adds materially to the discomfort of
the parturient. If it is only the first stage that is affected, nothing
further results; neither the mother nor the child is endangered except
when the membranes rapture prematurely, and even in such cases
there is a tendency to exaggerate the danger. As regards the second
stage, the real trouble in private practice is that unusual delay is
an inconvenience to the patient and those in attendance. The risk of
infection in such cases is increased, largely because vaginal examina-
tions are made at short intervals, with the object of ascertaining if any
progress is being made. The dangers to the child and the soft parts
of the parturient canal are not so great as is generally imagined. On
theoretical grounds, therefore, non-interference is clearly the right
attitude. It is an attitude which is logical, and serves as a good
working rule for one’s guidance, and I have every sympathy with
those who adopt it. Still, in spite of that, I follow in practice those
who consider that prolongation of the second stage to several hours
is sufficient reason for operative interference in cases in which
there is no disproportion between feetus and maternal pelvis. My
position is that the human body is not a machine, and it cannot be
treated as such. The temperature and pulse may be very considerably
disturbed during labour, or even before labour commences, or they
may respond slowly to the irritation of labour. As regards the child,
my experience of a prolonged labour is, that if one waits until the
foetus shows signs of circulatory disturbances, it will, when delivered,
be more asphyxiated than was expected.
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I hope there is no misunderstanding regarding my attitude, or a
belief that I favour early interference. Farly interference in the second
stage, unless there is some decided indication for it, in mother or child,
cannot be too strongly condemned. Without doubt, it is responsible
for many of the minor ailments which follow parturition, as it certainly
is the cause of vaginal and perineal lacerations, which might have been
avoided by allowing the pelvic floor to become gradually distended by
the presenting part.

Tetanic Contractions of Uterus.'—It sometimes happens that
the uterine contractions are irregular in character. We meet with
this in two forms—general tetanic contraction of the uterus, and
gpasmodic local contraction.

Tetanic contraction of the uterus (tetanus uteri) is a condition seen
in certain cases of extreme dystocia, when the uterus has been long
trying to overcome the obstruction to the birth of the child. Thus, one
gees it in marked degrees of pelvic deformity and in impacted trans-
verse presentations.  Onealso encounters it when ergot and sometimes
when pituitary extract have been administered. Such a condition is to
be distinguished from the ordinary retraction of the uterus found
after the membranes have ruptured, by the fact that it is associated
with grent pain and discomfort, and a uterus uniformly convex and
tender to pressure.

This complication is one of extreme gravity, and as a matter of
fact, is usually the result of mismanagement. A uterus should not
be allowed to get into a condition of tetanus. When this oceurs, the
first thing to do is to moderate the contractions by inhalations of
chloroform and a hypodermic injection of morphia. By such means
the tetanic contractions can always be relieved. The delivery should
be completed immediately in the safest manner possible, and here it
may be remarked that, as the child will almost certainly be dead or
dying, tco much consideration need not be given it. If the tetanic
contractions have been present for some time, one must always be
prepared for post-partum hemorrhage, and post-partum hwmorrhage
of a very troublesome character. 1f there is any suspicion of rupture
of the uterus, the uterus must be carefully examined after the birth
of the child.

Localized contractions of the uterus, the other form of irregular
contraction, are of interest both in pregnancy and labour. They are
gpecially liable to occur in the three regions where the circular
muscular fibres are pronounced—viz., the orifices, the os internum

! The most valuable paper on this subject in the English language is by
Braxton Hicks, On the Condition of the Uterus in Obstructed Labour,'

Trans-
actions Obstet. Soc. London, vol. ix., p. 207.
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and externum, and the openings of the I'allopian tubes. In pregnancy
such contractions about the Fallopian tubes have frequently led to
errors in diagnosis, for on bimanual palpation the irregular swelling
closely resembles an interstitial myoma or an extra-uterine pregnancy.
Bar! has specially referred to these irregular contractions, and I have
witnessed the occurrence on many occasions.

During labour such localized spasmodic contractions often cause
considerable discomfort, and when they oceur about the retraction
ring (strictura uteri), or about the external os (trismus uteri, spasmodic
rigidity of the cervix), they may actually interfere with the birth of
the child.

Spasmodic contraction of the retraction ring usually follows a
protracted labour in which the passage or passenger is at fault. The
retraction ring may sometimes be so applied to the child as to arrest
its expulsion, when the presentation is by the breech or by the head,
while in the third stage retention of the placenta is a common sequela.
These, like other varieties of irregular uterine contractions, are
relieved by chloroform, opium or morphia. This subject is fully
considered in Chapter XIII,

U Bulletin de la Soe. d'Obstét, de Paris, February 16, 1905,




CHAPTER 111
DYSTOCIA THE RESULT OF FAULTS IN THE FETUS

Attitude, Position, and Presentation—Abdominal Palpation—
Vaginal Examination — Auscultation — Other Methods of
Examination.

Avoxast the commonest causes of dystocia attributable to the fwtus
are alterations in its attitude, position, and presentation.

Each of these terms has its particular significance. .lttitude is
the relationship of the different parts of the child to one another.
Presentation is the relationship of the long axis of the child to the long
axis of the uterus. Position is the relationship which a particular part
of the child bears to a particular part of the pelvie wall. Thus, we
consider the child in the normal attitude when it lies flexed with its
chin against the sternum and its upper and lower limbs folded across
the upper and lower parts of its trunk; in the normal presentation
when it lies longitudinally with its head lowermost ; and in the normal
position when the long axis of its head lies in the right oblique
dinmeter of the pelvis with the occiput anterior (Fig. 4).

Abdominal Palpation.—To make out differences in attitude,
position, and presentation is not always easy, and is especially
difficult if one depends entirely on the older method of vaginal
examination. Indeed, by such an examination, nothing can be made
out so long as the os is undilated and the presenting part is high in
the pelvis. Labour must have advanced some way before anything
can he affirmed regarding the presenting part.

With the newer method of examination by abdominal palpation
it is quite otherwise, for during pregnancy and early in labour, the
presentation and position of the child can generally be defined vithout
much difficulty. But abdominal palpation possesses another advan-
tage over the vaginul. It renders repeated vaginal examinations less
necessary, and diminishes the risks of infection. Indeed, it is in great
part because of this that it has come into such favour.

16
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The two obstetricians whose names are especially connected with
the perfecting of this method are Pinard in France and Leopold in
Germany. The most valuable monograph in the English language is

From a Dissection of a Uterus at Term. The Woman died of Eclampsia,
(Photograph by Dr. James Scott.)

one by McLennan,' of Glasgow, who has considered the subject most
exhaustively and given a complete literature.

To practise abdominal palpation with a view to making out the
exact position und presentation of the feetus it is necessary to place

! ¢ Abdominal Manipulations in Pregnancy,’ London, 1902,
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the patient to be examined on her back with the head slightly raised.
The bladder must be emptied shortly before the examination, and the
woman must be perfectly comfortable and breathe quite freely.

The accoucheur, after heating his hands in warm water, should
place them on the patient's abdomen. At fivst the pressure should
be gentle, but it may be increased gradually. It is of great importance
to avoid, as far as possible, setting up uterine contractions and spasms
in the abdominal muscles. It will tend to relaxation of the abdominal
wall if the patient’s attention is diverted, and when moving the hands
from one place to another if they are slid over the surface, not lifted
and suddenly planted down again. It should be remembered, also,
that it is not the tips of the fingers which are to be used, but their

Fii. 5.—TPalpation of the Futal Part situated at the Pelvie Brim

whole palmar surface, and that while one hand is making out what is
beneath it, the other steadies the distended organ,

The parts of the child which require to be located are the head,
breech, limbs, and back.

The first manceuvre or * grip,

which has for its object the location
of the fwtal parts situated over the brim, is carried out by passing
the two hands down along the sides of the uterus towards the brim
of the pelvis. To do this the accoucheur should stand or sit at the
right side of the patient (Fig. 5). In most cases the head will be
found at the brim, and will be recognized as a large, hard, globular
mass. The beginner must make sure that it is reaily the presenting
head and not the pelvic brim he feels. The pelvic brim should there-
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fore be defined, and the fingers slipped over it on to the presenting
part, when a depression will be found between the brim and the head.

If the head has descended low into the pelvis, and especially if the
uterus is very tense, it may be difficult to feel the head, and the
mistake may be made of thinking that there is no part of the child
engaging. Another mistake which I have seen made when the head
is deep down in the pelvis is mistaking the shoulders for a breech
that has not engaged. But by sinking the fingers deep down into the
pelvis the head can generally be felt, while more careful palpation of
the whole fwtus will prove to the examiner that the breech, and not
the head, oceupies the fundus.

It will often be found that the head can be grasped better by
making what is termed the ‘ Pawlik grip.’” To carry this out the

Fie. 6.—* Pawlik Grip.’

examiner should face the patient and grasp the presenting part
between the thumb and fingers of one hand, while steadying the child
with the other (Fig. 6).

Having made out the presenting part, and supposing it to be the
head, and while still facing the patient, the hands should be slid up to
either side of the fundus (Fig. 7), where usnally the breech is situated.
This part is felt to be bulkier, less globular, and hard, and to have a
depression between the two prominences of the ischial tuberosities.
It is also recognized as being quite unmovable apart from the trunk.

The sides of the distended uterus are next examined (Fig. 8).
They will be found oceupied, the one by the trunk and the other by
the limbs. On the side towards which the trunk is directed there is
greater resistance, and the trunk is recognized as a long, smooth mass,
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curving round and running into the head and breech. A break in
continuity ean usually be recognized between trunk and head, and,
unless the head is fixed at the brim, there is considerable mobility
between it and the trunk. At the pelvic extremity the back runs right
into the breech without any break in continuity, and, as already stated,
there is no mobility between the breech and the rest of the trunk.

On the other side of the alhdomen, and often more posterior,
are the limbs. Here the resistance is very much less, and different
members can be felt, sometimes at rest, but often gliding under-
neath the hand or being pushed up by the more violent movements
of the fietus.

I'rom this brief deseription abdominal palpation seems very simple,
but it is not always so. If the abdominal walls are thick or rigid,

Fia. 7.—Palpation of the Fotal Part situated at the Fundus.

and if the uterus is very tense or irritable, contracting at the slightest
touch, it may be extremely diffieult, and sometimes impossible, to make
out the feetal parts. Also, if the fartus is very small and the liquor
amnii excessive, little can be felt.  Still, with practice, it is surprising
how much can be made out even when the conditions are by no means
favourable.

After the accoucheur has had some experience in abdominal palpa-
tion, he will find that he can go a step further, and actually diagnose
the position and attitude of the presenting head or breech. To some
extent this may be done by the beginner from the position of the
back and limbs, although in head presentation this does not permit
of great exactness. The head must be fixed at the Lrim before one
can pronounce definitely regarding its position. If one looks at the

£ HERE

RRS ENEL




R R s PR GAURIE e e R C e e e

VAGINAL EXAMINATION 21

illustration (Fig. 9), it will be observed that in vertex positions, the
occipital end of the head being lowermost, the fingers can be sunk
deeper into the pelvis on that side, or, to put it differently, the side
on which the fingers sink deepest is the side to which the occiput is
directed. In face and brow presentations, as we shall see, it is quite
otherwise ; with them the oceiput being higher, the fingers sink deep
down on the side towards which the chin is directed. These and
other points, however, will be considered in connexion with the
different positions and presentations. Similarly, the appreciation of
the relative size of the fietal head and maternal pelvis, so important
a guide to treatment, and the appreciation of the presence of more
than one fwtus, will be considered when these subjects are under
discussion.

Fii, 8.—Palpation of the Fotal Part situated at the Sides of the Uterus.

Vaginal Examination.—Until recent years the accoucheur made
his diagnosis of the position, presentation, etc., of the feetus entirely
by a digital examination per raginam. If one looks at the obstetric
text-books of comparatively few years ago, one finds this method
of examination the only one seriously discussed, while even at the
present moment a large number of practitioners still employ it almost
exclusively.

The perfecting of abdominal palpation, but, above all, the demon-
stration that every vaginal examination is a distinet danger to the
pm'?urient, has led the more enlightened and thoughtful to limit
w'v,:mnl examinations as far as possible. Some enthusiasts would
dispense with the latter altogether; but it is perfectly evident that
such an extreme position is untenable, for there are many conditions,
both maternal and fetal, which can only be appreciated by vaginal
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examination. Amongst these may be mentioned small tumours in
the pelvis, rigidity of the cervix, and, indeed, not infrequently, many
slighter abnormal attitudes and positions of the ftus. Prolapse of
the cord is another condition which can only be appreciated by
vaginal examination. Undoubtedly by careful auscultation one can
tell when the child is in danger, but in cases of prolapse of the cord if
one were to wait until the child showed symptoms of cardiac embarrass-

Fi6. 9.—The Occiput is loeated by the Hand—in this Particular Case the Left—sinking
deeper into the Pelvis upon the Side towards which it is directed,

ment there would be little chance of saving it. An early diagnosis
of the condition is of the very greatest importance.

Having said so much in favour of vaginal examination, it must be
clearly understood that the number of examinations should be as few
as possible. Usually only two are necessary, one early in labour and
the other after the membranes have ruptured. Again let me say that
every vaginal examination during labour distinetly increases the risks
of sepsis. One cannot get away from that fact; it has been proved
beyond all question. I have no intention, however, of discussing at

N AR e T B
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this stage the question of septic infection and how to prevent it. That
matter is fully considered in Chapter XXI.

Prior to making a vaginal examination, it is always desirable,
when possible, that the woman's bladder and rectum should be well
emptied. The appearance of the abdomen when the bladder is over-
distended is shown in the illustration (Fig. 10).

The accoucheur's hand and the patient’s vulva are thoroughly
cleansed. In order to lessen still further the risks of infection, the
fingers of one hand should hold apart the labia, so as to permit of
one or two fingers of the other hand being introduced without any

Fie. 10,—An Overdistended Bladder in a Parturient at Term,

friction against the external genitals. The valva should be fully
exposed in making the examination.

The position which the patient should assume is entirely a matter
of choice. We, in this country, favour the left lateral, but obstet-
ricians in other countries generally prefer the dorsal. Whenever a
thorough bimanual examination of the pelvis early in pregnancy is
required, the dorsal is usually better, although I have occasionally
found in stout women that the pelvic contents may be more exactly
felt in a position midway between the dorsal and lateral. ;

If the vaginal examination is being made for the first time upon the
parturient, the general formation of the bony pelvis and the condition
of the soft parts should be investigated. It is most desirable in the
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case of a primagravida and of a multigravida, who has had any difficulty
in her previous labours, that this examination should be made some
few weeks before term, for now and again some abnormality will be dis-
covered which, if recognized for the first time during labour, might
be difficult to treat. Personally, I examine vaginally every prima-
gravida about the thirty-sixth week, At the same time I determine
the presentation and position of the child by abdominal palpation.

Having formed an opinion of the pelvis, the soft parts of the
parturient canal, and the consistency of the cervix and the degree
of its dilatation, the particular presentation is determined. The
various landmarks of the fotal skull—the sutures, fontanelles, bony
and other prominences—are familiar to all. I must admit that
oceasionally I have not been able to come to a diagnosis regarding
the position from them alone ; especially has this been so when there
has been any defective ossification of the cranial bones, when the
head has been situated high in the pelvis, and when there has been a
large caput succedaneum. In cases of doubt, therefore, and especially
prior to any operative interference, I always feel for the ear. This
landmark is not mueh employed at the present day, but the older
obstetricians—Baudeloceque, Smellie, and others—often made use of
it, and I have found it of great service. The features of the different
presentations are referred to elsewhere.

In addition to determining the size, position, and presentation of
the fwtal head, the examining finger should always be swept round
to make sure that there is no prolapsed loop of cord or other abnormal
condition.

Auscultation.—In the few remarks which are called for in con-
nexion with the examination by auscultation I shall confine myself
entirely to the fietal heart sounds. It is well known that other sounds
may be heard with the stethoscope—the uterine soufile, the funic
soufile, movement of the child, muscular susurrus, gas in the uterus,
bruit of placental separation. None of them, however, is of any real
practical importance.

The careful and repeated auscultation of the fwtal heart during
labour, and especially when the second stage is protracted, cannot
be too strongly commended. The child seldom dies quickly. Death
occurs gradually, and so, as a rule, one has opportunities to interfere
and save the child. Almost the only occasions upon which the child
dies quickly during labour are where the cord becomes prolapsed
and continuously pressed upon-—say when the membranes rupture
before full dilatation of the os.

The earliest sign that the fwtus is suffering from a prolonged
labour is a slow return of the fwtal heart sounds to the normal after
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each ‘pain.’ During each uterine contraction the sounds become
much slower, but immediately the contraction passes off the sounds
return to the normal as long as the feetal heart is undisturbed by the
labour.

One knows that the child’s life is distinetly in danger when the
heart sounds become slower. Sometimes for a little they become
faster, but before long, if the fwtal heart is embarrassed, the sounds
become slower and slower, and then intermittent, irregular, and still
slower. Whenever they number less than 110 the child's life is very

Fie, 11.—Areas of Maxinum Intensity of the Fuetal Heart Sounds in Pelvic and Vertex
Positions.

The line marks the uppermost limit for head presentations and the lowermost for breech.

decidedly in danger, and the sooner it is extracted the better. It is
often difficult to count the fetal heart if it is registering 140 to 160,
but when it comes down to 100 to 110 it is an easy matter. The only
possible mistake is to confuse it with the maternal pulse. In a pro-
tracted labour the feetal heart should be carefully noted every half-
hour during the second stage.

But there is valuable information to be gained from the heart
s sounds regarding other conditions. The diagnosis of the presence of
more than one fwtus is confirmed by hearing fetal heart sounds of
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different rhythms. This, however, is considered in the chapter on
Plural Pregnancy (Chapter VIIL.).

The feetal heart sounds ave also of value in the diagnosis of the
various presentations. The illustration (Fig. 11) shows the area of
greatest intensity for the different presentations. It may generally
be concluded that in all presentations except the face the sounds are
heard best wherever the back of the child is situated. In face
presentations, however, the sounds may be best heard over the thorax,
and occasionally the fatal heart has been felt through the uterine
wall in this presentation.

Rectal Examination.—A rectal examination is rarely if ever called
for in obstetric practice. With backward displacement of the gravid
uterus and certain tumours complicating pregnancy, it is conceivable
that it might be of service. For example, where a myoma happened
to be on the anterior uterine wall, and prevented palpation or auseul-
tation of the fwetus, as was my experience some time ago (IFig. 123),
one might be able to feel the presenting part by making a rectal
examination. The substitution of a rectal for a vaginal examination,
as favoured in a few Continental cliniques, has never met with the
approval of British obstetricians.
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CHAPTER 1V
DYSTOCIA THE RESULT OF FAULTS IN THE FETUS—Continned

Abnormal Attitude and Position of the Head—Prolapse of
Limbs associated with Presentations of the Head.

ABNORMAL PRESENTATIONS OF THE VERTEX.

Occipito-Posterior Positions of the Vertex.—The presentations of
the vertex associated with dystocia are, with few exceptions, those in
which the occiput is directed backwards (Fig. 12). It is of very
frequent occurrence. I have found it in fully 20 per cent. of my
private cases.

As regards its etiology, nothing very definite is known. Theoreti-
cally, the malrotation is more liable to occur if the pelvis is relatively
large or the faetal head relatively small—in other words, if the head
is still extended when it reaches the pelvic floor. There is distinct
support for this explanation in the fact that, according to most writers,
the average size of the fetal head in children born with the occiput
posterior is somewhat below the normal.

The recurrence of the presentation in succeeding labours has been
frequently remarked upon, and recently a case came under my notice
where it was repeated at three successive parturitions.

The malposition being so common, it is of great importance that
one should be able to recognize it. Karly in labour this is only
possible by abdominal palpation, but after the head has sunk into the
pelvis and the os is well dilated, vaginal examination reveals the
anterior fontanelle within easy reach and towards the front of the
pelvis.

When palpating the abdomen, and after saticfying oneself that
the presentation is a head, three things should a.vays lead one to
suspect an occipito-posterior position—ease in paipating the limbs in
front, the presence of the back on the right side of the abdomen,
and a depression between the upper and lower poles of the fwtal
ovoid. Sometimes it is impossible to palpate the back, as only the

27
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edge of the trunk is within reach ; in other cases, however, the back
is more to the front, and can therefore be readily felt. If conditions
are favourable for abdominal palpation, one is sometimes able to feel
the point of the chin, as in this position the head enters the pelvis
less flexed. 1 must admit, however, that I have seldom been able to
make out this feature, owing to the tenseness of the lower part of the
uterus. The other feature, less resistance on the side to which the
occiput is directed, is readily appreciated.

Auscultation may sometimes be of assistance in the diagnosis, for
the heart sounds are usually heard with difficulty round towards the

Fia. 12,—Oceipito-Posterior Position of Vertex (3rd Vertex),

flank to which the back of the child is directed, although sometimes
they are best heard up towards the fundus.

By vaginal examination the striking characteristic oy occipito=
posterior positions is the ease with which the anterior fontanclle is felt,
owing to the fact that the head is not nearly so flexed as in the
ordinary position of the vertex.

A later chance of recognizing the position, and one which should
never be missed, is given when difficulty is experienced in extracting
the head at the outlet, for unless there is deformity of the pelvie
outlet, one never finds any difficulty in delivering with forceps a child
lying low down with its oceiput anterior. But, as if purposely arranged
to arrest attention, yet another opportunity is afforded when traction
is made with forceps. Not only is there difficulty in getting the head
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out, but a peculiar appearance of the perineum is noticeable. The
vulvar orifice gapes unusually, and the perineum begins to tear before
the head has distended it.

In fully 93 per cent. of the occipito-posterior positions which have
been under my eare forward rotation of the occiput has occurred ; in
the other 7 per cent., where the occiput remained posterior, the pro-
gress of the labour has usually been completely arrested or uterine
inertia has become established. Many French and German observers
have found persistent oceipito-posterior positions less frequent than
my figures indicate, a very general figure given heing 3 or 4 per cent.

The dangers to mother and child in persistent occipito-posterior
positions are decidedly greater than in the ordinary vertex position.
Especially does this apply to the child, which, not infrequently, is born
dead or injured; indeed, such accidents occur five times as often in
occipito-posterior as in oceipito-anterior positions,

Lacerations to vagina and perineum being 8o common, the risks
to the mother of infection are quite appreciably increased; indeed,
the maternal mortality is usually stated to be about 1 to 1'5 per cent.
Croem ! has called attention to the occurrence of peculiar deep longi-
tudinal lacerations high in the vagina.

Treatment.—It is recommended in occipito-posterior cases, recog-
nized early in labour or during pregnancy, that the patient be placed
in the knee-elbow position or on the side to which the occiput is
directed, and that, with the aid of manual manipulations, the child’s
back be dragged or pushed round to the front. Although I have not
been successful on the few occasions upon which 1 have tried such
manipulations, without doubt they have occasionally proved successful
in the hands of others.

For cases further advanced in labour, with the head fixed in the
pelvis, it is well not to interfere, seeing that so few fail to take a
favourable rotation forward. This will often necessitate the medical
attendant allowing the second stage to continue many hours, and it is
because he does not care to do this that he meets with so many cases
of a persistent posterior position.

When the occiput remains persistently posterior in spite of a long
time given it for rotation, one has the choice of four methods of
treatment: (1) Leaving the case to Nature, and still hoping for spon-
taneous delivery; (2) manual rotation and extraction with forceps :
(3) foreeps rotation and extraction ; (4) forceps extraction, the oceipub
remaining posterior.

Spontaneous delivery of a persistent occipito-posterior presentation
may oceur in one of two ways. The head, either in the region of the
! Ed. Obst. Trans., vol. vi.
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anterior fontanelle or of the forehead, is pressed against the symphysis
pubis, while the occiput is driven over the perineum. Stumph? refers
to them as favourable and unfavourable forms respectively. The
illustrations (Fig. 13) explain themselves. The accompanying outline

\ i g /
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Fig, 13 avourable aud Unfavourable Mechanism of Birth in Persistent Occipito-Posterior

sitions of Vertex. (Stamph.)

drawing (Fig. 14) of the fwetal head shows the manner in which the
head is moulded. But the practical point is: does this spontaneous
delivery of the head in a persistent occipito-posterior position often
occur ? In my experience it is very uncommon. I am prepared,
however, to admit that this may in part be due to the fact that I
interfere earlier than Continental operators. I have, however, in con-
sequence, a lower faetal mortality, for while the figures of those who

Fi. 14,—Outline of Head Moulding in Persistent Occipito-Posterior
Position. (Spiegelberg

are advocates of extreme expectancy show a mortality of 10 to 12 per
cent.,” mine are 4 to 5 per cent.

To bring about forward rotation of the occiput by manual interfer-
ence, many devices have been recommended. Thus, with the object
of favouring flexion, it has been suggested to press up the forehead
during a pain, pushing it at the same time towards the hollow of the
sacrum. Again, but directing attention to the other end of the feetal

! Winckel's  Handbueh,’ 1904, Bd. i., Heft 2, p. 1078,
? Hammerschlag, * Lehrbuch der Operativen Geburtshiilfe,’” 1910, p. 407.
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head, pulling down the occiput with the fingers, the vectis, or one
blade of the straight forceps, has been advocated.

Smellie recommended a method which, in recent years, was revived
by Tarnier. One or two fingers are passed into the vagina and
laid along the side of the child’s head, and during the uterine con-

Correction of an Oceipito-Posterior Position of Vertex,

The internal hand rotates the occiput forwards, while the external drags round the
shoulder ; the arrows indicate the direction of these manwuvres,

tractions the head is pressed upon and rotated in the direction
desired.

Doubtless these manipulations have sometimes been successful,
!r‘ut, although I have tried them all, I have but rarely found them so.
The only mancruvre I have found of real service is rotating the head
by means of the hand pressed into the vagina. The head is grasped
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between the fingers and thumb (Fig. 15), but before trying to bring
about rotation the head must be flexed and raised out of the pelvis.
The manaurre will only succeed, however, if the other hand, applied to
the abdomen from the outside, brings the anterior shoulder forward.
Although the feetal head can stand very nearly a balf-turn, the manual
rotation of the head alone is attended with not a little risk to the
child. Besides, if the shoulder is not brought forward, the head at
once springs back into its old position. It is well, after having rotated
the head and trunk, to apply forceps and extract the child. The
manauvre is best earried out, I have found, with the patient lying
upon her side. Taking my private and hospital cases, I have found
this manwuvre succeed in 70 per cent,, and sometimes even after
attempts had been made to deliver the child with forceps.

Opinions regarding the value of manual rotation vary. Speaking
generally, the English school may be said to favour it, as may be
seen from the writings of such modern authors as Ierman,! Jardine,*
and Eden.® Stumph, already quoted, gives it great praise, and such is
the attitude of many German® writers. A few French operators, follow-
ing Tarnier's lead, approve of rotation, but many refer to it as being
unnecessary. Amongst American accoucheurs, it is coming to be looked
upon with greater favour.

It may happen sometimes that if one fails to bring about rotation
in the manner described, the latter may be effected by passing one's
hand into the uterus beyond the head and rotating the trunk by
directly pulling on the anterior shoulder of the fatus. A year or two
ago I was called in consultation to a case in which two medical friends
had been making fruitless attempts to deliver with forceps. Upon
making a vaginal examination, I discovered that the child was of con-
siderable size, and that the head, although in the cavity, was placed
with the occiput posterior. Under deep anwethesia I tried to rotate
the head and body as described, but failed. I then passed my hand
over the side of the child’s head, seized hold of the anterior shoulder,
and without much difficulty pushed it round. I then delivered the
child, which weighed 9 pounds, with forceps. It was only slightly
asphyxiated, although a good deal bruised about the head. Lamond
Lackie® has recorded a case similarly treated.

I have treated two other cases in a similar manner, and am con-
vineed it is a method of treatment of considerable value. As stated,

1 ¢ Difficult Labour,’ new edition, 1910, p. 15,

2 ¢« Clinieal Obstetrics,” 8rd edition, p. 342,

3 *A Manual of Midwifery,' 8rd edition, 1911, p. 306,

4 1'ehling, ‘ Die Operative Geburtshiilfe,” 2nd edition, 1912, p. 89,
5 Trans. Ed. Obst. Soc., vol. xxxii., p. 28.
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ABNORMAL PRESENTATIONS O THE VERTEX

the patient must be deeply anwsthetized, and should be placed in the
Sims position. As I shall point out later, the Sims position is one of
very great advantage when manual rectification of faulty positions is
attempted.
] Some interesting cases are described by Von Weiss where, after
*  pushing up the forehead, the child wus delivered by expression. It
" is quite possible that this primitive method is employed too seldom
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Fri, 16.—Posterior Fontanelle Presentation,

nowadays, and so it is interesting to read of these eases described by
Von Weiss. .
Rotating the head by means of forceps, either straight or curved.
a method so strongly advocated by Tarnier, Edgar of New York,! and
a few others, 1 have geldom tried, although occasionally, when extract-
ing the child as an oceipito-posterior, I have seen rotation oceur with-
out any attempts being made to bring it about. As, however, we have
not studied forceps delivery, I will postpone until later the consideration
of the employment of the instrument in occipito-posterior positions.

Anterior Fontanelle Presentation. This presentation indicates f
a diminished amount of flexion. One meets with it most commonly "
I occipito-posterior presentations, which have just been considered, . 1

! * Practice of Obstetries, 1903, p. 583.
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and in flat pelvis when the head engages in the transverse diameter of
the brim with both fontanelles about the same level.

But there is another condition in which the presentation is
encountered — oceipito-anterior presentations—where, owing to the
smallness of the head or roominess of the pelvis, the head becomes
partly extended. As can be readily understood, if that happens a
larger diameter of the head is thrown across the pelvis—indeed, the
presentation approaches a brow, and the progress of the labour becomes
retarded in consequence. In a case I saw some time ago this was
strikingly illustrated, and I was compelled, after the second stage had

FiG. 17.—Anterior Pavietal Presentation.  (After Bumm.)

been allowed to go on for fully three hours without progress, to apply
foreeps. Fven then considerable traction was required to bring away
the child, although the pelvis was quite normal, and the child weighed
only 5 pounds.

Posterior Fontanelle Presentation.—This presentation (Fig. 16)
indicates greatly increased flexion, and is brought about by increased
general obstruction to the passage of the head. Thus, one meets with
it in generally contracted pelves and when the head is very large. The
labour is always delayed, and frequently instrumental. The difficulties
of delivery are referred to under the various operations.

Anterior and Posterior Parietal Presentations.— It will be
remembered that the head at the brim not infrequently assumes a
lateral or biparietal obliquity, and comes to be directed towards one
or other shoulder. As a result of this the sagittal suture, instead of
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running across the middle of the pelvis, comes to be situated some-
times nearer the symphysis, sometimes nearer the promontory.
Occasionally the obliquity becomes extremely marked, and then one
speaks of an anterior or posterior ‘parietal presentation’ (Figs. 17
and 18), according as one or other of the parietal bones occupies
the pelvie brim. By the older writers such presentations were termed
“ear presentations.’

Prior to rupture of the membranes these presentations may alter-
nate, but after rupture, as the head becomes fixed, one or other persists.

Marked examples of the malpositions are rarely encountered when
the pelvis is of normal size, although, with a pendulous abdomen,

Fii, 18.—Posterior Parietal Presentation. (After Bumm.)

before the head is fixed, an anterior parietal presentation often exists
if the parturient is standing or lying on her side and the abdominal
wall is not supported. The condition therefore is pre-eminently a
feature of flat pelvis, and the mechanism of birth is referred to in
connexion with that subject.

The variety of obliquity influences greatly the birth, a posterior
parietal presentation being much less favourable than an anterior.
This is especially seen if delivery with forceps is attempted. With
the anterior parietal presentation traction brings the posterior parietal
round the sacral promontory, while with the posterior parietal
presentation the anterior parietal is pulled against the symphysis.
[ have found the anterior parietal presentation more common than
the posterior in the slighter degrees of pelvie deformity, and the
reverse to be the case vhere the malformation was very decided.
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Engagement of the Head in the Transverse Diameter of the
Pelvis. — Early in labour one frequently finds the head in this position,
even when the pelvis is of normal capacity. Usually, however, it
changes into the oblique before labour has advanced very far. A
persistent transverse position is the rule, however, in flat pelvis.

Occasionally, even although the pelvis is normal, one meets with
a persistent transverse position if the head is very small, and more
than once I have seen the exit of the head arrested (Iig. 19) owing to
this abnormal position. It is, as a rule, easily rectified by the hands
or by forceps.

Fiu. 19.—Transverse Position of Vertex at Outlet.

Engagement of the Head in the Conjugate Diameter of the
Brim.—I have had no experience of engagement of the head in the
conjugate diameter, as a cause of dystocia. McKerron' and Liep-
mann? have referred to it. In McKerron's cases there was general
contraction of the pelvis, and that appears to have been the real cause
of the arrestment of the head at the brim. MecKerron states that by
rotating the head into the oblique diameter he was able to grasp it
with forceps end deliver easily.

FACE PRESENTATIONS,

Facial presentations (Fig. 20) one is in the habit of looking upon
as presentations of the vertex where, from some cause, such as con-
tracted pelvis, obliquity of the uterus, dolichocephalic shape of head,
tumours of the neck, ete., the head, instead of remaining flexed,

! Lond. Obst. Trans., vol. xli., p. 142,
2 Zeil, f. Geb, u, Gyn., Bd. Ixv., Heft 2.
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becomes extended. This change of attitude in the head occurs, as
a rule, at the commencement of labour, and the presentation resulting
is often spoken of as ‘secondary’ presentation of the face, to distinguish
it from the ¢ primary,” which may exist for some time before labour.
Specially interesting are the cases deseribed by Croom,' Ahlfeld,* and
others, in which the presentation has varied before labour, being
sometimes vertex and sometimes face.

The diagnosis of a facial presentation is not always easy. By
careful palpation one searches for and locates the head, the back, the
limbs, and the breech, just as in positions of the vertex. But while in
vertex presentations this, as a rule, is a simple matter, in presentations

|

Fri, 20,—Third Position « . the Face,

of the face considerable difficulty may be experienced, owing to the
fact that the abdominal and uterine walls are often more resistant.
In vertex presentations we saw that the back and occiput formed
a curved surface with only a slight depression at the neck; in facial
presentations, on the other hand, there is a marked depression between
the back and the neck, and in conditions favourable for diagnosis,
as where the child is lying dorso-anterior, this depression can be
readily distinguished. Not infrequently, however, the child lies with
its dorsum posterior (Fig. 20), when it is difficult to reach the depression
mentioned, Some have referred to the inferior border of the chin
forming a horseshoe-like rim, which dips into the cavity (McLennan),

! “Clinieal Papers,’ 1901, 2 ¢ Lehrbuch der Geburtshiilfe,” 1898, p. 387,
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and I quite agree that this sometimes may be felt, but it is only when
the conditions are very favourable for palpation, as the chin may easily
be mistaken for the prominence of the occiput and the extended neck
for the flexed back. This leads me to say that palpating the back in
face cases is always difficult, because it is situated nearver the middle
of the uterus, and is, consequently, out of reach.

As regards the fetal heart sounds, one often hears them best high
up over the chest of the child, especially in mento-anterior positions.
Indeed, in such cases, the cardiac impulse has been felt occasionally
when the uterine and abdominal walls were specially thin.

If a vaginal examination is hurriedly made, the face may be
mistaken for the vertex, but the presentation most frequently confused
with a face is a breech. Early in labour, with the os only slightly
dilated and the presenting part high up, I must admit there is a
considerable difficulty in distinguishing the two. Indeed, it is often
impossible to say, from vaginal examination alone, which of them
one has to deal with. This, further, illustrates the great importance
of abdominal palpation.

If the presenting face is within reach, it will be found that it does
not so completely fill the pelvis as the vertex. It is less hard, and
its outline is less smooth and uniform. The bony prominences of the
orbital ridges, the malar bones, the chin, the ridge of the nose, the
opening of the nares and the alveolar processes, can be felt, and the
eyes and mouth can be distinguished. But although, in theory, these
different parts may help one to a diagnosis of the presentation, in
practice the landmarks that should be relied on are the alveolar
processes and the nares. If one trusts to other landmarks one will
certainly be led astray.

Facial presentations occur about once in 200 labours in the
Glasgow Maternity Hospital. Pinard and Lepage, for the Clinique
Baudeloceque, found them in the proportion of 1 in 823,

It is not so easy to decide the relative frequency of the different
positions, but most authorities agree with Naegele that mento-posterior
positions are more common than mento-anterior.

For both mother and child the prognosis is less favourable than
with vertex positions. The mother's life is placed in greater danger
because of the increased liability to lacerations and bruises of the soft
parts, because of there being more vaginal examinations and manipula-
tions, and, above all, because the conditions which caused the mal-
attitude often still further delay and complicate the labour. If delivery
is spontaneousf however, there is no additional risk.

As regards the child, the labour being generally delayed, the face,
especially on one side, becomes much swollen, sometimes, indeed, to
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an alarming extent. Then, again, vaginal examinations, carelessly
or excitedly made, may result in injuries to the mouth, nose, and
especially the eyes, while, as the result of the great extension of the i
head (Fig. 21), injuries to the soft parts of the neck occasionally occur, i
especially if foreeps is employed. ‘

In 69 cases of face presentation in the Clinique Baudelocque i
from 1890 to 1900 there were no maternal deaths; in 52 the
temperature was normal throughout, in 17 it was slightly raised ;
62 women were spontaneously delivered ; in 1 the face was converted
into a head presentation ; in 4 primipare 2 were delivered by forceps
and 2 by symphysiotomy ; in 1 multipara, perforation (dead child);
in 1 multipara, forceps (with fracture of the child’s skull). Palotai,’
for Kezmarszky's Clinique, Budapest, analyzing 103 cases, gives the
following figures : In 50 to 60 per cent. the fa:tus had originally lain
in the first position; duration of labour averaged fifty-two minutes

Fig. 21.—Outline of Attitude and Moulding of Head in Face Presentations,
(Spiegelberg.)

more than in head presentations; operative measures were required
in only 485 per cent. of cases ; maternal mortality, O per cent. ; foetal
mortality, 816 per cent. The author therefore believes that face
presentations should be treated expectantly. Our results at the 3
Gilasgow Maternity Hospital have been very much worse, due to the it
fact that so many cases are admitted to the hospital after attempts at 1
delivery have been made outside.

Treatment.—This presentation being less favourable to the i
mother and child than that of the vertex, the first question to be i
considered is whether or not one should convert it into the latter.
Before taking up that important question, however, a word about '
another line of treatment that has been advocated by some—viz., the
performance of version and bringing down the feet. Personally, I do
not favour this in uncomplicated face presentations, because the fo:tal b
mortality is greater when the head comes last. Only if there is some

! Gynakologia, 1902, No. 1, Ref. Journ. Obst, and Gyn. Brit. Empire, vol. iv,, !
p. 313,
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condition such as pelvic deformity, placenta pravia, prolapse of cord,
or some other dangers threatening the mother or child, would I have
recourse to version.

The first to deseribe clearly manipulations for the conversion of
face presentations was Baudeloeque.!  There are two methods to which
Baudeloeque's name is attached, and they are generally referred to as
I. and 1. In Method I. that great obstetrician recommended the
pushing up of the face with the fingers in the vagina, while the other
hand from the outside pressed down the occiput. In Method II. he
recommended the passing of the hand into the uterus and the pulling
down of the occiput. Now, anyone who has tried either of these
methods will have found that, while a face can often be changed into
a vertex, the old presentation usually returns whenever the hands are
removed. This is chiefly because the lordosis associated with a facial
presentation remains, and cannot be removed by simply altering the
attitude of the head. The results from Baudelocque’s manipulations
have therefore been disappointing.

Many years ago Schatz® made an important contribution to the
subject by describing certain manipulations directed to altering the
lordosis, and which were carried out externally. To carry out Schatz's
manipulations, the operator faces the patient, and, having palpated
out the anterior shoulder and the breech, he raises the shoulder and
back of the child. He then applies three fingers of the hand, that is
raising the shoulder, against the chest, while with the other hand he
pushes the breech in the opposite direction. With the hand over the
breech, he then picsses the child downwards. As can be imagined,
considerable manipulative dexterity, mobility of the fwtus in utero,
and relaxation of the abdominal walls, are necessary before one can
even hope to carry out the treatment successfully. Personally, I have
always failed, and the experience of accoucheurs in this and other
countries has been equally or nearly as unfavourable.

It was very soon seen that a combination of the methods of
Baudelocque and Sehatz would be more efficacions than either, and
8o several operators suggested this. Thorn® probably deserves the
greatest credit for perfecting the combined method of internal and
external manipulations now favoured (Fig. 22). For the internal
manipulations, Thorn favours Baudeloeque I.—that is, pressing the
face, then the forehead, upwards. Baudelocque I11.—the pulling down
of the occiput with the hand or fingers introduced into the uterus—
may also be employed : but Thorn does not consider this so safe. The
external hand of the operator presses against the protruding chest in

1 Heath's translation, 1790, vol. ii., p. 229. ¥ Archiv f. Gyn., Bd. v., Heft 2.
3 Zeit. f. Geb, u. Gyn., Bd. xxxi., Heft 1, p. 1, 1895,
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the direction indicated in the illustration. An assistant, when avail-
able, then drags the breech over in the opposite direction.

The internal maneuvres may be varied slightly. For example,
the head may be grasped antero-posteriorly by the thumb and fingers,

CAKN

Fia. 29

22.—Thorn’s Method for converting a Face into a Vertex Position.
T

lie arrows indicate the directions of pressure and traction.

as Opitz recommends, but one need not detail all the trifling varia-
tions which have been suggested.

To attempt to correct the lordosis by passing & hand into the
uterus and pressing upon the chest has not been successful in my
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experience. DBesides, it is somewhat dangerous, for the uterus is so
firmly applied to the surface of the child.

In the Glasgow Maternity Hospital during the years 1896 to 1906
the manipulations described were successful in about 65 per cent. of
the eases. In my own particular department during the last ten years
I have found the manipulation successful in about 50 per cent. of
cases. I'or the Berlin University ‘ Frauenklinik’ Olshausen states
that from the years 1886 to 1900 they had 114 cases, with 79 sue-
cesses—70 per cent.! Weiss? and Thorn® give their successes as
50 per cent. and 75 per cent. respectively.

Having corrected the mal-attitude of head and body, the feetal
head should be pushed firmly down into the pelvis, and a pad and
binder applied, or immediate delivery effected with forceps.

For the employment of the manccuvres described, it is of the
greatest importance that the patient should be deeply anesthetized, the
cervie well dilated, the uterine walls not applied too closely to the surface
of the child, and the head not too firmly impacted in the pelvis. Conse-
quently, they must be carried out, as a rule, comparatively early in
labour, although occasionally I have seen them successful even when
labour was far advanced. When attempts are made late in labour,
the head must be dislodged from the pelvis, and that usually stimulates
the uterus to contract firmly, and prevents the external manwuvres
from being carried out. Besides, the head at this stage is much
moulded, and so does not readily adapt itself to a new position in
the pelvis.

Judgment regarding the different methods of treatment in face
presentations must be based on the feetal mortality, for the maternal
mortality in hospital practice and in the hands of careful obstetricians
has been reduced to a minimum.

Failure to convert a face into a vertex presentation is of little
moment, for very good results are obtained—in fact, many say better
results—when one leaves the labour to Nature.

It is entirely the attitude of the partisan for Thorn and others to
explain away the good results obtained by purely expectant treatment,
such as those given by Boer and Zeller—120 cases with only six fetal
deaths, a mortality of only 5 per cent.—and those recently given by
Hammerschlag,* with a feetal mortality of only 6 per cent. (89 per cent.
of the cases were treated expectantly).

As far as can be judged at present, the best results are obtained

! ‘Lehrbuch der Geburtshiilfe,” Olshausen and Veit, 5th edition, 1902, p, 210.
2 Volkmann's Klin, Vortrige, No. 74, 1803,

3 Ihid., No. 839, 1902.

* ¢ Lehrbuch der Operativen Geburtshiilfe,’ 1910, p. 408,
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by judicious expectancy. It appears to me, therefore, that the routine
practice of eorrecting face presentations is not called for. I am quite
prepared to admit that it is often successful, especially when Thorn’s
method is employed, but some experience and practice is required
before the requisite amount of manual dexterity is obtained. In the
meantime, therefore, I would advise the general practitioner to leave
face presentations alone. If, however, he is anxious to try the method

Fi1a. 28.—Persistent Mento-Posterior Position or Face

described, and he can choose his time, he will get the best results by
operating when the os uteri is about three-quarters dilated, and when,
in introdueing his hand into the uterus, he requires to rupture the
membranes.

But there is another matter which must be considered. What is
to be done with those cases which one treats expectantly or fails to
convert, and in which the chin remains directed posteriorly (Fig. 23)?
In such cases it has been possible occasionally to dislodge the head
and convert the presentation into a vertex, or, by manipulations,

;
i
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similar to those deseribed for occipito-posterior positions of the
vertex (p. 29) to bring the chin to the front. With a face firmly
impacted in the pelvis, those manwuvres have, as a rule, failed. It is
usually taught that there is then nothing left but to perforate, but we
have had one or two cases where, with axis-traction forceps and by
simply exerting traction, rotation of the chin has occurred. Lewers,'
some years ago, gave an interesting description of two such cases,
and others have been recorded at odd times. Reed’s?® paper on this
subject is most valuable; seventy-five recorded cases, beginning with
one by Smellie, are analyzed. It is very interesting, for the results
have not been nearly so bad as is generally indicated in text-books.
Here are some of Reed’s conclusions :

¢ Rotation.—Manual succeeds, 4 (Volland, 1) ; fails, 9 (Volland, 4) ;
forceps succeeds, 25 (33 per cent.) ; fails, 16 (21 per cent.).

“ Manual Flewion.—VFails, 5 cases (Thorn, 1) ; succeeds, 12 (16 per
cent.). Vectis succeeded in 2 of the 3 cases tried. Version tried in
vain in 4 cases.

¢ Delivery—Unrotated, 17; spontaneous after correction, 10.
Forceps suceeeded, 28 (37 per cent.); failed, 3; axis traction.
Forceps succeeded, 3 ; failed, 0: eraniotomy, 14.

¢ Mortality—Mother : Live, 61: die, 8; not stated, 6. Babies:
Live, 89 ; die, 30; not stated, 6.’

It is evident, therefore, that attempts at rotation, and even
attempts at delivery, with forceps are quite justifiable, and frequently
successful even in the most hopeless cases of mento posterior posi-
tions of the face.

BROW PRESENTATIONS.

I must now say a word or two about the most unfzvourable of all
head presentations—viz., the brow (Fig. 24), the attitude between
vertex and face. Fortunately, this unfavourable attitude is very rare,
for it oceurs only in about 1 in 2,000 cases.

As regards etiology, the position may be looked upon as a variety
of face presentation, for the same factors influence the occurrence in
both. When one has said that, however, the resemblance ceases. A
brow is an infinitely more unfavourable presentation than a face.

The dingnosis of the presentation is rarely made until the os
is sufficiently dilated to permit one feeling such landmarks as the
anterior fontanelle, and especially the supra-orbital ridges. True, if
conditions are very favourable, one may make out by abdominal
palpation the chin and the head less flexed than usual, but the deep

1 Lond. Obst, Trans., 1899, vol. xli., p. 280.
2 Amer. Journ. Obst., 1905, vol. li., p. 615,
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depression between the occiput and the back, which can often be
appreciated in face presentations, is not so marked. Kven vaginal
examination may leave one in doubt if the membranes have been long
ruptured and a caput succedaneum has formed. Besides, the head is
often high in the pelvis, for it engages in the occipito-mental diameter,
the longest cranial diameter, and so finds great difficulty in entering the
pelvis. Should there be any doubt about the presentation, the patient
should be anwmsthetized and a thorough examination made.

In certain cases one may be deceived as regards the extent to
which the head has descended, for the caput and elongated forehead
may give the impression that the head is lower than it really is.

Fiu. 24.—Brow Presentation. «

Spontaneous delivery in brow presentations rarely occurs, except
when the child is below and the pelvis above the normal. When it
does oceur, the face in the region of the base of the nose is fixed
against the pubes, and the anterior fontanelle and rest of the head
sweep over the perineum. If the chin remains posterior, spontaneous
delivery is impossible. The moulding of the head is shown in the
illustration (Fig. 25).

As already stated, the prognosis for both mother and child is by
no means geod, although, since rectification has become more general,
the results for both have greatly improved. All manner of injuries
to the perineum, vagina, bowel, and bladder, are liable to occur, and
Von Franqué stutes that rupture of the uterus occurs in 3 per cent.
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of cases. 'This grave accident we have also observed in one or two
cases admitted into the Glasgow Maternity Hospital in recent years.
The long duration of the labour, and the injuries to the brain and soft
part about the face, especially if the child is dragged through with
foreeps, account for the high fatal mortality.

Brow presentations, therefore, cannot be treated expectantly, which
many still consider the right course to pursue with face presentations.
Nor should they be treated with forceps and the child dragged through
the pelvis, for such a procedure is attended with great risk to both
the child and the mother.

Version or rectification of the position are the only alternative
treatments. Personally, 1 favour version when the presentation is

Fie. 25,—Two Forms of Moulding which the Head may undergo in Brow Presentations.
(Spiegelberg.)

recognized early, for, although the fatal mortality is smaller after
rectification, there is probably 20 to 30 per cent. in which rectification
fails, and this, should it happen, is a very serious matter in brow
presentations.

When labour has advanced and version is consequently unsuitable,
rectification after the manner of Thorn, already described in connexion
with face presentations, should be practised. Here is one of our
successes : A woman, whose child presented by the brow, was admitted
to the Glasgow Maternity Hospital advanced in labour. Several
fruitless attempts at delivery with forceps had been made before she
was sent to the hospital. My assistant rectified the mal-attitude, and
without much difficulty delivered a living child weighing 12 pounds.
We have had several other such cases in recent years, and all have
been successful. As regards the cases delivered by forceps without
rectification, my results have been very bad indeed.
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The recent results from rectification have heen very satisfactory.
Von Franqué! for 342 collected cases gives the following :

Version 333 per cent. dead children,
Iorceps eo 2 " »
Alteration into a face] 5

» » vertex

When an alteration into a face or vertex fails, and the conditions
are unfavourable for version, it has been recommended that sym-
physiotomy should be performed. Wallich, for the Clinique Baude-
locque, for several such cases gives a maternal mortality of 5 per cent.
and a fwetal of 28 per cent. I have performed pubiotomy for this
condition upon three occasions. Upon two of these occasions I saved
both mother and child. The mother I losi died of sepsis. She had
been repeatedly examined before her admission to hospital. 'The child
I lost was very far through when I operated—indeed, I hesitated
between performing pubiotomy and craniotomy. As matters turned
out, I should have chosen the latter. This subject is considered in
connexion with pubiotomy (Chapter XXV.). As a last resort, crani-
otomy is the only treatment.

PROLAPSE OF LIMBS ASSOCIATED WITH PRESENTATION
OF THE HEAD.

Prolapse of an arm is a common oceurrence in oblique presenta-
tions. With head presentations (Fig. 26), however, it is very rare, as
it happens only about once in 400 cases.

Naturally, any condition which hinders the engagement of the
head predisposes to the accident. Thus, contracted pelvis, pelvic
tumours, hydramnios, and sudden rupture of the membranes, are the
most common causes on the side of the mother; while prematurity,
maceration, and abnormal positions of the head, such as those of the
face, brow, and occipito-posterior positions of the vertex, may be men-
tioned in connexion with the feetus.

The arm, of course, prolapses much more readily than the foot,
and generally it is the anterior arm. Some extraordinary cases have
been recorded where both arms and legs bave presented. Broom?*
has related a very interesting one where the head and two feet became
arrested at the brim. Von Zumph describes one where there was pro-
lapse of both feet and arms and the cord in a facial presentation. Hahl®
describes a very complicated condition where the head was impacted
between the legs of the child, and many odd and int resting cases are
to be found scattered throughout the literature relative to the subject.
! Winckel's * Handbuch, Bd. ii., Teil iii., 1905, p. 1582,

“ Lancet, 1890, vol, i., p. 1208, 3 Archiv f. Gyn., Bd. lxiii., 1901, p. 659,
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When the foot or feet come down, the child is invariably premature
or macerated, and the uterus is firmly retracted over the child's trunk.

I have only once experienced difficulty in diagnosing the condition !

i

i

]

i
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Fie, 26, Prolapse of Arm in Vertex Presentations.  (Bumm.)

when a foot came down beside the head and the tips of the toes felt
exactly like the prolapsed cord.
A careful examination under an anwsthetic will invariably clear
matters up, and it should always be made in doubtful cases.
Upon four oceasions I have found the hand preventing the child’s
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head engaging at the brim, but the arm was easily displaced, and the
head immediately entered and descended.

Naturally, considerable difficulty may be experienced in delivering
the child if the prolapsed limb is not recognized, especially if the
pelvis is deformed, and that accounts for the fact that not infrequently
the mother and child have been seriously injured. The fwtal mor-
tality, however, is also increased by the fact that the children are
often premature and badly nourished.

In simple prolapse of the arm the latter can invariably be pushed
up, and that should always be the treatment followed. To look upon

Fii, 27.— Dorsal Displacement of the Arm.

the condition as an oblique presentation and perform version is a
mistake.

When a foot comes down, especially if the uterus is very firmly
retracted over the child, pushing the limb up may be difficult. Here
again version is a mistake. The course to pursue is to deeply anws-
thetize the patient and push up the leg.

A peculiar but very rare displacement of the arm is the dorsal
displacement (Fig. 27), which was first described by Sir J. Y. Simpson
to the Edinburgh Obstetrical Society in 1850.! Since then many
cases have been recorded. Sir A. R. Simpson in 1879% reviewed
those recorded to date. Barbour?® in 1887 recorded a case in which,
after the birth of the head, in spite of extreme traction, the child
could not be delivered. Finally, an arm was pulled down, and then

1 ¢ Collected Works," vol. i., p. 881,
2 Trans. Ed. Obst. Soc., Session 1878-1879, vol. v., p. 97,
3 Trans, Ed, Obst, Soc., vol. xii., p. 129,




50 OPERATIVE MIDWIFERY
it was discovered that the other was behind the occiput. It, too, was
delivered with difficulty, and during the process was fractured. Wells!
recently recorded an interesting case.

In most cases—Simpson’s, for example—the head is prevented from
descending, but in others the difficulty may only occur after the head
has been delivered. Apparently the arm catches upon the retraction
ring, although it may sometimes be on the pelvie hrim.

Naturally, the condition is easily overlooked. It should, however,
be suspected if there is difficulty in delivering the head or shoulders
when the pelvis is of normal capacity, the feetus of normal size and
in the ordinary position. By passing the hand up beyond the pre-
senting part, the bent arm is felt.

Replacement often succeeds, but is sometimes accomplished with
great difficulty, so much so that version is recommended by several
writers. I have no personal experience of this complication, but
I feel convinced that reposition of the arm will be comparatively
simple if the patient is deeply anwsthetized, placed in the Sims

position, and the head is dislodged from the pelvis before replacement

is attempted.
! Lancet, January 19, 1907, p, 165,




CHAPTER V
DYSTOCIA THE RESULT OF FAULTS IN THE FETUS— Continued

Breech Presentations.

Prrvie presentations, as everyone is aware, are much less favourable
than those of the vertex. The maternal mortality and morbidity are
greater because of the more frequent vaginal examinations and manipu-
lations, while the feetal mortality is somewhere between 10 and 15 per
cent. Many of the fetal deaths are unavoidable, but a great number are
quite preventable, and are purely the result of unwise management.
In detailing the treatment of the presentation and its varieties I have
deemed it advisable to consider the subject in some detail.

Diagnosis.—The diagnosis of a breech presentation by abdominal
palpation is not always easy. Undoubtedly in many cases one can
feel the breech at the pelvic brim, and recognize it as being softer
and less globular than the head, and immobile apart from the trunk ;
while at the fundus of the uterus the hard globular head is often
distinguishable.  Still, in many cases these features are not easy of
recognition.  The most characteristic feature is the * ballotting’ of the
head between the two hands placed on each side of the fundus. Such
symptoms as undue fulness of the fundus uteri, and tenderness to
pressure over that part, are not characteristic, and may be present in
cranial presentations.

By vaginal examination early in labour it is often impossible to
determine the presenting part, as it is generally difficult to reach it.
Later, when the os is dilated, and the soft, irregular breech can be
distinguished, one feels two bony prominences with a depression
between them, and sometimes the genitalia of the child. But the
most important landmark is the spinous processes of the sacral
vertebrie.  Still later, and after the membranes have ruptured, these
landmarks are even more distinct—the anus can be felt, and is
distinguishable from the mouth by the absence of the alveolar
processes. In addition, as the child descends and its abdomen is
compressed, meconium is forced out, and escapes from the maternal
passage with each uterine contraction.

51
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THE BREECH ARRESTED AT THE PELVIC BRIM.

An actual failure of the breech to engage and descend is observed
when there is distinet disproportion between the maternal canal and
the lower part of the trunk of the child. On the maternal side may
be mentioned such conditions as deformity of the bony pelvis, and
tumours of the uterus or surrounding structures; while on the foetal
side the most important are unusual size of the child’s pelvis, and
tumours of its pelvis and abdomen.

The maternal abnormalities referred to are not diffieult of recog-
nition—at least, pelvic deformity, if at all pronounced, should not be
overlooked. In cases of contracted pelvis, when the deformity of the
pelvis is only slight or moderate, most authorities recommend bring-
ing down a leg in breech cases, and probably for ordinary practice
that procedure is the best. It is, however, quite possible in many
cases, as I have proved, to perform bipolar cephalic version, and
bring the head to present. One is then able to accurately estimate
the relative size of the fwtal head and maternal pelvis. I refer to
this again at the end of the chapter.

Tumours, ovarian or uterine, are easily overlooked, especially if
they are of medium size, for bimanual palpation of them is not
always possible, owing to the presence of the distended uterus.
Recently I had personal experience of this in a case of an ovarian
cyst which was only distinguishable when the presenting part of the
child was pushed out of the pelvis.

With feetal abnormalities, such as a sacral tumour or enormous
distension of the fietal abdomen, the diagnosis is always difficult.
They ean often only be appreciated by a process of exclusion and by
introducing the whole hand into the uterus.

Besides the conditions referred to, the engagement of the pre-
senting part may be interfered with by alterations in the axis of the
canal, such as are produced by a pendulous abdomen, or as a result
of the operation of vaginal or abdominal fixation of the uterus
(Chapter XIX.).

But in addition to such abnormalities in mother or fwtus, it is
frequently necessary to bring down one or both feet for dangers
threatening the life of the mother or child. In this connexion, on
¢the mother'’s side, such conditions as placenta prwevia, severe
eclampsia, phthisis pulmonalis, or cardiac disease, and on the child's
prolapse of the cord may be mentioned.

Bringing down a Foot.—Although it is comparatively easy to
bring down a foot when the breech is arrested at the brim, and is
indicated under certain circumstances, it must not be forgotten that
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the risks to the mother and child are decidedly increased, especially if
forcible extraction of the child follows. Traction, therefore, should
only be exerted and delivery completed if there is distinet danger to
the mother in delay, for if the breech is forcibly drawn upon, not only

Fig. 28.--The posterior iag has been brought down, with the result that the anterior
huttock eatehes upon l]n sy’ lnphym pubis. The arrows indicate the rotations of the
trunk which result when traction is made on the leg.

do he arms become extended, but the cervix, being insufficiently
dilated, grasps the after-coming head with a force impossible to over-
come, unless deep incisions are made in the cervix. In other con-
ditions, such as placenta prwvia, contracted pelvis, or large child, the
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case should be left to Nature until the whole breech is born. By so
doing the maternal mortality will be reduced to a minimum, and the
feetal mortality will be kept at the lowest possible figure.

Before giving details as to how the operation should be performed,
I must answer the question, Is it ever an advantage to bring down
both feet ? The only circumstance, in my experience, under which it
has appeared to have been an advantage was when rapid emptying
of the uterus was deemed necessary. Often it is not easy to get hold
of both feet. Besides, it increases the feetal mortality ; consequently,
it is only when rapid delivery for the sake of the mother is the first
consideration, and the life of the child is of only secondary conse-
quence, that both feet should be brought down.

The bringing down of a foot when the breech is situated at the
pelvic brim is seldom a difficult manwuvre; but occasionally, and
especially if the membranes have ruptured early and the breech is
fixed, it may give rise to a good deal of trouble. Until comparatively
recent years the recommendation was to seize both legs, or whichever
one presented ; but now the advice of all writers, without exception, is
to bring down the one directed anteriorly. In this country we are
largely indebted to Barnes for having clearly pointed out the advan-
tage of such a procedure. By looking at the illustration (I'ig. 28), it
will be at once apparent why the anterior is better than the posterior.
With the posterior leg down, the anterior buttock catches on the
symphysis pubis, and the descent of the fwtal pelvis is arrested.
Even if traction is made on the limb matters are only made worse, for
it is impossible to get the line of traction in the axis of the pelvis.
But it is not always easy to get hold of the anterior leg, and it is
especially difficult if the abdomen is pendulous, if the liquor amnii has
drained away, or if the pelvis is contracted. Besides, the legs ar
often crossed, and confusion in consequence arises.

Be the cause what it may, how is the unfavourable position to be
overcome? To push the limb back and seize the other is usually
imprgeticable, even if it were worthy of consideration, while the
bringing down of the other limb is not always possible. One is
compelied in these cases, therefore, to make the best of matters.
Now, if snch a case is left to Nature, it will be seen that the posterior
thigh comes to the front and becomes anterior by rotation. In doing
this, however, it is apparent that the trunk may take either a long or
a short rotation (Fig. 28—the arrows indicate the two varieties).
Most modern writers seem agreed that the long rotation is the more
general. Here is the opinion of two who have given the subject
special consideration. Farabeeuf and Varnier! write : ‘ La rotation

! ¢ Introduction des Accouchements,’ 1904, p. 155,
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abandonnée a la spontancité se fait toujours par le chemin le plus
long’: while Nagel® says: ‘Die Drehung des Rumpfes um seine
Lingsachse geschieht desshalb auf dem langeren Wege,’ elc.

As a rule, however, if the posterior leg is pulled upon, the fwtal
pelvis takes the long rotation in a dorso-anterior and the short in
a dorso-posterior position. Occasionally a short rotation occurs even
in dorso-anterior positions, according to Farabeeuf; but that is the
exception, and certainly I have rarely seen it happen. Rotation may
be greatly helped by the operator inserting his other hand, grasping
the buttock between the thumb and finger, and encouraging the
particular rotation the breech is tending to take.

In carrying out the manipulation of bringing down a foot, the
hand, with the fingers brought together in the form of a cone, is
carefully insinuated into the uterus, through vulva, vagina, and
cervix. I need not say that this must be done after the patient's
genitalia and the operator's hands have been thoroughly cleansed.
No hard-and-fast rule can be laid down as regards the hand to be
employed and the position of the patient, for matters of that kind
must be left to the judgment and experience of the operator. This
only I would say, that the prospective obstetrician should train him-
self to be ambidextrous. Personally, I prefer, when bringing down a
foot, to have the patient upon her back, and I employ the hand which,
introduced into the uterus, will most readily and most comfortably
reach the limbs. Consequently, if the limbs are towards the mother’s
right side, I employ my left hand, and if they are to her left side, my
right hand.

Many, especially in this country, prefer the patient in the left
lateral position, and, as I shall show, this is sometimes a distinet
advantage. If such a position is employed, it will usually be found
that the left hand is most suitable when the limbs are to the back,
and the right when they are directed to the front of the mother.
The cases in which it is a distinct advantage to have the patient
in the left lateral position, and even to raise the pelvis with a pillow,
are those difficult cases where the breech is impacted in the maternal
pelvis (p. 79). Under such circumstances the lateral position allows
the force of gravity to come into play, and so favours the dislodg-
ment of the feetal pelvis, especially if in addition the patient is deeply
anwesthetized.

Probably all operators—at least all English operators of any
experience—have appreciated the advantage of the left lateral position
in those conditions described where there is great difficulty in dis-
lodging the feetal pelvis. Barnes speaks highly of it, Nagel does the

! ¢ Operative Geburtshiilfe,” 1902, p. 42.
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same, while the older obstetricians in the days before anwmsthetics
often made use of the position, or even the genu-pectoral position ;
see, for example, the recommendation of Smellie.!

Having introduced the hand into the uterus, it should be passed

Fii, 20.—The operator has passed his hand along the ventral aspect of the child, and
is seizing the anterior leg. (Nagel.)

along the ventral aspect of the child, over the thigh and lower part
of the leg to the foot (Fig. 29), which is to be grasped between the
fingers. If the legs are bent upon themselves, the foot is encountered
almost whenever the hand is introduced ; but if the legs are extended

! Smellie's * Midwifery,” McClintock, vol. i., p. 817,
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along the trunk, the hand will require to be passed almost to the
fundus before the foot can be seized. The manipulations must only
be carried out in the intervals between the uterine contractions.
During the pains the hand must lie passive against the child’s body.
Pinard has suggested a maneuvre—no doubt employed from time

Fi. 30.—Pinard's Manceuvre for bringing the Foot within Reach.

immemorial, for one sees it hinted at in the writings of the old
obstetricians—for bringing the foot more readily within reach. As
seen from the illustration (Fig. 80), the fore and middle fingers are
applied over the thigh and press the latter against the trunk, with
the result that the foot is brought lower, and can be more readily
seized ; at the same time the external hand presses down the trunk.
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It is seldom of use, however, when the uterus is firmly applied to the
child’s body or the legs extended, for although the lower leg can be
readily bent on the thigh, when one comes to draw down the thigh
the knee catches on the uterine wall. In such cases the breech must
be dislodged and pushed up, while the other end of the trunk is pulled
over by the external hand applied over the fundus; indeed, for a
moment the presentation is actually made oblique.

The hand which is inside the uterus, and which, as I have already
stated, is only moved during the intervals between the contractions,
should, when possible, observe the character of the feetal pulsations in
the cord, for the condition of the fretal pulse naturally influences the
further treatment. The operator, however, must not be surprised by
a very decidedly intermittent and rapid pulse after any disturbance of
the child, for this is the rule; but it is only temporary, it soon quietens
down after the manipulations cease, provided the condition of the
child is satisfactory.

Extraction of the Child by Traction on the Leg.— Having
considered the indications for, and the methods of, bringing down
a foot, and the advantage of bringing down the anterior one, we must
proceed to the manner of extracting the child. Before doing so, 1
would once again warn my readers against such a proceeding with
the os undilated, unless the indications are most pressing. It is no
exaggeration to say that the risks to the mother are doubled, and those
to the child trebled or quadrupled, by such a step. It is sometines
necessary, however, although almost the only indications are dangers
threatening the life of the mother, when it is imperative that the
uterus should be evacuated as quickly as possible. It might be thought
that danger threatening the life of the child would also be a reason,
but, as a matter of fact, in practice, that is only the case if the os is
fully dilated. No fwtus, showing cardiac embarrassment, could be
extracted alive unless the parturient canal was, at the commencement
of the operation, sufficiently dilated to allow of the child passing, or
unless the operator was prepared to make deep incisions in the cervix.

The foot is to be grasped in the manner shown (Fig. 81), and if
traction is made upon both feet they are best held with one finger
between, to prevent them chafing. The attachment of a fillet is seldom
necessary. The line of traction should be well back, so as to be
exerted as nearly as possible in the axis of the brim. Once the knee
is born, the operator’s hand should be passed over the thigh so that
the latter rests in his fingers, while his thumb is applied over its dorsal
aspect (I'ig. 32). When the posterior buttock distends the pelvie floor,
the leg on which the traction is being made should be pulled upwards.
If need be a finger may be passed into the fold of the other thigh, so
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that a little more traction can be exerted (Fig. 83). There should,
however, be no attempt at pulling down the leg, which is still along
the side of the trunk, until the fwtal pelvis is completely born. Then
it can be dislodged by passing the fingers up to the bend of the knee,
and sweeping the lower part of the leg over the lower part of the trunk.

All this time delivery of the breech may be much facilitated by

Fic. 31,—The Manner of grasping the Foot.

a nurse or assistant exercising pressureon the uterus. This, however,
must be done during the uterine contractions ; it is profitless to apply
it in the intervals.

Both legs being now down, traction on the trunk should be carried
out by applying the thumbs over the doreal aspect of the feetal pelvis,
and the fingers over the ventral surface of the thighs (Fig. 34). The
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child should on no account be grasped round the abdomen. While
exerting traction at this stage the accoucheur must see that the cord
is not dragged upon; a loop should therefore he pulled down.
Delivery of Arms.—o far the delivery is seldom troublesome, but
the fact of having had to exert traction renders the rest of the opera-

{
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Fic, 32, —The Manner of grasping the Leg when Traction is being made upon it.  (Nagel.)

tion, the disengagement of the arms and head, a matter of considerable
difficulty, for in a large proportion of cases they will be extended. It
is just at this stage that quick delivery of the child is so important.
Roughly speaking, once the child is born as far as the umbilicus it
will not survive if longer than eight minutes is taken for its extrac
tion. Of course, in many cases, as we have seen, where the delivery
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is hastened, the child’s life hardly comes into consideration, as the
operation is performed solely in the mother's interests.

In forcibly extracting a child by the feet the difficulty in bringing
down the arms and head is frequently increased by the fact that the
| cervix, not being completely dilated, firmly grasps the body underneath
! the arms (I'ig. 35). In such a condition, with a large child, unless
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Fii, 33, —The Forefinger of the Left Hand passed into the Groin, in order to help the
Delivery of the Breech, (Nagel
one is prepared to forcibly dilate and tear the cervix, or to make
deep incisions into it, there is little chance of delivering a living
] child, and the hope of doing so should be abandoned.

The necessity for bringing down the arms, prior to extracting the
head, has only been universally taught and practised since Baude-
locque's time.  Prior to that date some recommended leaving the arms
ilone, as Deventer ; others bringing down one, as Paré. Mauriceau,
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however, recommended bringing down both, while Smellie advised
bringing down the arm only if the pelvis was small and the child large.
In disengaging the arms it is always an advantage ‘o first bring

Fia. 84, —The Manner of grasping the Breech wihien Traction has to be exerted upon it

down the one which is directed posteriorly, for there is more room for
carrying out the manipulations in the hollow of the sacrum.

In order to bring the arm well within reach, the child should be
pulled up towards the abdomen of the mother and a little to one or
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other side—if the back is to the right, to the left; if the back is to
the left, to the right (Fig. 36). With a heavy child this is rather
irksome, and so may be delegated to an assistant. The operator,
however, usually finds it a distinct advantage to perform the mancuvre
himself.

A mistake which is very commonly made, and one which renders
the disengagement of the arms much more difficult, is pulling the
trunk of the child too far down, for it has the effect of impacting the

Fia. 35, —Showing the Upper Part of the Trunk caught by a Cervix not fully dilated.
(After Budin and Tarnier.)

head and arms in the pelvis. Generally speaking, when one feels the
lower angle of the anterior scapula just about the level of the lower
margin of the symphysis pubis, one should proceed to bring down the
arms. Indeed, in contracted pelvis, and with a very large child, it
will sometimes be advantageous to do so earlier.

The hand to be employed is the one which can be passed most con-
veniently along the back of the child, so that while one hand is pulling
the child forward the other is insinuated into the vagina and carried
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up the spinal column. If the child’s arm is within easy reach, two
fingers inserted into the vagina and the thumb over the child’s back
(Fig.86)is sufficient, but at other times the whole hand must be inserted.
Having come to the shoulders, two fingers should be earried, or rather
laid, along the upper arm as far as the bend of the elbow, and the

AN

Fia. 3¢ Bringing down the Posterior Arn Nagel

arm pulled or pushed down over the child’s face. One must never try
to bring the arm down by simply getting one or two fingers beyond
the shoulder and pulling on the humerus, for that will almost certainly
vesult in its fracture. If the arm cannot be reached, the trunk should
be disengaged a little by pushing it up, and the whole hand, except
the thumb, should be passed along the upper arm.

Having brought down the posterior arm, one has the choice of

S e
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bringing down the other, keeping it anterior or rotating the trunk until
it becomes posterior. The former manwuvre, most favoured by the

Fie, 37 —Bringing down the Anterior Arm without rotating the Trunk.

I'rench, is often quite possible, and, if so, should be adopted. It is

uried out by pulling the child in a backward direction (Fig. 87) and
5
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passing the fingers over the shoulder on to the arm, as has just heen
described in connexion with the posterior arm.

But it is sometimes impossible to bring down the anterior arm in
this way. In such cases the trunk should be rotated, and the arm
which was anterior carried round until it comes to be posterior.
Some operators, indeed, make a practice of always employing
this latter method. But rotation, although usually carried out quite
easily, is not altogether free from risk, for if the chin is low and
catches, the head is arrested, and torsion of the neck, beyond the
point of safety, follows. When carrying out rotation, therefore,
the trunk, grasped by the two hands with the thumbs placed over
the back and the fingers round the body (Fig. 88), should be pushed
up, and the head and remaining arm dislodged from the pelvis;
then, alternately rotating and pushing up the trunk, the latter
is gradually brought round to the position which renders the arm
nceessible from the hollow of the sacrum.

Rotation, however, may be made in the direction of either the black
or the dotted arrow. If one makes it in the direction of the dotted arrow,
the anterior arm comes posterior, and the head remains to be extracted
oceiput anterior, the best position for extracting the after-coming head.
It seems, therefore, the most natural course, and, as a matter of fact,
is the one generally recommended. It has, however, sometimes a
distinet disadvantage, for in the process of rotation, the arm, becom-
ing arrested by the friction against the uterine wall, comes to take
up a position more or less behind the occiput. It has always
seemed to me, therefore, better to follow the direction of the black
Arrow.

In the particular position under consideration, the rotation must
not be stopped when the right shoulder reaches the right sacro-iliac
synchondrosis, otherwise, although the arm could be brought down,
one would have to deal with an oceipito-posterior position of the after-
coming head. Rotation must be continued still further, and the
shoulder be carried to the other sacro-ilinc synchondrosis before the
arm is brought down, for by so doing one will obtain what is desired,
an oceipito-anterior position of the head. Besides, this long rotation
will be found of great advantage in another respect. During the
whole process of rotation the arm tends to come more over the face,

! and the last stage of rotation aids this more especially, for the arm
catches on the projecting spinal column and becomes very accessible.
Having placed the arm posterior, it is brought down as already
described.

Rotation may be aided by seizing the arm which is already down,
and dragging or pushing the trunk by means of it (Iig. 39), but such
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a mancuavre is not advisable, and the manipulations already deseribed
ire the best.

It sometimes happens, owing to the large size of the child or the
narrowness of the bony canal, that there is extreme difficulty in
bringing down the arms. In such cases, under anwsthesia, the trunk
of the child should be pushed well up, the hand passed along the

e A A e SR, ) (e

| Fia. 38.—Bringing down the Second Arm. (Nagel.)

The posterior arm having been brought down, the operator is rotating the trunk so as
to bring the anterior arm into the hollow of the sacrum, where it can be easily

reached,  The dark arrow is the right direction of rotation

e

ventral aspect of the child, and the anterior arm brought down. If
such extreme difficulty is anticipated, it is well to do as Kiistner has
suggested, and bring down an arm immediately after the navel
ippears.

When, after many and futile attempts, the arms cannot be brought
lown, a blunt hook must be used. I have only had to do this with a
, lead child where the maternal passage was deformed and the child
1 vas of extreme size. 1f recourse is had to a hook, it should be passed
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along the dorsal aspect of the child, over the shoulder, and the arm
pulled upon—it is invariably fractured. I have sometimes required to

use a sharp hook for such cases.
Occasionally it has been even necessary to perforate the head

before bringing the arm down.

Rotation of the Trunk by pulling or pushing the Trunk with the Arm already
brought down—a Manauyre not recommended,

Fia. 39,

Sometimes one of the arms gets displaced behind the occiput—
¢ dorsal’ or ‘nuchal* displacement of the arm. It has even happened
that both have become go displaced—a malposition often extremely
difficult to rectify. It is a matter of simplicity in the case where,
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one arm being already down, the other is discovered behind the neck
I"ig. 10), for a simple rotation of the body in the direction of the
arrow will resalt in the arm hecoming arrested and the head slipping

o M0 St

! Fiei, 40.—Dorsal Displacement of the Arm, and the Manner in which the Trank should
e rotated in Ovder to bring the Arm into the Hollow of the Sacrum, and so within
Easy Reach

past the arm. Should, however, both arms be still alongside of the
head, they must be brought down by the operator passing his whole
1und into the uterus after the trunk of the child has been pushed up
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and disengaged, or they must be brought within reach by rotation
If rotation is chosen, it is at once evident that, as the trunk is rotated
and the one displaced arm corrected, the malposition of the other is
aggravated. The trunk is therefore rotated—the direction here does
not matter—and the posterior arm, which is more easily reached, dis-
engaged ; then the child is rotated back again to allow of the other
arm being brought down.

In cases where the child’s abdomen is forward at the stage when
the arms have to be disengaged—a condition which need never occur
if one favours rotation of the back forward as the breech is being born
—some obstetricians recommend pulling the child backwards and
passing the hand up along its ventral aspect, and disengaging the
arms from that side: while others favour approaching the arms from
the dorsal agpect. It is impossible to detail all the little manwuvres
which have been suggested. I'ritsch’s, however, seems good. 1t con-
sists in passing one hand over the front of the child’s shoulders, and
then pushing its trunk upwards with the other, the arms being thus
dislodged by the movement of the trunk rather than by any direct
manipulation on the arms.

Extraction of the Head.—ITaving delivered the arms, the operator
now proceeds to the extraction of the head. Should he have already
lost much time in bringing down the arms, it is of the greatest impor-
tance, if the child is to be born alive, that he extracts the head quickly.
But while that is fully appreciated by everyone, it is often forgotten
that many children are lost, not so much by delay as by undue and
misdirected traction on the trunk, causing fracture and dislocation of
the upper part of the spinal column. It is a matter of extreme diffi-
culty to give the relative proportion of cases lost by delay and those
lost by injury to the spinal column, but I feel convinced that a much
Jlarger number of cases are lost by the latter than is generally sup-
posed. So impressed am I with this that it has become my practice
in the last few years always to deliver the after-coming head with
forceps (Fig. 41), if moderate traction and suprapubic pressure, in the
manner to be described, fail to effect the delivery. Consequently,
I always have forceps ready at hand in a breech presentation, or when
I have brought down a foot ; not that I often employ the instrument,
for that is seldom necessary, but 1 prefer to have it ready in case it
should be required. Since 1 have had recourse to forceps in all cases
of the least difticulty, my results have been infinitely better.

This, it may be said, is a very prominent position for forceps 1o
oceupy in the treatment of the after-coming head, and many, I know,
will not agree with me, especially those who follow Continental
teaching. Most English obstetricians of experience will side with me,
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however, for the treatment has always been in favour in this country,
since our great Smellie recommended it. Barnes® wrote of it: ‘It is
to be preferred to manual traction, because it avoids pulling upon
the cervieal articulations’; and again (p. 57): ‘But if there be any
delay, the forceps will be safer for the child. The forceps, then, is

F16. 41.—The Delivery of the After-coming Head with Foreep

the more scientific instrument.” Herman? says: ‘This is the best
way of delivering it (the head) when help is needed.’

Obstetricians of other countries, taken as a whole, are either
lukewarm or direetly opposed to the employment of forceps. Zweifel,”
for example, admits that the instrument is easy of application, but is

! ¢ Obstetric Operations,’ p. 177.

2 ¢ Diffieult Labour,” 5th edition, 1910, p. 57.
b ¢+ Lehrbuch der Geburtshiilfe,” 1892, p. 705,
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opposed to its employment because it takes time, and because the
results of forceps delivery are bad, and he quotes the statistics of
Sickel.! But no time is lost if the forceps are ready to hand, as 1
nave recommended they should be; and it is not to the point to quote
statistics of cases in which forceps were only had recourse to after
many futile attempts at manual extraction. How can one expect good
results with forceps in such cases ?

The following brief summary of the various mnethods which have been from
time to time suggested for dealing with the after-coming head may be of interest
(Winekel's ¢ Lehrbuch,’ translated by Edgar, 1890, p. 687) :

“The methods to deliver the after-coming head as rapidly and safely as possible
are very old, and have been often modified and eombined in many ways. An
historical retrospect is at this point especially interesting. We find the following
methods :

‘1. Both hands are introduced, and with them the head only is grasped and
retracted.—Hippocrates : * De Superfeetatione,” Basel, 1546 ; ed. Cornarius, p. 66.

*2, The severed head is pressed from without into the pelvis with both hands,
and extracted from the vagina with hooks,—Celsus: Liber VII., 491,

‘8. The severed head is extracted with a finger introduced into the mouth
and one or more hooks.— Paulus Figenita : ** De Fwtus Tmmortui Extractione et
Exsectione,” cap. 74.

‘4, Traction on the body, sternutation of the parturient, and light compression
of the lower portion of the abdomen. —Abuleasis : Liber 11, * Exeitus Embryonis
super Pedes suas ' ; Jacob Ruefl, 1580 (Hebammenbuch, s. 74).

¢ 5. Traction from the mouth on the lower jaw and the shoulders.— Mauriceau :
“Traité des Maladics des Femmes grosses,” Paris, 1668 ; Marguerite de la Marche,
1677 ; Paul Portal, 1685 ; Chapman, 1735; Levret, 1747 ; Roederer, 1759 ; Prange,
1760 ; Fries, 1769; Baudelocque, 1781; Stark, 1801; Lachapelle, 1821 ; G. Veit,
1863.  Modification by Stein, 1783 ; Steidele, 1784,

“6. Traction on the lower jaw and the feet.—DPeu: * Pratique des Accouch.,”
Paris, 1694.

7. Traction on the lower jaw and on the shoulders and the feet by an assistant.
—Mauriceau: * Traité des Maladies des Femmes grosses,” derniire edition,
Paris, 1683; Dionis, 1718; Puzos, 1759; Lachapelle, 1821 (* Pratique,” ete.,
pp. 384, 835); Ahlfeld, 1875, Archiv f. Gyn., viii. 360 (1887); * Ber. u. Arb, aus
Marburg,” 1887, p. 150.

“8. Traction on the upper jaw internally and pressure on the head externally.
—L. Heister, 1718,

‘9. Traction on the lower jaw and pressure against the oecciput internally.
De la Motte : * Trait¢ Compl.,” 1725, p. 412 ; Mesnard, 1748 ; Roederer, 1759,

*10. Traction on the lower jaw with two fingers and on the upper with one
finger, and traction on the shoulder.—Giffars, 17534,

“11. Traction on the upper jaw and pressure against the oeciput internally, —
Smellie, 1752; Josephi, 1797 ; Busch, 1801; Froriep, 1818; Ritgen, Joerg, 1820
Wigand, 1820 ; Lachapelle, 1821,

“12. Traction on the body and depression of the neck backward with the thumb
of the other hand.— Japaner : Shauron von Genjetz Kagama, 1751 or 1754,

! Schmidt's * Jahrbucher,” Bd. 1xxxviii,, p. 112,
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13, Traction on the body alone over the shoulders with both hands —A. Petit,
1753,

“14. Pressure from without on the head and traction on the shoulders.—Pugh,
17583 Kiwisch, 1846 (** Beitriige zur Geburtskunde,” i., p. 69); Goodell, 1873,

15, Traction by the operator on the lower jaw and shoulders, and by an
assistant on the body of the child, and pressure by a second assistant from with-
out on the head.—Eschenbach : “Grundlage zum Unterricht einer Hebanime”
(11 Aufl,, Rostock, 1687).

16, Hooking the chin to flex it on the neck, expression of the head by pressure
upon the occiput at the brow externally.—Wigand, 1800 (** Beitdige zur Theor, und
prakt. Geburtshiilfe,”” Heft 11, Hamburg, 1800, p. 118); Lachapelle (loc, cit.,
pp. 836-888) ; K. Ruge (Zeitschr. f. Geburtsch. und Frauenkrankheiten, von
15, Martin, 1876, i, p. 82); Champeticr de Ribes, 1879 (* Du Passage de la Téte
Fwetale & travers le détroit Supérieure Rétreéei du Bassin,” p. T8, Experience IX.);
A. Martin, 1886 (Berl. klin. Wochenschrift, 1886, p. 660); Winckel : ** Verhand-
lungen des 11 Gynitk, Congress,” Halle, 1888,

“17. Pressure on the head from within and traction on the body.—Ritgen, 1820
(Monatsschrift f. Geburtskunde, viii. 233); Credé, 1854 (“ Klinische Vortriige iiber
Geburtshiilfe, p. 763).

“18. Traction on the trunk alone, by the shoulders and feet (the Prague
manipulation).—Kiwisch, 1846 (compare No. 14); Seanzoni, 1851,

*19. Traction on the upper jaw, pressure against the occiput internally, and
pressure on the head by an assistant externally.—Wigand, 1820; Ritgen, 1848
Credé, 1854 ; Ed. Martin, 1865 (Monatsschrift f. Geburtskunde, xxvi. 434).

¢ 20, Depression of the head into the small pelvis, and then extraction, combined
with expression.—Kristeller, 1867 (ibid., xxix. 383).

21, Traction on the shoulders by the operator and an assistant ; lighter traction
on the lower jaw.—Ahlfield, 1887 (** Ber. u. Arb. aus Marburg,” 1887, p. 151).

¢ Of these twenty-one different methods, the action is

‘(1) By traction only and upon the head alone in Nos. 1 and 3 ; upon the body
alone in Nos. 13 and 18; upon head and body in Nos. 5, 6, 7, and 10.

*(2) By traction and pressure, and upon the head alone in Nos, 2, 8, 9, 11, 16,
19, and 20 ; upon head and body in Nos. 4, 12, 14, 15, and 21,

‘(8) By pressure only in Nos. 16 and 17.”

Williams' now takes up a less pronouncedly antagonistic attitude,
and there are indications in quite recent years that the employ-
ment of forceps for the delivery of the after-coming head is being
looked upon with more favour. In both of two recent and most
excellent German works on operative midwifery—I refer to those by
Skateh and Nagel—and in de Lee's* large text-book forceps are very
favourably referred to, while in the recent and very important German
work—Winckel's ¢ Handbuch der Geburtshilfe —Wyder considers the
subject very fairly, and although he does not advocate forceps so
strongly as I have done, he writes favourably of the employment of
the instrument. 'I'he only cases in which I believe forceps unwarrant-
uble are those in which the maternal pelvis is too small or the fetal

1+ Obstetries,” 1910, p. 430.
2 ¢ Principles and Practice of Obstetrics,” 1913, p. 958,
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head hydrocephalic. I would place the lowest limit as a conjugata
vera of 3} inches (8'7 centimetres).

QG

—

12.—The First Stage in the Delivery of the After-coming Head (Mauriceau-Swiellie
Veit Method.). (Nagel.)

But, as 1 have already said, although always having forceps
ready for use, I seldom require to employ them. Like most modern
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obstetricians, I believe that the best of the many methods of extract-
ing the after-coming head is the method now generally associated
with the names of Mauriceau, Smellie, and Veit.

Mauriceau' was the first to lay down clear instructions as to how
the arms and after-coming head should be delivered. Smellie” seems

Fi16, 43, —The Completion of the Delivery of the After-coming Head.  The trunk is carried
up towards the mother’s abdomen (Maariceaw-Smellie-Veit Method).  (Nugel.)

to have been quite unaware of them, for he does not refer to Mauricean
in his writings on the subject. Veit, who perfected the manwuvre
and described it most carefully, certainly deserves to have his name
associated with the method.
The illustration (Fig. 42) indicates how the manauvre is carried
! ¢ Trait¢ des Maladies des Femmes grosses,” 4th edition, 1694, p. 280,
2 Op. cit,, vol. i., p. 811,
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out. One finger of the right or left hand, whichever can most con-
veniently be employed, is introduced into the mouth, or, better, a
finger is placed over the upper jaw on each gide of the nose : over the
arm of this hand the child rides. By this means the head is maintained

The Delivery of the After-coming Head (Wigand-Martin Method). (Nagel.)

in an attitude of flexion. Two fingers of the other hand are applied over
the child's shoulders, one finger o' ach side of the neck. Traction
is now exerted in a downward and backward direction until the head is
brought through the pelvis, The passage of the head down through
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the pelvis is greatly facilitated by an assistant or nurse pressing the
head into the pelvis from above. It is a great advantage if this is
done during a uterine contraction.

Once the head has passed the brim and is well down in the
cavity, and the nape of the neck appears below the symphysis—but
on no account before then, otherwise dislocation of the neck will
result—the child is carried well up on to the abdomen of the mother
(Fig. 43). At this stage suprapubic pressure ceases, otherwise the
head will be forced out too suddenly. The face and forehead are now
carefully guided over the perineum, after which the oeciput escapes
and the delivery is completed.

The illustrations of two other methods—Wigand-Martin and
Prague methods (Figs. 44 and 45)—explain sufficiently the manner of
their employment. They are not much used, the former because
one cannot exert so much traction, and the latter because there is
areat danger of injuring the spinal column. They are useful, however,
if the operator is single-handed.

Another difficulty in connexion with the delivery of the after-
coming head is its extraction in cases where the occiput is directed
backwards. Such a complication is very rarely encountered when the
accoucheur has been in attendance from the first, for in all dorso-
posterior cases, if a spontaneous rotation of the back to the front does
not oceur with the escape of the limbs, a very slight rotation of the
feetal pelvis is sufficient to bring it about. It occasionally happens,
however, that the child’s trunk is born before assistance arrives, or
that the rotation manceuvre referred to is not carried out, when of
necessity one has to deal with a dorso-posterior position of the head.
In such a position rotation may sometimes be accomplished by
pressing the cheek or side of the jaw; but, better still, by passing a
finger into the mouth. The head should be grasped in the ordinary
way employed for delivering the after-coming head. The head is
then pushed up a little and the occiput rotated forwards. If such a
manceuvre i8 carried out, the head and trunk must be rotated to-
gether ; there must be no attempt made to bring about the rotation
of the head by simply turning the trunk, for that may readily lead to
fracture of the upper part of the spine. As stated before, I do not
favour such a device as trying to bring about rotation by pulling or
pushing on one arm.

In some cases rotation is impossible, either because the head is
too firmly fixed in the pelvis, or because the chin has become caught
above the symphysis pubis. If the chin is down, one may try the
ordinary method of passing a finger into the mouth and grasping the
shoulders with two fingers of the other hand. The child is now
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pulled backwards, and then, when the forehead is fixed against the
posterior surface of the symphysis pubis, the trunk is pulled upwards
on to the abdomen of the mother. In such cases, forceps and a deep
ineision laterally into the perineum will, [ believe, give the child the

e T S
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Fia. 45.—The Delivery of the After-coming Head when the Oceiput is Posterior
(Prague Method),

best chance. 1In cases in which the chin slips up, and which will some-
times require to be terminated by craniotomy, one should attempt to
deliver the head by the Prague manwuvre (Fig. 45). Nagel deseribes
a most interesting case where a woman delivered herself by pulling
the child’s limbs up on to her abdomen, as indicated in the illustra-
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tion. If the child is of any size, craniotomy will often require to
be performed, and one has little hesitation in having recourse to it,
as the child will generally be dead.

There remains only one other matter to consider in connexion
with the delivery of the after-coming head, and that is when the
latter is arrested because of the cervix not being quite sufficiently
dilated. Incidentally I referred to this, and pointed out the danger
of its occurrence if one hastened the extraction of the child when
the os was not sufficiently dilated. As such cases, however, occur,
because labour has often to be accelerated, I will deseribe how thig
difficulty is to be overcome. In most cases, I believe, the best treat-
ment is eraniotomy, for in the vast majority of such cases the child is
dead or hopelessly asphyxiated. There has usually been great delay
with the arms, and very probably some maternal complication which
has already seriously jeopardized the child. If, however, the child’s
condition is still such that its life is worth considering, then the hest
procedure is to make two deep incisions into the cervix. It is abso-
lutely profitless to try to dilate the cervix ; there is not time for such
a proceeding.

THE BREECH ARRESTED AT THE PELVIC FLOOR—IMPACTION
OF THE BREECH IN THE PELVIC CAVITY.

This is by no means an uncommon occurrence in primipare. In
most eases it is caused by uterine inertia; but in others the size of
the breech, or the fact that there is some little pelvic narrowing,
accounts for the condition. But there is another cause to which some
writers have attached a good deal of importance—viz., an extended
position of the legs along the body of the child (Fig. 46). The
most important and interesting paper on the subject in the English
language is by Griffith and Lea.! 1In this position the legs act like
splints to the body, and prevent the lateral flexion of the trunk,
which must necessarily occur in the progress of the birth of the
breech. This extension of the legs may be primary or secondary to
the descent of the breech, and one sees usually which it has been after
birth by the attitude the child assumes, for on placing the new-born
infant on the bed its legs immediately take up the extended position
they oceupied in utero if the condition was primary: whereas, if it was
secondary, the legs seldom become so completely extended.

The condition should be suspected when the breech is found, early
in labour, low down in the pelvis, and when the fatal heart sounds
are heard below the umbilicus. As can be readily understood, the

! Trans. Lond. Obst. Soc., 1808, vol. xxxix., p. 13.
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presentation by abdominal palpation closely resembles a vertex pres-
entation in which the head is deep down in the pelvis. No doubi
abdominal palpation may reveal the exact position of the legs if the
conditions are favourable for palpation, and certainly the head, if

do

FiG. 46, The Breech, with Extended Legs, impacted in the Pelvie Cavity,

carefully searched for, will usually be felt up towards the fundus,
Still, unless the examination is made with considerable care, the true
condition may be easily overlooked.

A breech arrested in the pelvis is a condition which may cause

e A AASD i
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the obstetrician much trouble. So far I have always succeeded in
getting it delivered by one of the following deviees : («) Bringing down
a foot: (b) traction with the fingers; (¢) traction with a fillet or hook ;
() forceps.

These are the means to be employed if the child is alive. 1f the
child is dead, the sharp hook or the cranioclast should be used.

One usually succeeds with a finger in the groin, and, as a rule, one
can reach the anterior groin more easily than the posterior. In order i
to get the forefinger into the groin, it is best to pass it up over the
saerum and to make traction more against the trunk, for there is the
danger that, if one passes it over the thigh and exerts traction on
the thigh, the force applied may fracture it. The fact, however, that
one can only exert a moderate force usually saves one from doing
this. Sometimes the posterior groin can he more easily reached, and
oceasionally in multipare I have even managed to get a finger into
each groin (Fig. 47). Only one finger should e employed for each
groin. If two are used, there is danger of fracturing the thigh.

The successful carrying out of the manipulations described is
greatly facilitated by pressure from above. This should be carried
out by a nurse or assistant, but only when the uterus is contracting
firmly. The best plan is, just before the ‘pain’ comes on, to pass
one finger into the groin, and so be ready for the uterus contracting ; !
then, when the contraction is at its height, supplement traction on the
groin by external pressure upon the fundus.

I have always found great difficulty in applying a fillet (Fig. 18),
either by means of a carrier or catheter. Both the catheter and
carrier are used in the same way. The instrument is passed up over
the sacrum, and the hooked part is then rotated over the thigh; two
fingers are then passed up between the buttocks, and the rubber
tubing or silk ligature seized and a piece of gauze attached ; this
latter is then pulled over the groin. Nagel! recommends the carrying
of the gauze over by means of a plain gold wedding-ring thoroughly
sterilized, and passed up from behind into the groin. Jellett* recom-
mends employing a roll of gauze as follows: ¢ Take a small piece of
double gauze about 18 inches long and 2 inches wide, and rolled like
a bandage. The tice end of this roll is held in the left hand, and the
roll itself is pushed upwards between the thigh and the anterior pelvic
wall in such a manner that as it advances it unrolls. As soon as it
has been pushed above the angle of the groin it is pushed inwards
across the latter until it comes to lie between the thighs. Then the
fingers are pushed upwards from below between the thighs, and the
roll of gauze caught and drawn downwards.’

L Op. cit., p. 87. 2 ¢« Manual of Midwifery,” 2nd Edition, 1910, p. 1067,
6
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But a fillet is net altogether safe, for there is danger not only of
bruising the soft parts, but of fracture and dislocation resulting, if the
gauze is not passed exactly into the fold of the groin. T'he blunt hook
is even worse, and although I have employed it once or twice without
doing any injury, 1 have on one oceasion fractured a limb. It must,
however, be risked if it is impossible to deliver the breech by means
of the fingers, forceps, or a fillet; it should be passed along the dorsal

Fia, 47.—Impaction of the Breech—Delivery with a Finger inserted into Each Groin
(Nagel,

aspect of the breech and then rotated into position, the point being
guided over the thigh.

Some obstetricians have expressed themselves in favour of foreeps
in impacted breech, although most writers are opposed to the treat
ment (Fig. 49).  Various attempts have been made to devise forceps
suitable for the breech, but they have always proved unsatisfactory.
Upon several occasions I have delivered the breech with forceps
successfully when I have failed to do so with my fingers. I must
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also admit that I have frequently failed when the breech was firmly
impacted. The great difficulty is getting a good grasp, for the two

Freio 18 ~Tmpaction of the Brecel — Delivery by Means of the Fillet

thighs are at different levels. I always try to grasp the breech trans-
versely with a blade over each limb (Fig. 49). Naturally, one must
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be eautions in the amount of pressure and traction exerted, for if one
compresses the blades too firmly injury may be done to the fatal

Fie, 49, —hupaction of the Breech—Delivery by Means of Forceps

pelvis, and if one pulls too strongly and the blades slip, the maternal
parts may be seriously lacerated. Here, again, great help will be {
obtained by an assistant pressing the uterus during a contraction.




BREECH PRESENTATIONS 85

IWith inereased experience of impacted breech presentations, I am
more and more convineed that the best treatment, when one cannot pull
down the breech with one’s fingers, is to push the breech out of the
maternal peleis and bring down a leg.  In almost all cases, even those
which look hopeless, with deep anwsthesia and the patient in the
Sims position, the advantages of which position have already been
considered, it is possible to dislodge the breech and bring down a leg.
Barnes states that he has never failed in doing so; while, going
farther back, Smellie. La Motte, and others, describe cases where,
even when the fortal pelvis was showing at the valva, the breech was
pushed back and a leg brought down. It has been suggested in cases
where the legs are extended not to try and bring down the limbs, but
simply to bend them at the knee so as to allow the limb to take the
natural flexion. I very much doubt if such a mancuvre will be
successful with the impucted breech. As I have already mentioned,
it is often employed when the breech is movable.

Should, however, it be impossible to deliver the child by these
various devices mentioned, and the bringing down of a leg be also
impossible, there only remains extraction by means of the cranioclast.
If this instrument is employed, the middle blade is introduced into
the rectum of the child, and the two other blades applied outside its
pelvis. Naturally, if one had ever to have recourse to such an instru-
ment, the after-coming head should also be perforated, as otherwise
the child might be born alive.

There is one other course open—viz., symphysiotomy or pubiotomy.
1t is questionable if such a procedure is justifiable, for the fietal mor-
tality, under the eircumstances, must be very high indeed. It might
be argued that, at the stage we are considering (a breech impacted in
the pelvis), the child's life has not been much jeopardized; conse-
quently, although I would not care to have recourse tc the operation,
I can understand another taking up a different attitude, if the fotal
heart sounds were satisfactory.

Prophylactic Cephalic Version in Breech Presentations. -
There is a matter in connexion with breech presentations which is
worthy of consideration, hut which I have not mentioned until now,
as, properly speaking, it does not come into consideration in con-
nexion with labour. I refer to prophylactic external cephalic version,
which in this country has found so strong an advocate in Spencer.!
Quite a number of accoucheurs, also, in other countries express
themselves favourably regarding it. Personally, I entirely approve
of the treatment, and have carried it out successfully upon many
oceasions, It is best performed a week or two hefore term, at the
time of the examination, which all recommend should be made about

L Brit. Med. Journ., 1901, vol. i., p. 1192,
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the thirty-sixth week. Not infrequently in multipare it may be sue-
cessfully performed early in labour. 1 have heard a University
teacher of midwifery criticize the treatment, and refer to it as a
return to the practice of Hippoerates. But such eriticism is not to
the point, for Hippoerates employed internal cephalie version, and
the o8 had to be sufficiently dilated to admit of the introduction
of the operator's hand. In the case of prophylactic version, recom-
mended by Spencer and others, the manipulations are entirely
external. Of equally little account is the other argument urged
against the treatment, that in the case of failure a more unfavourable
—say an oblique—presentation is established. I have never found
such a result in the cases in which I have failed. The objection is
purely theoretical, for an oblique presentation in which the head
remains higher invariably becomes a breech presentation when labour
starts. At the worst, therefore, one can do no harm. 1 was inclined
to think so until a year or two ago, when | had rather an unfortunate
experience. When carrying out, with a good deal of difficulty, cephalic
version about the thirty-sixth week of pregnancy in order that I might
alter a breech into a head presentation and test the relative size of
the head and the pelvis (the pelvis was deformed), very sharp hiwemor-
rhage occurred, and I was compelled to plug the vagina. The child
was shortly afterwards born dead. I had in this case actually caused
a separation of the placenta, which was situated on the anterior
uterine wall. This accident must, 1 feel sure, be very exceptional
indeed.

Should the correction of the presentation succeed, the child is
maintained in its new position by fixing the head in the pelvis and
applying a binder or other abdominal support.
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CHAPTER VI

DYSTOCIA THE RESULT OF ABNORMALITIES AFFECTING THE
FETUS - Continued

Transverse or Oblique Presentations.

Or all presentations, oblique are the most unfavourable, for, except
under the very rare conditions which will be referred to, spontaneous
delivery is impossible. The presentation is often spoken of as trans-
verse, but, as a matter of fact, the child lies obliquely in the uterus.
A popular term for the presentation is * cross-birth.” The frequency of
the condition is, roughly, 1 in 125 births.

Theoretically, any part of the trunk from head to breech may
present, and the older writers were in the habit of distinguishing
various presentations of back and abdomen; but from the fact that
an oblique presentation ultimately resolves itself into a shoulder, it
is quite unnecessary to consider other variations of the presentation.

As the position of the child may be either dorso-anterior or
dorso - posterior, with the head to either side, there are four
transverse positions. The dorso-anterior are rather more frequent
than the posterior, for in about three-fifths of the cases the back is to
the front. The head is also rather oftener directed towards the left
side, so that the first position is the most common (I'ig. 50). Accord-
ing to Raineri,! the right shoulder presented in 68 per cent., and the
back of the child in 60 per cent. of cases.

It is not possible to disenss here in detail the etiology of this
presentation. I can only mention some of the factors which favour
its oceurrence. On the part of the mother multiparity (86 per cent.),
a large and flabby uterus and a pendulous abdomen—consequently
more common among the poorer classes—an overdistended cavity
from excessive liquor ammii or plural pregnancy, the presence of
placenta preevia (7 per cent.), and a marked disproportion between the
head and the pelvis, and especially a flat pelvis (14 per cent.), are
the most important.

' Ep. Brit. Med. Journ., 1905, vol. ii.,, No. 9,
87
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An interesting group of cases, referred to by all writers, and one
that may give rise to special trouble, is where malformation of the uterus
exists, especially such slighter forms as uterus cordiformis, arcuatus,
or duplex subseptus. In such eonditions one part of the child occupies
one half, and the rest the other half of the uterus. Vogel,! writing
especially upon transverse presentations in primiparwe, states, that in
eighty-six cases of transverse presentation a uterus arcuatus existed
in nine, and in the eight cases in which the presentations occurred
in primiparw, it was observed in as many as five. I am inclined to

Fii. 50.—First Oblique Position

think, however, that in some of these cases the shape of the uterus
wasg the result, not the cause, of the oblique position.

Very rarely ovarian and uterine tumours may influence the occur-
rence of this presentation.

On the part of the chiid may be mentioned prematurity, macera-
tion, and deformity.

The natural course of labour in an oblique presentation is for the
shoulder to become pushed down into the pelvis, and if the malpres-
entation is not corrected, for the labour to continue until the uterus
becomes exhausted or ruptures. Very occasionally, however, spon-
taneous delivery does occur, although one must never reckon upon
such a termination. If it does, it takes place in one of the three
following ways : (a) Spontaneous version, (/) spontaneous evolution,

BZeit. f. Geb, . Gyn., 1900, Bd. xliii., Heft 2, p. 812,
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(¢) birth with doubled-up body (partus conduplicato corpore). By
spontaneous version is meant the changing of an oblique presenta-
tion into one of the head or breech by the uterine contractions.
Naturally, it is difficult to estimate the frequency of this occurrence,
but according to C. Braun conversion into a breech occurred in
75 per cent. of cases after rupture of the membranes, and in 80 per

Fia. 51.—Spoutancous Evolution. (Bumu.

cent. int~ a head before their rupture. Some writers have dis-
tinguished between spontaneous rectification and spontaneous version,
the former being an alteration into a head presentation and the latter
an alteration into a breech,

Spontaneous evolution (Fig. 51), which was first described by
Douglas and later by Dubois, is a very much rarer occurrance.

e R T B S e o S R
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Winckel puts it at 8} per cent., but Von Franqué found it to oceur
only twelve times in 2,000 transverse presentations. leed! goes into
the subject very fully. | have only seen it once, and in that case the
child was premature. Indeed, it can only oceur in a living child when
the latter is small or premature, and when the maternal pelvis is

Fra, 52— Partus Conduplicato Corpore, Author's Case)

unusually large. In this variety of spontaneous birth the shoulder
of the child is driven down into the pelvis and becomes fixed under-
neath the symphysis, while the trunk, breech, and limbs are driven
past. Finally, the other shoulder and head escape. Almost invariably
the arm is prolapsed beforehand.

v Amer. Journ. Obstet., September, 1905,
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In the third variety, the birth with the body doubled up (partus
conduplicato corpore), the presenting part is driven down. If an arm
has prolapsed, it will be the region below the shoulder, but if an arm
has not fallen down, it may be any part of the trunk. The head
and the thorax or pelvis are pressed together, and escape together
from the parturient canal. The illustration (Fig. 52) represents a
case which was under my care in the Maternity Hospital. Winckel
found it oceurred four times in 130 cases. Von Iranqué puts it at
25 per cent. When it occurs the child is usually small, premature,
or macerated.

Diagnosis. — A suspicion of a transverse presentation is often
aroused by simply inspecting the abdomen, for the uterus is enlarged
transversely and shortened vertically.

By abdominal palpation a swelling is recognized on hoth sides of
the uterus, the one being the hard round head, and the other the
more bulky breech. The head is invariably lowermost : indeed, if that
is not so, the presentation will almost invariably become a breech.
When the membranes arve still intact, there is little difticulty in pal-
pating the head and breech, and the curved back connecting the two
prominent parts if the breech is to the front: hut when the liquor
amnii is small in quantity or has drained away, differentiation of the
two poles may be difficult, for the child gets crushed up in the uterus.

If there is difficulty in differentiating the two poles, a confirmation
of the suspicion of the presentation will be obtained on making a
vaginal examination, when difficulty will be experienced in reaching
the presenting part until labour has been in progress for some time.
The shoulder, the part which ultimately comes to present, is a small
round body. It can only be distinguished from the other parts of the
child which resemble it by feeling the clavicle or ribs; the latter is
the most important landmark, and should always be searched for. In
all cases of doubt the parturient should be deeply anwsthetized, and a
thorough examination of the presentation made.

In a considerable number of cases of transverse presentation one
or more limbs prolapse. The prolapse of a foot, or of a foot and arm,
as illustrated (Fig. 58), is rare, but it is by no means uncommon to
find an arm slipping down.  When an arm prolapses, most commonly
the hand is the presenting part, but it may occasionally be the elbow.
The hand is to be distinguished from the foot by the absence of the
projecting os caleis, and on that alone one's diagnosis should be made.
It is perfectly true that the fingers are larger than the toes, and that
the thumb moves more freely than the large toe; but if one trusts to
such distinguishing features mistakes will constantly be made. Let
me again repeat that the projecting heel is the only landmark that
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can be relied upon as long as the parts can only be recognized by

touch.
The particular arm which has prolapsed can be recognized by
shaking hands with the fwtus (Fig. 54). If one has to do this with ]

the right hand, then it is the right arm which has prolapsed ; if one

RN
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F16. 53.—Prolapse of Hand and Foot in an Oblique Presentation.

(Photographed from Van Rymsdyke's drawing in the Hunterian Museum, Glasgow o
University.) |

has to employ the left, then it is the left arm of the child which is
down. Naturally, if the arm of the child should happen to be com-
pletely twisted the rule given would not hold, but that practically ]

never oceurs.
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But still more may be diagnosed from the prolapsed arm, for if the
hand is presenting, the thumb points to the head.

In addition to the arm, one often finds that the cord prolapses in
transverse presentations. Nor is this to be wondered at, as the
umbilicus is brought so near the pelvie brim.

In those rarer cases of transverse presentation where the back or
the front of the fwtal thorax or abdomen are the presenting parts,
there may be some difficulty in diagnosing the exact condition. When

Fie:. 51.—Distinguishing the Particular Hand whieh has prolapsed y
Shaking Hands with the Fotus,

it is the front of the trunk, this difticulty is not so great, for the
ribs or umbilicus will be easily felt. When, however, it is the back,
as in the case of partus conduplicato corpore, mistakes may readily
occur if the arm has not prolapsed. In a case (Fig. 52) which
occurred in the Maternity Hospital, the presentation was mistaken
Iy the house-surgeon and nurse for a breech. Theoretically, by
feeling the spinous processes of the vertebrw, the exact nature of the
presentation should be recognized ; but in the case I refer to the
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adematous swelling, which formed over the back, masked this land-
mark entirely.

Again let me say, always put the patient under an anwsthetic and
make a thorough examination, rather than remain in the slightest
doubt regarding the presentation.

Prognosis.—The prognosis for both mother and child in oblique
presentations is decidedly less favourable than in any other. As
operative interference is always necessary, the dangers of sepsis and
of injury to the parturient canal are very decidedly increased.

As will be seen when considering rupture of the uterus, this
aceident is by no means uncommon. In my cases of rupture the pre-
sentation was transverse in 20 per cent., while in Ivanoff's ! it was so
in 32 per cent. It is needless to say that these figures do not represent
the proportion of ruptures in oblique presentations. The frequency
of rupture of the uterus in transverse presentation is variously
stated. As far as I can judge, however, it occurs about 1 in 100
to 150 cases. The rupture, although usually described as uterine, is
very generally in the vaginal vault. The most important practical
point in this connexion, however, is that the rupture is invariably
violent —viz., is produced while attempts at rectification are being
made. Spontaneous rupture is very uncommon, and occurs in only
about 1 in 500 cases. The operator, therefore, must carry out his
manipulations of version with great care, especially in cases where
the membranes have ruptured some time previously, and the uterine
wall is firmly grasping the child.

The fatal mortality in oblique presentations is enormous, some-
where about 40 per cent. Winckel for 883 transverse presentations
found 83 per cent. born macerated, and 33 per cent. died during
labour. Many factors contribute to this high death-rate, among
which may be mentioned prematurity of the child, prolapse of the
cord, and malformation of the maternal pelvis, rendering extraction of
the child difficult.

Treatment.—Were the question asked, What is the treatment of
oblique presentation ? the immediate reply would be, rectification of
the presentation by version. Such an answer is, however, not entirely
correct. There are certain cases, where the shoulder has become im-
pacted and the uterns is tetanically contracted, when version is abso-
lutely contra-indicated, and it is because many fail to recognize this,
and fail to appreciate the limitutions of version, that | have introduced
the consideration of treatment of oblique presentations in this some-
what erude manner.  Fortunately, the number of cases encountered in
practice where the shoulder is impacted and version is contra-indicated

L Annal. de Gyn., 1903,
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are not numerous, for they result, as a rule, from inattention and
-arelessness on the part of those in attendance.

Having sounded this warning note regarding the dangers of
version in certain cases, let us consider the treatment of oblique
presentations under the following headings :

1. When the presentation is recognized during pregnancy.
2. When it is recognized during labour.
3. When the shoulder is impacted.

1. When the Presentation is recognized during Pregnancy. —
On several occasions I have emphasized the importance of examining
a pregnant woman a week or two before labour. Iere, again, will
be seen the great advantage of doing this, for an opportunity of
recognizing and correcting an oblique presentation will then oceur.

Since Pinard and Leopold perfected abdominal palpation, and this
most valuable method of examination has become universal, amongst
those who make any pretence to knowing modern obstetrics the cor-
rection of oblique presentations during pregnancy has become the
recognized treatment. Long ago, however, it was hinted at, and
the postural treatment for the condition is of ancient date. The
postural treatment consists in placing the patient on the side towards
which the head is directed, so that when the breech falls over the
head is pushed down towards the brim. This postural treatment is
often successful up to about the thirty-fourth week, but later than
that the presentation is so fixed that the faetus can seldom be dislodged
by simple alterations in the position of the mother.

Perfected external version is, as has been stated, of comparatively
recent date. It is now very widely practised in all maternity
hospitals, especially on the Continent, where pregnant women so
often seek advice at the outdoor department of the hospitals. The
argument still advanced against the treatment is that the child
frequently slips back into its old position, even when the manipula-
tions are successful. But even admitting that it was successful in only
2 or 3 per cent. of cases, that would be quite a sufficient argument
in its favour. Besides, in cases which return to their old position
matters are left no worse, and there is this great advantage, that the
nature of the condition is known beforehand, and so the patient can be
warned of the danger of the presentation and the necessity of seeking
advice whenever labour commences. Unfortunately, in this country
one has not many opportunities of correcting the position during
pregnancy, for so few amongst our hospital patients seek advice prior
to the onset of labour. In my experience in recent years the
manceuvre has proved successful in about 65 per cent. of cases

The manner in which external version is carried out is detailed
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elsewhere (Chapter XXIL). IHaving brought the child into a correct
position, the head should be seized between the two hands and
pushed into the pelvis; pads should then be placed along the sides of
the uterus, and a firm binder round the abdomen or Pinard’s ceinture
entocique should be applied. The patient is seen at intervals, and
should the fietus have slipped into its former malposition this is again
corrected. Oceasionally it has to be done many times, but usually
there is less difficulty in carrying out the manipulations on each
sueceeding occasion.

2. When the Malpresentation is recognized during Labour.-
By taking up the attitude of trying always to determine the presenta-
tion during pregnancy, and correcting it when it is faulty, one increases
enormously the chance of seeing oblique presentations early in lubour.
The importance of this to mother and child, and especially to the
c¢hild, cannot be overestimated.

External version is still often possible early in labour in multipar
if the membranes are unruptured, and it is especially easy in those
cases in which, prior to labour, corrections have been made.

Should the external method fail, the question arises whether
immediate attempts by other methods should he employed, or the
labour be allowed to proceed until the os is considerably dilated.
Many, especially in this country, favour the immediate correction by
means of the bipolar method of Braxton Hicks, and I, too, incline to
this procedure. In many cases it can be carried out without rupturing
the membranes. But even if the membranes do rupture the child is
not in danger, unless the cord prolapse. Impaction of the shoulder
does not oceur until labour has been long in progress and the os well
dilated. 'The mistake made by those who favour early bipolar version
is to proceed to internal version if they find the membranes ruptured.
It always increases the risks to the child to dilate forcibly the cervix
and perform internal version,

When rupture of the membranes occurs and bipolar version has
not succeeded, internal version should be delayed until the os is
dilated to the extent of admitting the hand.

With both varieties of version either the head or the breech may
be brought down, but while external and bipolar cephalic version are
often successful, internal cephalic version seldom is. Details regarding
the operation of version are given in Chapter XXII.

Having turned the child and brought down a foot, the progress of
the case should be left to Nature, and the delivery hastened only if
the os is fully dilated, or the mother’s or child's life is in danger from
some additional complication. A very large number of children are
lost by hastening the delivery. No doubt, with the foot hanging out
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of the canal, one is very much tempted to drag upon it, but the result
is always the same—the arms and after-coming head arve caught by
the undilated os uteri.

3. When the Shoulder is Impacted. —The obstetrician of little
experience will find it a difficult matter to decide when he should
desist from making attempts at version in cases where the waters
have drained away and the shoulder is impacted in the pelvis. To
desist only after many fruitless attempts have been made is not a
right attitude to assume, for during these attempts much injury may
be done. Naturally, the greater the operator's experience, the more
often will he be successful, but no matter how experienced he is, there
are cases in which he cannot perform version with safety, and must
have recourse to decapitation. I have frequently found that medical
practitioners consider it a disgrace if they fail to perform version.
They forget that all operations have their limitations.

In a case of impacted oblique presentation, one should first of all
satisfy oneself regarding the condition of the child. In most cases
the condition is unsatisfactory: the child is dead, or its vitality so
low that its life need not be considered ; consequently, one should
consider only the mother. The fa:tus should therefore be decapitated
and delivered. But the reader may say, How is one to be sure of the
death or impending death of the fwtus? Auscultation of its heart-
sounds through the abdominal wall is difficult owing to the restless-
ness of the parturient and the firm retraction of the uterus. Should
that e so, the hand passed a little way into the uterus will usually
encounter the umbilical cord and permit of an estimate being formed
of the strength and frequency of the fwtal heart. It must not be
forgotten that in passing a hand into the uterus for this purpose, and
more especially for the purpose of performing version, the parturient
must be deeply anwmsthetized. Internal manipulations are infinitely
more dangerous and difficult when one attempts to perform them with
the woman only partially anwsthetized. Should by any chance the
child's vitality be satisfactory, a little more may be risked, but, per-
sonally, 1 desist from making attempts at version, no matter what the
condition of the child is, when I find a very much thinned out lower
uterine segment with a well-marked retraction ring above the head.
To pass the hand into the uterus and push back the retraction ring
with the back of the hand and allow the fwetal head to slip up along
the palm of the hand may sometimes be successful, but it is dan-
gerous even when the accoucheur has had considerable experience
of the difficulties of obstetric practice (Chapter XXIX.).

-1
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CHAPTER VII

DYSTOCIA THE RESULT OF ABNORMALITIES AFFECTING THE
FETUS—Continued

Malformation of the Feetus.

Abnormal Size of the Feetus as a Whole.—Undue siz of the fo'us
may be general or eonfined to certain parts—the head, the shoulders,
the thorax, the abdomen, the pelvis.

It is peculiar to certain women to have large children. I have
attended a patient where the first child weighed 12 pounds and the
second weighed 11 pounds. Speaking generally, where the parents
are of large stature the children are above the normal. This is most
markedly seen in the case of giants. Next to heredity may be men-
tioned prolongation of pregnancy. Jacoby,'in reviewing 6,976 labours,
found that in 87 per cent. the fwetus weighed 4,000 or more grammes ;
20 per cent. were primiparw, 10 per cent. women who had more than
one child, and 95 per cent. women who had borne several children.
In 94 per cent. gestation was prolonged beyond 300 days, and in
69 per cent. beyond 280 days.

The largest child delivered at the Glasgow Maternity Hospital
weighed 15 pounds. Craniotomy and cleidotomy had to be per-
formed. Sheill? recorded a similar difficulty with one about the
same size. If the maternal pelvis is roomy, labour, although tedious,
is usually terminated without very great difficulty ; but if there is any
pelvic malformation, no matter how slight, the labour may be both
difficult and dangerous, and any of the major operations may require
to be performed. As I have mentioned elsewhere, rachitic mothers
have often relatively large children.

The head of the child causes, as a rule, the most trouble, for, apart
altogether from its size, the bones are often unduly ossified, and so
the head does not mould well. Not infrequently, however, the
shoulder girdle is the part of the fwetus which has the greatest
difficulty in passing through the pelvis.

1 Arehiv f. Gyn., Bd. Ixxiv., Heft 3, p, 556.
2 Dub. Journ, Med, Sciences, July, 1905, p. 26,
98
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In recent years I have thrice induced labour where the mother
has given birth to large children at previous parturitions, for in my
experience women give birth generally to a certain type of child. The
subject is considered more fully in connexion with Induction of
Labour.
General Feetal Dropsy (Fig. 55) occasionally may cause con-

siderable dystocia,  Some time ago in the Glasgow Maternity Hospital

Fia, 65.—General Fuetal Dropsy

I had a case under my care, and although the delivery was not
extremely difficult, it was somewhat troublesome, for the limbs tore
off whenever any traction was made upon them.

A case of this kind was reported by Walther' where there was

! Frommel's ' Jahresbericht iiber Geb, u. Gyn.,” 1904, p. 8587,
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considerable difficulty in getting the second twin away, as the limbs
came off with the slightest traction.

Ballantyne,! summing up the histories of the labours in such cases,
writes: ¢The birth of a dropsical infant was, if near the full term, a
tedious and often an instrumental matter. Abnormal presentations
were unusually common. The delay in labour was sometimes
overcome by the natural efforts and sometimes by manual or
instrumental traction; but in certain instances the procedures
which were finally adopted before birth (in fragments) was effected,
reached the utmost limits of embryulcia, evisceration, disruption,
and dilaceration. In some cases the medical attendant seems to
have lost all nerve, as first one limb and then another, and then
a fragment of the trunk or the head, was dragged to light from
the maternal passages. When, however, the fwtal abdomen, being
within reach, was tapped, it was seldom found necessary to resort to
such embryoclastic procedures. The third stage of labour was often
rendered somewhat difficult on account of the large size and dropsical
state of the placenta, and by reason of uterine inertia due to delay in
the earlier stages. The puerperia, it is noteworthy, were generally
quite normal; in fact, the rapid disappearance of many of the
maternal symptoms immediately after the emptying of the uterus
suggested the conclusion that the fietal condition was often the cause
rather than the result of the mother’s ill-health.’

LOCALIZED ENLARGEMENT OF THE FITUS,
Hydrocephalus.—Amongst the enlargements of the fwtal head
causing dystocia the most important is hydrocephalus, a malformation
which is by no means uncommon (1 in 1,000), and which, by reason
of the fact that it is so easily and so often overlooked, is frequently
accompanied by very serious consequences to the mother. In this
condition the ventricles are distended with fluid, and according to the
amount of fluid the brain tissue is thinned out and destroyed. The
quantity of fluid contained in a hydrocephalic sac may be as much as
17 to 20 pints (10 to 12 litres), and the circumference of the head may
measure as much as 30 inches (75 centimetres) in extreme cases. The
base of the skull and the face bones are well formed, although small,
but those of the vault are very much separated, and although not
always, still very frequently, defectively ossified. The trunk and
limbs are usually small, and other abnormalities, such as spina bifida,
talipes, ete., are not uncommon.
A history of the previous birth of malformed children may some-
times be obtained.

! ¢ Antenatal Pathology and Hygiene," p. 200.
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The condition, as I have said, is not as a rule diagnosed until
labour has been in progress for some time ;' indeed, often not until
the accoucheur has failed to deliver the fore-coming head with forceps
or the after-coming head by traction. That is the reason why rupture
of the uterus oceurs in somewhere about 12 per cent. of cases. The
child almost invariably presents by the head or breech, transverse
presentations being very rare indeed.

Breeel presentations are very common (25 per cent.), and as the
diagnosis of the condition is most difficult in such cases, I will speak
of them first. Theoretically, by abdominal palpation the enlarged
and elastic head should be felt at the fundus, and without doubt in
some cases this has been done. It is seldom, however, that even
the most alert accoucheur makes this out, for prior to rupture of
the membranes palpation of the head is difficult, because of the
liquor amnii being often excessive; while after rupture the fwtal
parts cannot be defined, because the head and the rest of the body
are so pressed together, and the lower segment is so tensely distended.

It may be assumed, therefore, that even with the highly ex-
perienced, the condition will be but rarely recognized until the after-
coming head has to be delivered (Fig. 56). But if it is excusable
for the accoucheur to overlook the condition prior to this time, it is
quite reprehensible for him to do so later. It is true that the base of
the hydrocephalic skull is well formed and ossified, and that if the
fingers be passed along the trunk, with the object of getting them
into the mouth of thn child to aid its delivery, he may feel nothing of
the enlarged head, but he should feel at once with his first traction
effort that the head is too large to pass the brim. Especially should
he be surprised at any difficulty when he looks at the child’s trunk,
usually puny and ill-nourished, and sometimes with a spina bifida or
other malformation. Besides, the uterine swelling above the pubes is
still of large dimensions.

The mischief is done just at this stage ; the accoucheur pulls, and
whoever is assisting presses on the uterus above, with the result that
the uterus ruptures. He has again made the fatal mistake of trying
to deliver by force. His first failure to effect delivery should have
raised in his mind the possibility of the condition of hydro-
cephalus being the cause of the difficulty. The only cases in which
there is any excuse for the mistake are those where, in addition to
the enlarged head, there is pelvic deformity, to which he attributes all
the difficulty. With such he will be guided to the correct nature of
the condition by appreciating the large swelling present above the
pelvie brim.

! Hammerschlag, Monatssch. f. Geb, . Gyn., Bd, xxvii., Heft 4.




Fia, 56, —Hydrocephalus, showing how the After-cominy; Head is caught at the

Yelvic Brim, (After Bumm.)
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When the fietus affected by hydrocephalus - presents by the head,
the recognition of the condition is easier. Abdominal palpation,
even with this presentation, does not always give as much informa-
tion as one might expect. The lower part of the uterus is unduly
distended, and the large head is freely movable ; but, owing to the fact
that the uterus so tensely grasps the head, the latter cannot be defined.
Still, the condition is overlooked often, not because of its obscurity, but
because the examination is made hurriedly.

The presenting part, being high, is difficult to reach from the
vagina, although I have seen two cases where, the child being dead, a
portion of the lax head projected down into the pelvie cavity, and
felt exactly like a large caput succedaneum. Others have mistaken a
similar condition for the bag of membranes. In most cases one can
feel the gaping sutures and fontanelles, and although a caput succe-
daneum might obscure them, it is long in forming in this condition.
A erackling sensation on pressing the head is mentioned as being
appreciable sometimes,

The prognosis for the mother, if the condition is recognized and
suitably treated, is not serious. Unfortunately, however, the con-
dition is often overlooked, and many fatal attempts at delivery are
made before the true nature of the complication is appreciated. As
a result, bruises and tears of the soft parts, with subsequent septic
manifestations, are not uncommon. Rupture of the uterus occurs in
some 12 to 15 per cent. of cases. Keith found it occurred 16 times
in 74 cases ; and in 159 cases reviewed by Hohl, Schuchard, and Veit,
21 ruptures were observed. In my own 20 cases of rupture of uterus
hydrocephalus was present in 3. Although, as I have said, the
accoucheur is usually to blame for this, it sometimes happens that
he is not, for the rupture may be spontaneous, and may even occur
early in labour, as recorded cases i!lustrate.

Another danger to the parturient is post-partum hwemorrhage, the
result of the overdistension of the lower segment and the feeble
retractility and contractility of the uterus.

Unfortunately, therefore, the maternal mortality is still very high,
and is certainly not below 12 per cent., although, taking recent cases,
such as those recorded by Hoffman and Bertino, it works out at
66 per cent. In the Glasgow Maternity Hospital during the years
1908 to 1912 inclusive we have had 12 cases with no deaths.

In certain cases, where the hydrocephalus is slight, delivery may
be spontaneous or easily terminated by forceps or by traction on the
lower limbs of the child. In such cases the condition will be appre-
ciated only after the birth of the child. With a dead child, too,
where the head is of some size, spontaneous delivery may result
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because of the laxness of the hydrocephalus. Rupture of the sac
has occasionally oceurred, the whole sealp giving way : but more
commonly the fluid is effused into the cellular tissue only, and extends
down over the neck and shoulders of the child.

Such terminations. however, do not affect the treatment, which
must be to remove the fluid as soon as the condition is appreciated
and the operation is possible.

The first question which naturally occurs to one is, How far
should the child’s life e considered in this condition ? There are a
few cases where the children have remained alive for some little time.
But if one looks at the figures given by Kleinhans ' one sees how hope-
less the condition is, for, taking 271 cases the different authorities
mention, although a few children lived for weeks, there is only
one definite case of cure. Modern I'rench writers express themselves
very decidedly. Budin® says: ¢ \ supposer qu'ils survivent affligés ou
non d'autres déformations, ils sont atteints d'impotence cérébrale et
ne peuvent guere ctre que des eréting ou des idiots *; and Ribemont-
Dessaignes and Lepage ® remark : 8'il survit et s'il atteint I'ige d'un
an, I'hydrocéphale présente habituellement tous les signes de I'idiotie,
de telle sorte qu'au point de vue de la conduite i tenir pendant
I'accouchement, la vie du fietus ne doit pas entrer en ligne de compte.’

To tap the head and inject a quantity of fluid equal to the amount
removed, and so possibly save the child for a few months, is quite
quixotic. If the head is of such a size as to necessitate tapping, the
child should be destroyed by the operator stirring up the brain with
the perforator.

The fluid in the ventricles may be withdrawn by a trocar, or hy
making an opening with the perforator. Any sharp instrument does
for this purpose, and often I have employed a pair of sharp-pointed
seissors. The best instrument is, of course, the perforator. The
perforation of both the fore-coming and after-coming head is very
simple. In the former presentation the instrument is pushed through
one of the gaping sutures, while in the latter it is pushed through the
skull in the neighbourhood of the postero-lateral fontanelle. The
manner of employing the perforator is detailed fully in the chapter on
Craniotomy (Chapter XXIX.).

After the head has been perforated, the delivery of the child in
breech presentations is readily accomplished by making traction on
the body. When the presentation is the head, however, unless the
case is left to Nature, one must have recourse to the cephalotribe

' Winckel's * Handbuch,” Bd. ii., Teil iii., p. 1646,

2 Tarnier and Dudin, * Trait¢ de I'Art des Accouchements,” 1901, tome iv., p. 28.

3¢ Préeis d’Obstétrique,’ 1904, p. 1008

¢
’
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or forceps. Usually a sufficient hold can be obtained with the
foreeps, but should that not be possible, the cephalotribe must be
employed.

(uite recently Ballantyne ! drew attention to the advantage of with-
drawing the fluid by spinal tapping. This treatment was suggested by
Van Hueval, and first carried out by Tarnier in 1868. Certainly it is
a very simple method, especially if there is a spina bifida. After

Fie. 57— Removal of the Fluid in Hydrocephalus by Spinal Tapping
(Tarnier and Budin.)

opening into the spinal canal, a silver or gum elastic catheter is passed
into it and pushed up into the eranium (Iig. 57).

As there is danger of post-partum hwmorrhage with this com-
plication, it is advisable to have everything ready for such an accident.

In cases of cranial presentations, if the hydrocephalus is detected
early in labour, before the os is dilated, the head should be punctured
and the further progress of the labour left to Nature.

Meningocele and Encephalocele.  Such localized tumours of the
head are occasionally encountered. The accompanying illustration

! Edin. Obstet. Trans., 1905, vol. xxx., p. 20.
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(Fig. 58) of a fwetus, delivered at the Glasgow Maternity Hospital, is an
example of the latter. They appear along the sutures, but especially
at the fontanelles, and more particularly the posterior fontanelle.
They rarely cause trouble at birth, for, although the sac is sometimes
of large size, it is lax, and becomes stretched or flattened out during
labour. They frequently, however, as in the case illustrated, cause
alteration in attitude and position of the fetal head. Facial presenta-
tions are specially common.

Fi¢, 58.—Encephalocele,  (Author's Collection.)

The condition is often not recognized until after the birth of the child.
Theoretically, the swelling might be appreciated by abdominal palpa-
tion, but it is usually so placed that it is difficult to define. With the
fore-coming head the condition has been mistaken for a double
monster, twins, and a cystic tumour of uterus or ovary. In all cases
of doubt the hand should be passed into the uterus and a careful
investigation made.

Spontaneous delivery is not infrequent if the sac is small or if it
gives way when the forceps has been employed ; the true nature of the

.
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condition has, generally speaking, not been recognized. The correct
treatment is to tap the sac and not employ force in the delivery of the
head. In cases of this group, if the tumour is a meningocele and has
a narrow stalk, a few of the children may be cured by operation, or
sometimes even without interference if the stalk of the sae shrivels up.
Hence the reason for simply tapping. Most of the children are born
dead or die shortly after birth. It is curious that, although compres-
sion of the tumour after the child is born often causes convulsions,
this has not been observed during labour. The death of the child,
however, must sometimes be the result of compression during labour,
for many of the children have evidently died very shortly before
birth.

Dystocia from Large Shoulder-Girdle, Tumours of Neck and
Thorax.—During or after the escape of the head, the descent of the
child may be interfered with by reason of the size of the shoulder-
girdle or the presence of tumours about the neck or thorax.

Dystocia caused by a large shoulder-girdle is the most frequent of
these conditions. In most cases the whole child is of unusual size,
and weighs sometimes 11 or 12 pounds. Unusual size of the head
and thickness of the neck should lead one to suspect the shoulders as
being the cause of the dystocia, if there is any difficulty in delivering
them. I have once or twice seen the trunk proportionately larger
than the head, and it has been remarked that the anencephalic fatus
has often an unusually large body.

Difficulty with the shoulders after the birth of the head arises
from the shoulders getting caught by reason of their size and position
or by reason of pelvie deformity. I have once or twice found the
cord wound round the neck, and no doubt actual or relative shortness
of the cord may hinder the delivery of the child. The differential
dingnosis between large shoulders and short cord will usually not be
difficult, and in all cases of doubt should be arrived at by a thorough
exploration with the hand in the vagina.

In the slighter degrees of difficulty with the shoulders it may be
found that the cause is a failure of the shoulders to rotate. Should
that be the case, the hand must be passed along the back of the neck
over the shoulder, and the rotation aided.

When decided difficulty arises with the fore-coming shoulders, the
course to pursue depends upon whether the child is living or not.
If it is dead no further attempts at delivery should be made until both
clavicles have been divided. This operation (cleidotomy) is fully
described in Chapter XXIX. I have always succeeded in delivering
the child by this means. It has sometimes happened that the
operator has removed the head and then separated the arms
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before he could bring the trunk down, and I cannot see any great
objection to such treatment, although it is generally considered
inadvisable, seeing that one loses the benefit of the head for traction.
Theoretically, with the head away, however, any limb may be brought
down. Provided there is no large stump of neck left, the arm is about
as good as the leg for traction, except that it is more easily pulled off.
It might be a little awkward if one were left with a large trunk and
both arms removed. Therefore, I think it wisest to divide the clavicle,
and, should the shoulder still not come down, to pass a sharp hook
into one axilla, preferably the anterior.

With a living child whose shoulders are so large that they prevent
the descent of the trunk, one is in a very awkward predicament indeed.
After having failed to effect delivery by means of a finger inserted
into the armpit, it is safer to run the risks of the blunt hook than to
make extreme traction upon the neck, for the danger to the child from
such a proceeding is very great. When the hook is employed, it
should be passed into the anterior axilla, if at all possible, for if one
passes it into the posterior, and the anterior is still above the brim,
the latter will catch upon the brim, and the delivery of the shoulders
rendered more difficult.

Should by any chance these devices fail, and I have twice en-
countered such a case, the child’s condition will have become hopeless.
A sharp hook should then be passed into the axilla, the child decapi-
tated, and the clavicles divided.

It has been suggested to perform pubiotomy; but few, I fancy,
would favour such a treatment, as it would increase the maternal
mortality, already very high, without much prospect of improving the
foetal mortality.

A very similar dystocia-—viz.,, a difficulty in extracting the
ghoulders or even the head—may be caused by twmours of the necl
and by hydrothorar.  Cystic and solid tumours of the neck are rarely
of a size suflicient to cause obstruction. The one figured in Winckel's
“Text-book " is the largest I know of. One deseribed by Hewetson*
in great detail is through the kindness of the author reproduced
here (I'ig. H1).

Distension of the ftal thorar is of great rarity. Winckel® men-
tions seven cases. Hydrothorax is invariably accompanied by ascites.
Ballantyne? refers to such a case reported by Hardouin and Moreau.
If there is much distension of the chest, the shoulders will always
have difficulty in engaging, and perforation of the chest is necessary.

1 Edgar's translation, 1890, p. 431.
2 Journ, Obstet, and Gyn, Brit, Empire, 1903, vol. iv., p. 355.
3 0p. cit,, p. 434, 4 Op. cit., p. 362,
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Tumours connected with the Abdomen and Pelvis.—The next
malformations we must consider are those connected with the abdomen

Fia, 60, —Futal Ascites.  (Ballantyne.)

and pelvis. In certain cases these conditions may even hinder the
engagement of the shoulders. As a rule, a diagnosis is only
possible if the hand is passed into the vagina.

s

T
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Distension of the abdomen from ascites (Fig. 60) and tumours of
the spleen, liver, testicles, ovaries, kidneys (Fig. 61), bladder, although
rare, is not very uncommon. Each of these tumours is of pathological
interest, but unfortunately they cannot be considered here. Irom

Fi6. 61.—Congenitally Enlarged Kidneys (Natural Size). (Bullantync

the obstetric standpoint they all present the same feature. The dis-
tended abdomen prevents the descent of the feetus.

If the presentation is cranial, unless the abdominal distension is
extreme, the shoulders can usually be delivered ; the trouble is in
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extracting the trunk. In these cases the diagnosis is simple, for the
trunk of the child should always pass through the maternal pelvis
easily. When, however, the shoulders also refuse to descend, there is
a little move difficulty in appreciating the cause of the dystocia. The
unusual distension of the mother's abdomen may arrest attention, but
sometimes the hand has to be passed into the uterus before a diagnosis
can be made. I had an illustration of this in a case of extreme
ascites.

Should the child present hy the breech, one or both legs may be

Fia, 62.— Enormously Large Congenital Sacral Tumour.

(Museum of the Pathologieal Institute, Glasgow University.)

brought down, but further delivery is impossible. The other con-
ditions which may give rise to a similar difficulty are tumours of the
snerum and the arrest of the child by the retraction ring. The latter
condition—a very interesting one—is referred to elsewhere. Here,
again, the passage of the hand into the uterus alone will clear
matters up.

In cases of distension of the feetal abdomen, the bulk of the child
can usually be sufficiently diminished by withdrawing the fluid by an
aspirator, as most of the conditions encountered are cystic. It some-

— e
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times happens, however, when the tumours are connected with liver,
spleen, or kidney, that they cannot be sufliciently lessened by this
simple device, and so a large abdominal opening has to be made, and
the tumours broken up and removed by the hand. In cases of ascites
the fa:tus is usually born dead, but when the other tumours mentioned
are present it may be born alive. Should, therefore, evisceration
have been necessary in cases of breech presentation the after-coming
head must be perforated.

Sacral congenital tumours obstrueting labour (Fig. 62) usually
give most trouble when the child presents by the breech. With the
fore-coming head, the legs and tumour slip through the pelvis more
easily. In several cases—one, for example, recorded by Hewetson®
—the child could only be extracted after the tumour was broken up.
In the former case the child presented by the breech, and in the latter
by the head.

The diagnosis of the condition when the tumour presents may be
very ditfieult, and is most likely to be confused with a submucous
myoma. As I have repeatedly said, however, in all cases of doubt a
manual exploration of the uterus should be made under anwsthesia

t Journ. Obstet, and Gyn, Brit. Ewmpire, 1903, vol iii., p. 203.




CHAPTER VIII

DYSTOCIA THE RESULT OF ABNORMALITIES AFFECTING THE
FETUS—Continued

Presence of More than One Feetus.

Wi cannot discuss here the etiology or anatomy of plural pregnancy,
the most interesting questions in connexion with this subject, nor
can we consider the effect the former has upon such complications as
eclampsia, toxiemia, ete.  We are concerned with the condition only
as it affects labour.

The ease with which the diagnosis of plural pregnancy can be
made depends very much
on how the ova are placed.
In the cases where they

lie side by side (IFig. 63),
or in the rare condition in
which the one is above the
other (Fig. 64), it is not
difficult. When, however,
both lie longitudinally and
are placed the one behind
the other (Fig. 65), there
is, as a rule, considerable
difticulty.

As regards the diag-

nosis, absolutely no reliance
should be placed upon such
subjective symptoms as
feeling of unusual size, the

sensation of a great deal

of fetal movement, ete.;

similarly, in palpating the

abdomen, one must not conclude that there are twins simply because

of the size of the abdomen or the apparently unusual number of

limbs. I have been so often deceived that I only diagnose plural
114

Fic., 63.—Twins lying Side by Fide,
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pregnancy by palpation when 1 feel two foetal heads. Two breeches
should make it quite as conclusive; but the breech is much more

difficult to define, and I de-
finitely decide upon plural
pregnaney only when 1 feel
two heads.

I have purposely not
referred to the outline of
the abdominal swelling in
the case of twins, for 1
have not found it of great
service.  Without doubt,
especially if the children
are lying side by side,
a suleus may mark the
division between the two
saes, but as often as not
no such dividing mark is
present.  Very much the
same applies to the fotal
heart sounds. 1t is fre-
quently stated that hear-
ing these sounds over two
areas, separated by an area
in which they cannot bhe
heard, should lead one to
suspect plural pregnancy.
It should not, however, do
more, for 1 have several
times observed the same
when there was only one
fotus. To be absolutely
certain that there are two
fietal hearts beating, the
accoucheur must wake out
the heart sounds to be of
different rhythms over the
two areas. They should
therefore be counted simul-
taneously by two observers,
for it is surprising how

T

Fie, 64.—~Twins lying One Above the Other.

Fi, 65.—Twing lying One in Front of the Other.

quickly, and often after the slightest movement, the fwtal heart

rhythm becomes altered.
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Lastly, the feeling of two distinet sacs through the os is only
possible where the os is sufticiently dilated. Although not infre-
quently with plural pregnancy the os is dilated for some time before
labour, I have only been able to make out this feature on two
occasions, and in both the fwtuses were lying side by side. It is
stated that even when they lie one in front of the other the two sacs
may occasionally be felt; but I fancy that is unusual, for in such
cases the one is invariably higher than the other.

In recent years it has become possible to diagnose plural preg-
nancy with great exactness by means of X rays. When this method
of examination, then, is available, it should certainly be employed.

The relative frequency of the positions of the fwtuses is as
follows :*

Toran Cases, 1840 (LroNuarp),

Fivst ehild - head ; Sceeond ehild - head - 5 per cent,

head ; P - breech 2101
breech ; " head 143
breeeh ; 4 . breech - 1077 "
head ; " Lransverse L] "
transverse ; 5 head - 08

& breech ; " - transverse 42 .‘
transverse ; - breech 07

" - transverse ) transvers 09

As a rule, the recognition of plural pregnancy prior to labour is a
matter of no great practical importance. 'The exact state of matters
is appreciated after the birth of the first child, and that is quite
sufficient. I onee, however, did find the correct diagnosis during
pregnancy of importance, and others have had a similar experience.
1t was a question of inducing labour in a contracted pelvis in which
the deformity was of the medium variety—viz., a conjugata vera of
about 3} inches (7'8 centimetres).  After a careful examination of the
case and a dingnosis of twing I did not induce labour, because,
presumably, the children would be smaller than usual, and so would
pass through the pelvis more readily. My surmise proved correct,
and the result was highly satisfactory, both children were born alive
without any interference being necessary.

The effect of plural pregnancy upon the mother is too big a subject,
and hardly comes into the domain of operative midwifery, Speaking
generally, one may say that all the complications associated with or
co-existing with pregnancy are more frequent and more aggravated
by the presence of more than one feetus. This is very markedly seen
in connexion with the toxemias of pregnancy.

1 Strassmann (Winckel's * Handbuch,' Bd. i., Heft 2, p. 1273).
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Speaking generally, labour is delayed in plural pregnancy. The

contractions, owing to the overdistension of the uterus, are weaker,

‘ and bearing down after rupture of the membranes is more feeble.

The contractions, too, are often very painful. Against, and counter-

acting to some extent, these conditions is the smallness of the
children.

In cases left absolutely to Nature there is not a little delay between
the birth of the two children. According to Strassmann, in seventy
cases left to Nature the average duration of time hetween the birth of
the two infants was twenty-eight minutes. In thirty-one, however, it
was only ten, and in sixteen it was only fifteen minutes. The longest
time was three hours. The other extreme of many hours and even
days intervening will be found in the records of cases scattered
throughout the relative literature.

The general rule is that both placente follow the expulsion of
the second child. T have never seen it otherwise, and Strassmann,
in a series of 476 cases, found it occurred in all except three cases.
When, however, there is a very long interval between the birth of
the two children, it has happened that the placenta of the first has
remained in the vagina and become septic. Iith! has referred to
such cases, and pointed out the dangers to mother and child.

Bearing in mind these few facts regarding the progress of labour
in plural pregnancy, let us consider the treatment which should be
followed.

Speaking generally, labour should be interfered with as little as
possible, and it should naver be forgotten that there is always a period
of uterine quiet after the first child is born.

It may oceasionally happen that rupture of the bag of membranes
of the first child, especially if the parturient is a multipara, will help
matters, for it will diminish the overdistension. It is sometimes,
therefore, quite a wise course to rupture the membranes, even before
the os is fully dilated. 'Then, again, the fact that the contractions are
often feebler than normal will not infrequently compel one to assist
delivery by forceps, or by traction on the lower limbs. It is inadvis-
able, however, to perform version upon the first child unless there is
some coexisting complication, such as placenta prwvia, for there
may be difficulty in extracting the after-coming head, especially
as supra-pubic pressure cannot be very effectively employed in
S0 CASES.

The first child being born, and the cord tied both distally and
proximally, one should wait for a little time, and not hasten the
delivery, unless there is some indication, such as hemorrhage, for

' Zent. f. Gyn., 1901, p. 1055,
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doing so. If the membranes do not rupture in fifteen or twenty
minutes, that should be done artificially. At the same time the exact
presentation of the second child should be determined, for it occasion-
ally happens that after the birth of the first the second one changes
its position. Although the change may be for the better, it is often
for the worse, a previously longitudinal lie being converted into an
oblique. The membranes being ruptured, the second child is, as a
rule, soon expelled ; if not, its delivery must be completed by artificial
means. It is a mistake to hurry too much the delivery of the second
child with foreeps, for in grasping a head which is still movable it will
very often be pulled into an unfavourable position. If possible, then,
let the head engage before applying the instrument. Indeed, like
many others, I consider it better to eniploy version, for there will
seldom be any difficulty in performing it, and, the passage being
already dilated, the second child passes readily, unless, of course, it is
of unusual size.

It would be quite out of place to diseuss further the dangers and
complications of plural pregnancy. Everyone is aware that plural
pregnancy throws a greater strain upon the mother, and that such
complications as placenta prievia, and post-partum hiemorrhage, are
more common. One can understand, therefore, why the maternal
mortality and morbidity should be higher.

The faetal mortality is also high. The fact that the children are
so often premature, poorly developed, and malformed: that the
cirenlation in one or both is interfered with by the communication of
their bloodvessels and the faulty insertion of their cords; and that
during their birth complications readily arise, explains why that
should be so.

Before leaving the subject, however, I must consider for a moment
a most interesting accident which occasionally arises in connexion
with twin births—viz.,, “locking.’ 1 have purposely kept it quite
apart from my general remarks on the management of plural preg-
nancy because it is such an extremely rare occurrence. According
to V. Braun, it only occurred once in 90,000 cases in the two Vienna
cliniques. Personally, 1 have seen it once in a case of premature
labour, when both children were small. The condition may threaten
when two fatal sacs appear together. In such cases it is well to
favour the delivery by rupturing the sac which contains the child
with the head presenting, and following upon that, to place the
woman, if possible, so that the forece of gravity will tend to withdraw
the other child from the pelvic inlet.

There is here represented two forms of *locking,” and, as can be
seen at a glance, the first—viz., locking of fore-comimg and after-

—
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coming heads—is much more serious than the other variety, in which
the two fore-coming heads become impacted.
Taking the first variety (Fig. 66), where an after-coming head

Fio, 66, —Locking of After-coming Head of First Child with Fore-coming Head of Second.
(Bumm.)

becomes eaught by the fore-coming head of the second child, an
| attempt should first of all be made to push up the second, and under
deep anwsthesia this may succeed. It did so in a case under my care.
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Should that manwuvre prove unsuccessful, it is inadvisable to do as
has been suggested, even although it has been successfully carried
out—viz., apply forceps to the fore-coming head of the second child.
The dangers to the second child are great and the risks to the mother

Fii. 67, ~Locking of Two Fore-coming Heads

not inconsiderable, as she will, almost certainly, have her parturient
canal considerably lacerated. Consider the condition of matters.
The chances of the first child being saved are almost nil. It has
4 | already had its circulation seriously interfered with, owing to pressure
il upon its cord. The second child, on the other hand, has not yet had
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its life in the least endangered. Of course, if it is known that the
second child is dead, then everything must be done to try and save
the first; but presuming that the second child is living, the only
course is to decapitate the first, apply forceps to the head of the second

Fia. 68, —Locking of After-coming Head of First Child with the Shoulder of the Second
(Bummn.,)

child and deliver it, and, finally, remove the severed head of the first
with forceps or the cephalotribe.

As regards the locking of two fore-coming heads (Fig. 67), it is
seldom of any consequence, for the second can usnally be pushed out
of the way. Failing that, attempts at extracting the first with forceps
should be made, and if that still fails, craniotomy on the first child
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is preferable to eraniotomy on the second, whose life so far is not at
all endangered.

A most hopeless condition is that in which an after-coming head
and a shoulder with a prolapsed arm become impacted (Fig. 68).
Baudelocque accomplished delivery by decapitating the first child and
performing version on the second, which would certainly appear to be
the best course.

s I



CHAPTER IX

DYSTOCIA THE RESULT OF ABNORMALITIES AFFECTING
THE FETUS—Continued

Double Monsters.
By J. W. BALLANTYNE, M.D,, F.R.S.Ep., erc.

Few medical men are called upon to conduct a case of labour in
which the product consists of a double monster, and even obstetricians
of considerable experience will see no more than two or three confine-
ments so complicated in a lifetime. Nevertheless, any practitioner
may any day find himself face to face with such an obstetric
emergency, either in his own or in a brother practitioner’s practice ;
and it is, therefore, necessary for him to know what has been the
usual history of such cases, and in what way the difficulty in delivery
can best be overcome.

It is safe to say that in the past cases of difficult labour, in which
the cause of the difficulty was the presence of united twins in the
uterus, have generally been dealt with without any consideration for
the life of the double monster. As a matter of fact, the only cases
(two in number) with which the writer has had to do were ended
after great difficulty by a sort of general dismemberment of the
fietuses.  There are, however, certain circumstances which may now
make it necessary for us to revise our views regarding such a mode
of obstetric interference. In the first place, the profession regards
with very different feelings the operation of craniotomy on the living
fietus, and is striving to substitute methods of interference, such as
Ciwsarean section, symphysiotomy, and the induction of premature
labour, which shall give a chance of survival to the infant. The life
of united twins may not, perhaps, appear to have a high value; but it
is a fact that some individuals thus congenitally fused have survived
for a number of years, and not unhappily. The Siamese twins
constitute an instance of this, for these brothers lived from 1811 till
1874, and begat normal children. In the second place, Csarean
section can now be performed with a much lower mortality than
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formerly, and gives an alternative method of delivery in cases which
used always to be terminated by embryuleia. In the third place,
united twins are not now condemned to pass their lifetime so fused
together, for modern surgery has attempted, and in one or two
instances has carried out with partial success, the separation of the
two bodies. At the same time, while these new circumstances ought
to make us take a different view of our responsibilities in the treat-
ment of labours complicated by the presence of double monsters, it is
doubtful whether it will be found possible as yet to apply them to the
actual obstetric management of cases. There is still the difficulty of
the ante-partum diagnosis of the existence in utero of such a mon-
strosity,  Although it may be possible for the more skilful ding-
nostician to suspect abnormalities of the unborn infant as a result
of his palpation of the uterus, it is the general rule that the
malformation is not recognized till labour is in the second stage, and
till, therefore, induction of premature labour is out of the question,
and Cmsarean section can only be performed under disadvantageous
conditions. It must be borne in mind that the antenatal diagnosis of
twins can rarely be made with certainty, the obstetrician being forced
to content himself with intranatal recognition of this complication of
labour. And I know of no way in which the nature of the twins can
be foretold before their birth, for even if a radiogram could be made
showing the presence of two fwtuses, it would be useless for the
diagnosis of the presence or absence of union of the twins, unless,
indeed, the union were an osseous one.

VARIETIES OF DOUBLE MONSTERS.

There are two great gronps of united twins: in the first, the two
fortuses are of almost equal size, and are symmetrically disposed and
united by corresponding parts (e.., chest to chest, head to head,
gluteal regions to gluteal regions) ; in the second, the two fetuses are
of different sizes (often of markedly different sizes), are asymmetri-
cally disposed, and are apparently united by unlike parts (c.g., head
to chest). In the former group the united twins may be called
symmetrieal disomata, and in the latter asymmetrical disomata. In
the former group each twin has the same degree of [urimation and
vitality, while in the latter one of them is obviously a parasite upon
the other.

It is not with the parasitic or asymmetrical disomata that the
obstetrician has much to do. Labour may indeed be retarded, but
the degree of retardation, the means which require to be taken to
overcome it, and the effects produced upon the mother, do not differ

&

}




G

-

DOUBLE MONSTERS 125

from those met with in cases of localized enlargement of the fwetus
from any cause whatever (cy., fwtal ascites, hydrocephalus, ete.).
I'or instance, in a case of fiwtus in fiwtu (included fwetus) reported by
Wright and Wylie ! the labour was long and difficult on account of
the large size of the infant's abdomen. Some time after her birth the
infant was operated upon, and a mass removed from the cavity of the
lesser peritoneum. This mass was sent to me for examination, and I
reported that it was an included twin fetus of the variety known as
amorphus or anideus, and that by increasing the size of the abdomen
of the co-twin it had led to the delay and difficulty in labour.
Instances might be multiplied, but I pass to the consideration of the
obstetrical relations of the symmetrical disomata or united twins in
the ordinary sense of the term.

There are three great subdivisions of the symmetrical disomata.
I'or convenience and ease of description these groups may be called
the chivid, the hypsiloid, and the lambdoid united twins, the names
being given to them on account of their resemblance to the Greek
letters Chi, Upsilon, and Lambda respectively. In other words, the
united fictuses in these three subdivisions have the shape of an X, of
a Y, and of a small Lambda or an inverted Y respectively. In text-
books of teratology and untenatal pathology they are more often
called thoracopagous, dicephalous, and syucephalouns  fused or wunited
twins ; but from the present obstetric standpoint 1 think it will be
helpful to keep the general construction of the monstrosities before
the mind’s eye by means of these short descriptive names—X-shaped,
Y-shaped, and inverted Y-shaped. The first group contains the cases
in which there are two almost perfectly formed infants united more or
less completely, thorax to thorax or back to back ; the second contains
the two-headed monstrosities, in which the lower parts are more or
less fused into one; and the third includes the single-headed mon-
strosities, which show duplieation of the lower limbs and sometimes
of the lower part of the trunk as well.

LABOUR IN THE CASE OF THE CHIOID DOUBLE MONSTERS.

When one looks at chioid united twins (Fig. 69), whether of the
kind in which the place of union is situated anteriorly (region of
thoraces or of abdomens), or of that in which the twins are fused in
the gluteal regions, the first thought which comes into one's mind is
that it must be impossible for such twins to pass alive and uninjured
through the genital canal. Yet, as a matter of fact, records of the
live birth of sueh monsters are found in obstetric literature, both old

L Brit. Med. Jowrn., vol. ii., 1900, p. 1428,
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and recent. It is true that the confinement is oceasionally stated to have
been premature, and that the twins themselves are generally smaller

: S !
than single feetuses of the same age, yet cases are not wanting in

T
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Chioid or Thoracopagous Monster. (Haultaiy

which they have been of good size and born at full term. There is,
! of course, the well-known instance of the Siamese twins, and of late

il st e

years Chapot-Prévost has recorded the case of Chinese brothers born
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alive, and surviving birth, at the full term. In the latter example it is
further affirmed that the mother of the united twins was a primipara.'

From a scrutiny of the cases in which details of the confinement
are given (not a very large number, it may be remarked) it would
seem that the natural mechanism of delivery (if it may be so called)
has been as follows : The united twins have presented by the feet, the
hodies have descended parallel to each other through the vaginal
canal, and then the obstetrician has carried the bodies well forward
over the symphysis pubis, with the result that the posterior head has
engaged in the pelvis and been born, while the anterior head has then
been able to follow. This seems to have been the mechanism which
proved effectual in the case recorded by Dr, Haultain in the Transac-
tions of the Kdinburgh Obstetrical Society for 1901-1902.*  When
the obstetrician has been successful in the management of one of
these labours, it will generally be found that he has imitated as far as
possible the natural mechanism indicated above. Version, therefore,
gives the best results as a rule, for by its means the feet are made to
present and the natural mechanism facilitated. The chief difficulty
will arise in connexion with the birth of the heads. lere, again, the
rule is to imitate Nature, and get the posterior head to enter the pelvis
first, the bodies for this purpose being carried well forward over the
symphysis pubis.

Occasionally cases have been recorded in which delivery has taken
place or been brought about without performing version, and in which,
nevertheless, the heads have been the presenting parts. Such cases
almost necessarily imply that the maternal pelvis has been large. In
. Hanks' case® the double fwtuses presented by the heads. One
head was born first, the other in the meantime occupying the space
between the chin of the first twin and its chest: then the second head
was expelled with the help of traction on the first ; and then the two
bodies came away simultaneously. But the two heads do not always
come away together, as they did in Hanks' case. In an interesting
record by P. Boulton* the following details are given. The mother
was a small, weak woman, thirty-seven years of age, who had had
eight pregnancies, all ending in normal confinements. In the present
labour the first head presented as a face: forceps was applied and
the first head extracted. Next, the shoulders, arms, and trunk of this
child were brought down; then the four feet and the trunk:; and
finally the head of the second twin appeared at the vulva, and was
born in that order. The labour was premature and the fused twins

! *Chirurgie des Teratopages,” Chapot-Prévost ; Paris, 1901,

? Trans, Fdin, Obst. Soe., vol. xxvii., p. 176,
3 Trans, Obst. Soe, Lond., 1862, vol. iii., p. 414, ¥ Thid., 1882, vol. xxiii., p. 260.
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small; but for these facts it is doubtful whether such a mode of
delivery could have taken place.

When a part of the fused twins has been expelled, and when no
further progress takes place, or can be accomplished by ordinary
obstetric measures, the indication will be to reduce the size of the
product of conception by embryuleia; but it will be advisable to
regulate the plans of procedure as far as possible. If, for instance,
the connecting band between the fietuses can be reached, and if it
be not of too solid a nature, the obstetrician will divide it, and then
deliver the faetuses separately. If one head be at the vulva and the
other be jammed in the pelvis, decapitation of the first head may
make it possible to complete the delivery. In almost any of the
impacted cases the performance of cleidotomy (division of one or both
clavicles) will facilitate other obstetric manwuvres, if it does not of
itself make labour possible. (raniotomy of one or both heads may
be necessary ; and in a case in which the specimen afterwards came
into my possession for examination both heads as well as the two
abdomens had been opened into before the fa'tuses could be extracted.
In all such cases the obstetrician will, of course, do his best to prevent
sepsis, and will be well advised to wash out the interior of the uterus
thoroughly. One of the great dangers associated with the delivery of
double monsters of this type is the fact that not infrequently several
medical men have to do with the case, either as principle or con-
sultant or assistant, and that several different hands may thus be
passed into the uterus during the manipulations, each hand, of
course, increasing the risk of sepsis. Further, the labour is often a
prolonged, an anxious, and a disappointing one (dead-born infant),
and for these reasons the patient may be less able to resist septic
infection.

LABOUR IN THE CASE OF HYPSILOID DOUBLE MONSTERS.

The dicephalous or hypsiloid fused twins (Iig. 70) have two heads,
three or four upper limbs, two necks, a body showing some signs of
duplicity, and (usually) only two legs, which belong one to each head.
A classic case of this type of double monster is the Scottish brothers
who lived during the reigns of James 11I. and James IV., and
attained to the age of twenty-eight years; another instance is that
of Ritta-Christina, born in Sardinia in 1829, and living for a few
months; and yet another is that of the Tocei brothers, born in
Italy in 1877. It is, however, somewhat uncommon for fused twins
of this type to survive birth, although, as a matter of fact, the
obstetrical conditions are not worse, but better, than those of the
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chioid type. In Dr. Pallarés’ case of dicephalus which I reported
some time ago' the cause of the fetal death seems to have been the
complication of the labour with a placenta previa.

I'he obstetrical history of the hypsiloid twins closely resembles in
its main outlines that of the chioid type. If the presentation be

Fic. 70.—Hypsiloid or Dicephalous Monster, (Hunterian Museum, (ilasgow University.

breech or footling, the single body is born with perhaps some delay ;
then the first head enters the pelvis, and, if it be the posterior one of
the two, is expelled by pulling the body well forward ; then the second
or anterior head follows without further difficulty. It may, however,
be necessary to decapitate. A fairly typical case is thus deseribed by

' * Teratologia,’ 1895, ii. 210
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Horrocks :' ¢ The presentation was breech, and nothing abnormal
was found until the child was born as far as the shoulders. Two
necks and two chins were now made out. The left head was anterior
and lower than the right, both faces looking towards the mother’s
right. The pains were strong, and presently the right head descended
below the sacral promontory, got lower than the left head, swept over
the perineum, and was born first, with the occiput posterior and to the
left. The left head was born last.” In a case reported by Phillips *
the anterior head was born first, but the labour was premature.

When the heads present, delivery, if it can occur at all, takes place
in the following way: One head is born and becomes fixed under
the arch of the pubes; then the body is driven past it by a sort of
gpontaneous evolution ; and finally the second head emerges. If, as
is not uncommon, the delivery cannot be effected by this mechanism,
it will be necessary to decapitate the first head and perform version.
The same precautions must be taken, as regards asepsis and the
avoidance of prolonged and purposeless traction, with the hypsiloid
as with the chioid fused twins.”

LABOUR IN THE CASE OF LAMBDOID DOUBLE MONSTERS,

The cases are comparatively rare in which the fictuses are fused
in the region of the heads (Fig. 71) and upper part of the trunks, and
separate in the lower parts and the lower limbs. The name lambdoid
twins may be given to such monsters, although the more familiar
appellation is syncephalic (fused heads). The obstetrical difficulties
are in these cases usually associated with the large size of the single
head, for, although single, it represents two heads, indications of
which are often forthcoming in the presence of two faces. The name
¢ Janus faetus * has been given to it on account of the existence of the
two faces, which are sometimes placed side by side (with a common
central eye) or back to back. If in such cases the lower extremities
present first, it is quite likely that the two bodies may be born, with
some delay, perhaps, but without any great difficulty ; but the after-
coming head will remain at the brim of the pelvis. The necessity
will then arise for perforation, and perhaps for basilysis, of that head,
and in order to reach it easily it may be good practice to reduce the
bulk of the shoulders by cleidotomy. 1f, on the other hand, the head

1 Trans. Obst. Soc. Lond., 1885, vol. xxvi., p. #26,

2 Ibhid., 1887, vol. xxviii,, p. 2

3 Interesting details (with a bibliography) of the birth of dicephalic double
monsters are given by Dr. J. Phillips (Edin. Med. Journ., 1888 vol. xxxiii.,
pp. 808, 604).
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presents, the case will no doubt be treated by the usual methods, for
the obstetrician will not guess that there are two bodies following ; in

71.—Lambdoid or Syncephalous Monster. (Hunterian Museum, Glasgow University.)

other words, forceps will be applied, and will doubtless fail, and then
recourse will be had to perforation. Probably it will be necessary to
\ reinforce the perforation by considerable comminution of the head
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(removal of large pieces of the cranial vault bones) and by basilysis.
Sinee, however, these lambdoid double monsters have usually a very
repulsive appearance, and little chance of surviving, there need be
little hesitation in pursuing the line of treatment indicated above.
There are some types of double monster which do not fall into any
one of the three groups referred to; but as a rule the obstetric diffi-
culties they cause are no more than those which would be produced
by separate twins. Thus, in the very rare cases of eraniopagus (in
which the two fietuses are united by the vertices of the crania, and are
separate in all the other regions) one twin is born by the feet, the two
heads come one after the other, and finally the body and limbs of the
gecond twin appear. The eraniopagous fused twins may survive birth

for months, even for years.




CHAPTER X

DYSTOCIA THE RESULT OF ABNORMALITIES AFFECTING THE
FETUS—Continued

Cord —Placenta— Meinbranes.
COMPLICATIONS CONNECTED WITH THE CORD.

Presentation and Prolapse of the Funis or Cord.—In considering
this subject, it is still the custom of many to follow the classification
of Naegele, and distinguish between presentation and prolapse of the
funis, the former being a falling down of the cord in front of the
presenting part before rupture of the membranes, and the latter being
a similar occurrence after rupture. The distinction is useful, as the
treatment for the two conditions is quite different. Doubtless, prolapse
in most cases is a natural consequence of presentation, but in not a
few it is only with rupture of the membranes and the escape of the
liquor amnii that the former occurs, while occasionally the latter
has disappeared during the course of labour. The frequency of the
condition in the Glasgow Maternity Hospital is 1 in 150 cases.

Speaking generally, the conditions favouring the occurrence of
prolapse of the funis are those which interfere with the close applica-
tion of the presenting part to the lower segment of the uterus. The
head of the fietus best accommodates itself to the lower pole of the
uterus ; consequently, prolapse of the cord is much less frequent with
it than with pelvic and transverse presentations. Von Winckel ! found
transverse presentations twenty to twenty-five times and breech nine
to ten times as often as head presentations. For the Glasgow Mater-
nity Hospital the figures are : Head, 73 per cent.; breech, 6 per cent.;
transverse, 21 per cent.

Malformations of the pelvis, and tumours of the uterus and sur-
rounding parts, by hindering the engagement of the presenting part,
also favour prolapse, while such conditions as low implantation of
the placenta, marginal attachment of the cord, undue length of cord,
sudden rupture of the membranes, especially if the parfurient is in an

! *Handbuch der Geburtshiilfe,” Bd. ii., Teil iii., 1905, p. 1522,
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erect position, need only be mentioned. They are evident and impor-
tant factors.

The condition is found about five times as often in multipare as
in primipare. But it is at onee apparent that such a comparison does

Fie. 72 —Prolapse of Cord.  (Bumm )

not really give a correct idea of the relative frequency in primipar,
the practical bearing of which is that it is more common in the latter
than is generally supposed.
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The position of the prolapsed funis depends chiefly upon the
position of the fwtus, for the cord tends to fall down on the side to
which its abdomen is divected. It is, consequently, usually found to
one or other side of the promontory (Fig. 72), rarely in front or at the
sides of the pelvis. 1f it does prolapse in front, as in oceipito-posterior
positions, it will usually be found in the neighbourhood of the right
ileo-pectineal eminence.

The extent to which the cord prolapses varies. Sometimes only
a small loop, but at other times many inches, fall down. Be the loop,
which is compressed, lurge or small, the danger to the child is grave
if the condition is left alone. A small loop is more easily replaced and
kept up; it is more readily overlooked, however.

Few conditions simulate a prolapsed cord. None if pulsations in
it can be felt. Sometimes, when there is great difficulty in reaching
the presenting part, the tips of the child’s toes or fingers resemble it,
for they move away from the examining finger just as the cord does.
It is commonly stated that the prolapsed intestines of the mother or
child may be confused with it also; and certainly in eases of ruptured
uterus 1 have felt the prolapsed intestine very much like the funis, but
only for a moment was there any doubt as to the real nature of the
condition.

Until a few years ago 1 thought nothing could really simulate a
prolapsed cord, but I was disabused of the idea, for in a patient I was
attending, and in whom it was extremely difficult to reach the presenting
part, owing to her stoutness, a flattened, pedunculated, submucous
myoma exactly resembled the cord (Fig. 73). Indeed, I only came to
a diagnosis after putting the patient under chloroform and inserting
my hand into the vagina.

I'rom what has been said, it is evident that prolapse of the
cord ean only be diagnosed by vaginal examination, and, conse-
quently, a labour must not be conducted by abdominal palpation
alone, as some enthusiasts of abdominal palpation advocate. I am
perfectly well aware that interference with the ecirculation of the
cord, such as results from pressure upon it when prolapsed, produces
alterations in the feetal pulse-rate and rhythm which can be recog-
nized by auscultation. But the important point is, that by the time
the alterations are distinet the child may have suffered considerable
injury.

Having ascertained that the prolapsed body is the cord, one must
estimate the presence and strength of the pulsations. This can be
done by pressing the cord against the fietal head or maternal pelvis,
or, better still, feeling it between the two examining fingers. The
sources of error are the pulsations in the mother’s vessels and in the




Fie, 73.—Flattened Submucous Myoma which simulated a Prolapsed Cord.
(Author's Case.)

examining fingers of the accoucheur, and I must admit, if the feetal
pulsations are feeble and slow, it is sometimes not a little difficult to
exclude these fallacies, unless one has the cord actually between one's
fingers.
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The child, it must be remembered, is not always dead, even
although pulsations in its cord are absent. When the cord is com-
pletely compressed—during a uterine contraction, for example—the
pulsations cease entirely, although they return again as the contrac-
tion passes off. Again, as the child dies slowly, it is evident that the
heart will continue beating some time after the pulsations cease to be
appreciated. Everyone has had experience of the former condition,
and I have once or twice had experience of the latter, but I have no
recollection of ever having saved a child under the latter circum-
stances. When the pulsations are slow, and especially if they are
feeble and irregular, one must extract the child quickly if it is to
be saved.

Proguosis—In prolapse of the cord one has obviously to deal
with a complication in which the chief danger is to the child. The
mechanical obstruction of the cord to delivery is quite negligible,
so that the mother can only be injuriously affected by the operative
interference employed in the interests of the child.

The feetal mortality is very high, but owing to the fact that the
conditions which favour prolapse prevent engagement of the head,
the cord often escapes pressure. It is more likely to be unfavourably
pressed on when the presentation is a head and the pelvis is normal.
Up to a certain point in the labour the condition is most favourable
with transverse presentations, so much so that a temporary conver-
sion into o transverse presentation while the os is dilating has been
suggested. With a contracted pelvis, also, I have frequently seen
the prolapsed cord but little pressed upon, because it slips into one of
the “ bays' to either side of the promontory. In one of my cases of
Ciwsarean section the cord was down in the vagina for an hour and
a half after rupture of the membranes, and yet it continued pulsating
quite normally. The child was extracted alive.

As a rule, in a particular case the presence or absence of the
intact membranes is the most important circumstance influencing the
prognosis. Speaking generally, presentation of the cord—that is, a
falling down of the cord when the membranes are intact—is of little
immediate consequence. It simply indicates that when the mem-
branes rupture, it will be endangered. Still, this is not always the
case, for if there is little ‘ fore-water,” and the head is low in the
pelvis, there will certainly be undue pressure on the cord, even
although the membranes are intact. Next in importance is the
degree of dilatation of the cervix, as it is self-evident that delivery or
replacement is difficult in proportion to the expansion of the cervix.
Then, again, the extent of the prolapse distinctly influences the prog-
nosis, for the more cord down, the more difficult it is to get it replaced
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and retained in a safe situation. Lastly, any coexisting complica-
tions affect the outlook uniavourably.

Treatment.—The treatment to be adopted in the complication
under consideration depends upon several circumstances. Chief of
these are, the condition of the membranes, the condition of the child,
and the extent to which the parturient canal is dilated.

When the membranes are unruptured and the os only partially
dilated, all one’s energies must be directed to preserving the mem-
branes intact, for except in those comparatively rare cases where the
presenting part is low in the pelvis, with little fore-water, the cord is
safe from pressure.  With that object in view, the patient is kept in
bed, and all vaginal examinations and manipulations are desisted
from. In addition, an attempt is made to replace the cord by change
of posture. The positions which are employed are the genu-pectoral
or knee-elbow position, Sims’, and Trendelenburg's. All act in the
same way. They raise the pelvis, and bring the cervix to a higher
level than the fundus, and so permit gravity to act on the prolapsed
loop. It is stated that ballotting the fundus with the hand favours
the return of the cord. Theoretically, the treatment is sound, but,
unfortunately, it does not always prove successful in practice.

Sims’ position (Fig. 74) is quite as good as, and less irksome than,
the knee-elbow or the Trendelenburg position. It also possesses this
advantage, that it lessens the risk of premature rupture of the mem-
branes. As a further preventative to this occurring, the employment
of a hydrostatic dilator, introduced into the vagina, is recommended.
Personally, I have never employed the metreurynter at this stage and
with the object mentioned.

The course to pursue, in cases of prolapse of the cord with
ruptured membranes, will depend upon the condition of the child
and the degree of dilatation of the cervix. It 1s perfectly evident that
if the pulsations in the cord have ceased, and the child is dead,
nothing need be done in its interest, and so the labour should be
allowed to pursue its ordinary course. Any interference must be in
the direction of making the delivery as easy as possible for the
mother. For example, in such a condition, if uterine contractions
fail, and the extraction of the child is deemed necessary, the fore-
coming head, delivered by forceps, or the after-coming head, delivered
by traction on the trunk, may be perforated, so as to remove all
chance of the head doing damage to the soft parts of the parturient
canal. I have several times perforated the head already grasped by
the forceps, and have always been satisfied that it lessened the bulk
of the head, and did not render the instrument appreciably more
linble to slip.
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(One must, however, be quite sure that the pulsations have ceased,
and so the loop of prolapsed cord must be cavefully felt, not only
during the ‘pains,” but also in the intervals between them. As |
have pointed out elsewhere, the child usually dies slowly, and for
a considerable time before its death pulsations may be quite good
during the intervals, although they are entirely absent while the pains
are in progress. One should also observe the condition of the fa:tal
heart.

[f the os is fully dilated, the child should be extracted by forceps.
In cases where the os is fairly dilated and the cord has been pressed

Fi. 74.—8ims’ Position.  The woman lies on left side, with right leg drawn up over left

upon, it may be not a little difficult to decide how far one is justified
in forcibly delivering the child, with the object of saving it, knowing,
as one does, that by such a course one appreciably endangers the
wother. From my experience, I would say that when the fwtal
puisations slowly return in the intervals between the uterine contrac-
tions, and remain slow and intermittent and irregular, unless the
child can be delivered immediately and with ease, it is profitless
to add to the maternal risks by doing anything in the interests of
the child. When, however, regular and strong pulsations return
immediately after the uterine contractions have passed off, and one
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is not pressed for time, manual dilatation or incision of the cervix
may be practised. One thing must never be done—viz., drag the
child through the undilated cervix ; for with the after-coming head it
is absolutely profitless, as the child will certainly perish, owing to the
difficulty and delay in bringing down the arms and head, and with
the fore-coming head it causes severe and irregular laceration of the
cervix uteri. But in such cases hard-and-fast rules cannot be laid
down. Ixperience, and a careful consideration of all the circum-
stances, must be one's guide.

We must now turn to prolapse of the cord when it is recognized
earlier, and when there is still a possibility of replacing it, altering
the posture of the child, or introducing a hydrostatic dilator. As
stated already, Louise Bourgeois (1609) suggested replacing the pro-
lapsed cord. According to Fasbender, our latest obstetric historian,’
ghe recommended reposition and the maintaining of the cord in place
by means of a tampon. Guillemeau and, later, Mauriceau also advo-
cated reposition, although the latter fully appreciated the fact that it
often proved unsuccessful. De la Motte opposed reposition.

As forceps became perfected and more generally employed, and
extraction by means of it was recommended by Levret, Smellie, and
others, version and forceps came to be the only methods of treatment
employed. Writing in 1853, Rigby says :* ‘ Reposition has, neverthe-
less, met with so little success as to have fallen into complete disuse
until the last few years.” A revival of the treatment of reposition was
initiated by Michaelis. This great obstetrician, best known, of course,
in connexion with his work upon deformities of the pelvis, wrote
several papers upon the subject of prolapse of the cord. DBasing his
opinions on his own results (22 per cent. feetal mortality), he became
a strong advocate of the treatment by reposition. The chief value of
Michaelis’ work in connexion with reposition was the importance he
attached, and that very rightly, to pushing the cord above the retrac-
tion ring. About this time a great variety of repositors were devised
by Braun, Martin, Murphy, and others.

tegarding manual reposition, it must be remembered that the
results obtained before the days of anwsthesia, when the cord was not
pushed up high enough, cannot be compared with those of to-day.
I have no hesitation in recommending replacement of the cord under
anwsthesia. When the os is sufficiently dilated, the cord may be
replaced, and at the same time hooked over a limb. When, however,
the os is not sufficiently dilated to permit of manual replacement,
repositors may be employed. 'The earliest repositor used was gauze,
v Gleschichte der Geburtshiilfe, 1906, p. 157,
2+ A Bystem of Midwifery,’ p. 236,
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and it and a large sponge have frequently proved of value. Of the |
various repositors, the most effective and the simplest is the catheter,

.

B i g L

Fi6. 75.—Simple Devices for replacing the Cord. (After Edgar.)

employed as seen in the illustration (Fig. 75). A loop of a double
thread of silk ligature or thin tape is brought out through the eye of
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a gum-elastic catheter. The prolapsed piece of cord is then inserted
into the loop in one of the manners shown. The catheter and cord
are then carried up into the uterus, and the silk thread loosened by
moving the catheter about or removing the stilette.

In the majority of our cases where the cord was replaced, delivery
was completed by forceps. With the latter the results have been
infinitely Dbetter than with version, which gave a fwtal mortality
of 56 per cent. It must be admitted, however, that version was
performed late, and in many of the cases the pelvis was decidedly
deformed. My feeling with regard to the operation is that, if it is
to prove successful, one would require to perform it prior to rupture
of the membranes, or, at least, immediately rupture occurred. As
we have seen, however, everyone is agreed that it is the greatest
possible mistake to rupture the membranes prior to full dilatation
of the os externum: and consequently I think version is unsuitable,
except in transverse presentations, or some coexisting complication,
such as placenta pravia.

The metrearynter of Champetier de Ribes, or similar hydrostatic
dilators, are favoured by only a few enthusiasts, for the cord may
be compressed between the rubber bag and the uterine wall just as
readily as between the fatal head and the uterine wall.

Before leaving the subject, let me say that in certain cases of
contracted pelvis I have seen the cord so little pressed upon, even
with the membranes ruptured, that I have not interfered. I simply
examined the condition of the cord from time to time, and anscultated
the faetal heart vegularly. In such cases the real danger to the child is
when the head has passed the brimn and is in the cavity. Consequently,
all that is necessary is to direct the cord into one of the ‘bays’ at the
side of the promontory, and leave the ease to Nature until the os is
sufficiently dilated and the head is moulded. The forceps are then
applied, or any other operation had recourse to which is deemed
suitable for the particular case. Naturally there is no object in delay
if Ciesarean section is necessary.

Shortness of the Umbilical Cord.—The umbilical cord may be
actually short, or relatively short by reason of its being wound round
some part of the feetus—most usually the neck. Actual shortness of
the cord causing dystocia is very rare. 1 have only witnessed it on
two occasions: once in the malformed fatus shown in the illustration
(Fig. 76), and once in an otherwige normal fetus, where it measared
about 8 inches (20 centimetres). In the latter case, during the extrac-
tion of the trunk (the child presented by the vertex), I felt that the
child was prevented from escaping owing to the shortness of the cord,
and so divided the latter and completed the delivery. Similar cases
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have been recorded by many others. Among the most interesting was
the one deseribed by Braxton Hicks,! where actual shortness of both

T

Fii. 76.—Adhesions between Amnion and Head ; also Extreme Shortness of the Cord
v Feetus born Alive, and presenting many Recognizable Malformations (Author
Collection, )

cords in a twin pregnancy was very marked. In the first child, which

presented by the breech, the funis was exceedingly short, so that it

! Lond. Obst, Trans., vol. xxiii., p. 253.
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searcely could be tied and divided. The second child, dead and
wdematous, also presented by the breech. As the latter had been
long delayed at the outlet, the author states: ‘I hooked a crotchet
into its abdomen ; some fluid escaped, which allowed more freedom
of action. I now could feel the funis very tense, the umbilicus being
stretched up. It was above the symphysis pubis. I determined to
divide the funis, and having in my bag the osteotome of the late
Sir James Simpson, I guided it up between two fingers of one hand
and divided it. Upon using fair traction, the body came down. The
funis was about 4 inches (10 centimetres) long altogether.” Bayer!
describes a case where the cord measured 4°2 inches (10°5 centimetres).
The most extreme cases of shortness are found in association with
malformations, more particuiarly exomphalos, as in the preceding
illustration. It would appear that shortness below 10 inches (25 centi-
metres) usually gives rise to more or less dystocia.

With relative shortening of the cord, the latter is usually found
round the neck of the child, for the shoulders catch the cord. If it is
simply round the body (Fig. 77), the child escapes through the loop
as a rule. The child ‘riding’ the cord—that is, ‘astride of it'—
naturally only causes dystocia if there is actual shortness.

With shortness of the cord, in addition to the birth of the child
being retarded, rupture of the cord, separation of the placenta, and
even inversion of the uterus, may follow. In the malformed fotus
seen in the illustration placenta and fwtus came away together. In
Hicks's case a retroplacental hematoma formed, as also occurred in
Meyer's.?  Matthews Duncan® experimented upon the power of the
funis to resist a breaking strain, and found it averaged 8} pounds,
while the extent of elongation hefore breaking averaged nearly 2 inches
(5 centimetres). The rupture occurred some little way from the
umbilicus. But although that is the rule, it sometimes happens that
it oceurs at the placenta, as in the case mentioned by Wynn Williams
in the discussion which followed Duncan’s paper.

The diagnosis of a short cord has occasionally been made before the
actual delivery was in progress, as, for example, in McLennan’s cases.
McLennan,* quoting Weidemann, says the condition may be diagnosed
from the following :

1. The presence of the funic souftle.

2. The recession of the presenting part in the intervals between
the pains.

v Samml. Klin, Vortrige, No. 265, 1900.

2 Prager Med. Wochenschrift, Nos. 48 and 49; ref. Winckel’s * Handbuch,’
BA. ii., Heft 8, p. 1498.

3 Lond. Obst. Trans., vol. xxiii., p. 244,

4 * Abdominal Manipulations in Pregnancy,’ 1902, p. 95,
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Fie. 77.—Cord twisted round Body and Neck of Child.

(From Van Rhymsdyke's drawing in the Hunterian Museum, Glasgow University.)

3. One-sided pain in the abdomen (Wigand).
4. Variability of the position of the head within narrow limits
(Rachel).
10
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5. Discharge of some blood after each pain (Rachel).

6. Frequent emptying of the bladder in the pauses between the
pains (Brickner).

I can offer no opinion regarding these signs and symptoms.
Theoretically, they are self-evident, and 1 doubt not are often present.
How difficult, however, it must be to appreciate them ! In all proba-
bility, in the future, as in the past, the condition will at earliest be
appreciated when there is a difficulty in the extraction of the child, or
when it is forcibly expelled with a ruptured cord, attached placenta,
or inverted uterus.

When actual shortness of the cord exists, the latter should be
divided, the child quickly extracted, and the cut cord immediately
gecured. When the cord is round the neck, difticulty in extraction
will only oceur in head presentations. In such cases, if a loop cannot
be slipped over the shoulder, it is futile to try to bring it over the
head, as is the ordinary procedure; the cord should be divided and
the child at once delivered. It is unnecessary to waste time in clamp-
ing the cord with pressure forceps or passing a ligature round it.

The most exhaustive recent papers on the subject of shortness
of the cord are by La Torre.!

Other abnormalities in the umbilical cord, such as undue length,
twisting round the neck, trunk, or limbs, and knots, have little effect
upon labour, and so need not be considered in any detail.

U'ndue length of the cord—Gottschalk recorded one in which the
length was 86'8 inches (92 centimetres)—naturally predisposes to
prolapse, to twistings, and to the formation of knots. Prolapse has
been considered already, and twistings round the neck may lead to
relative shortening, as we have seen. Occasionally the cord has con-
stricted the part round which it has been wound so tightly as to lead
to the death of the child, or to interference with the development of a
particular part. There are not a few cases on record where the neck
of the child has been extremely constricted, where the trunk has been
deeply indented, and where even a limb has been amputated, although
the latter condition probably more often results from amnionic bands
and errors of development. The most interesting cases of knotting
are those in which two or more knots have occurred in the cords of
twin foetuses in one amnionic sac. Such cases are very rare. An
example is seen in the accompanying illustration (Fig. 78). Dr.
Lindsay, of Glasgow, very kindly gave me the specimen. The knots,
if they are tight, invariably lead to the death of the child. The con-
dition naturally is only recognized after the expulsion of the placenta
and membranes.

! La Clinica Ostetr., vol. vi., Nos. 1.9,
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The various anomalies in the number and relationship of the
vessels in the umbilical cord cannot be considered here. It is other-
wise, however, with the insertion of the cord to the placenta. The
marginal insertion—often termed ‘ battledore * placenta—is an abnor-
mality oceurring in about 5 per cent. of cases. To a slight extent it
is o source of danger to the child. Much more serious, however, is the
‘velamentous insertion’ (Fig. 79), for in such cases the circulation is
very readily interfered with. Rupture of the vessels and death of the
child from hemorrhage have been noted on several oceasions.

s T

Fii, 78 -~Placenta and Knotted Cords, from a Case of Twin Pregnancy

(Specimen kindly given the Author by Dr. Lindsay.)

The etiology of the condition has been discussed by Schultz,
Kiistner, Ahlfeld, and others, but, as it has no practical bearing,
those interested in the matter are referred to the monographs on
the subject by the authors mentioned.

It is quite evident why the child should suffer in this condition,
especially if the placenta is situated low down and the vessels of the
cord run on the part of the membranes which present.

Levret pointed out that in marginal insertion of the cord the

attachment was always to the edge nearest the os uteri. Barnes
verified this,
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Before rupture of the membranes, the pulsating vessels may be
felt, and after rupture, if the vessels are torn, free bleeding may
| arouse suspicion of the condition. Generally, however, this abnormal
insertion of the cord is not recognized until the placenta is born.
Fortunately, although rupture of the vessels may occur, these often
escape, because their walls are more resistant than the membranes.

Fig. 79.—\Velamentous Insertion of Fic, 80,—Very large Placenta from
Cord v Case of Twin Pregnancy ; the
Placenta was Prievia by reason of

its Size

Should the condition be recognized during labour, it is of impor-
tance to preserve the membranes intact as long as possible, and, when
the os is sufficiently dilated, to extract the child immediately, in order
to prevent it bleeding to death.

COMPLICATIONS CONNECTED WITH THE PLACENTA.

In connexion with the placenta, the chief abnormality affecting
labour is placenta pravia, a complication which is considered in
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Chapter XXXIII. The various abnormalities in form, shape, and size
(Fig. 80) have little bearing upon the subject of dystocia. I shall,
however, have to point out in connexion with adherent and retained
placenta, that occasionally a small placenta succenturiata may be over-
looked, and may give rise to the complications which follow retained
portions of placenta. One frequently meets with an abnormally large
placenta in connexion with malformed and diseased fetuses. In many
cases it is cedematous and adherent, and has frequently to be removed
manually.

An interesting complication is rupture of the circular sinus of the
placenta, but as clinically it resembles placenta prievia, I shall con-
sider it when the latter is under discussion.

COMPLICATIONS CONNECTED WITH THE MEMBRANES.

Speaking generally, abnormalities of the membranes are of patho-
logical rather than practical interest. An exception might be made
in the case of the hydatidiform mole, which, by reason of the dangers
attending its removal and the risks of chorion epithelioma following,
is a condition of great interest to the accoucheur. 1 do not, however,
propose considering it here. What I have to say about the matter
will be found in Chapter XXXI., where abortion is discussed.

Rupture of the bag of membranes which dilates the cervix should
be the last event of the first stage of labour. Very frequently it
gives way too soon or remains intact too long. Both occurrences
retard labour.

The premature rupture of the membranes early in labour is
familiar to every accoucheur, and is usually attributed to unusual
frinbility of the membranes. This is probably the correct ex-
planation in most cases, for Matthews Duncan ! in his experiments
found the resistance of the membranes to a bursting force very
variable.

In this connexion I have observed a repetition of the occurrence
in the same individual. One patient, whom I have attended on several
oceasions, always commences her labour with rupture of the mem-
branes. It is difficult, however, to be satisfied with the explanation
of friability in all cases, for I have tested the membranes, and not
always found them unusually fragile.

Later in the first stage rupture of the membranes is favoured
by malpresentations, deformity of pelvis, accidents, ete.

Early rupture of the membranes delays labour and increases

! * Researches in Obstetrics,’ p. 314,
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appreciably the risks to the child. We have been surprised, however,
in many cases how well the child has stood the delay.

In all cases of this nature the fwtal heart must be carefully
watched and delivery hastened by manual dilatation, metreurynter
incision of cervix whenever any of these methods of accouchement
foree are deemed advisable. Personally I am not very partial to them
in the case of young primiparw, but in old primipare who are possibly
only going to have one chance of a child, then I have no hesitation in
making deep incisions into the cervix whenever I think the child is in
danger.

As regards the mother, provided she is healthy and her pregnancy
is uncomplicated, I have seldom seen a protracted first stage do much
harm, and I rarely interfere with the labour. By employing such
sedatives as opium, or morphia and chloral, or scopolamine and
morphine, general rest to the patient and local rest to the uterus may
be secured. Not long ago I attended a primipara who was in labour
five days. The delivery was completed with forceps after the second
stage had lasted three hours. The child was alive and the mother
made an uninterrupted recovery.

The subject is more fully considered in connexion with rigidity of
the cervix (Chapter XIIL).

A very unusual oceurrence is for the membranes to give way
without disturbing the pregnancy. In such cases the general
explanation given of the watery discharge is an inflammation of
the decidua (endometritis decidualis), and the condition is spoken of
as hydrorrhea gravidarum.  From several specimens, however, which
have been examined in recent years it has become evident that
ruptures of the membranes may oceur and yet the pregnancy continue.
The French, who have given most attention to the condition, refer to
it as grossesse extramembraneuse. A most complete paper on the
subject is one by Meyer-Ruegg,' who describes two cases in addition to
those recorded by others. A more recent paper is one by Nolle.?

The feature of this condition, and the one which distinguishes it
from the ordinary hydrorrheea, is a sanguineous discharge which
accompanies or follows the ordinary watery discharge common to
both. The pregnancy usually terminates prematurely, and the
children, although many of them are born alive, generally die shortly
after their birth, for their growth in the uterus outside of the mem-
branes is not conducive to favourable development. A case present-
ing all these features came under my personal notice through the

v Zeit. f. Geb, u. Gyn., Bd. li., Heft 3, 1904,
2 Zent, fiir Gyn., No. 10, 1910,
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kindness of a medical friend. I give here a reproduction of Holzapfel's
illustration, which exactly represents the specimen in my possession.

Bar, and others, have deseribed cases in which the amnion has
given way early in pregnancy, but the chorion has remained intact.
The condition is recognized after delivery by the small retracted
amnion. Bar's illustration (Fig. 82) reproduced here shows the con-
dition very clearly.

The other condition of delayed rupture of the membranes is a
simple one, and easily remedied. It may be overlooked, however,

Fii. 81.—Holzapfel's Case of Complete Rupture of Membranes but Continnance of
Pregnancy ((/rossesse extramembranese)

i if there is little ‘ fore-water,’ for then the membranes may be closely
applied to the presenting part of the child. Occasionally a easual
. observer may mistake a large caput succedaneum for the intact
membranes. More than once I have seen this mistake made by
students, who have been trying in vain to push a pointed instrument
through the wdematous swelling on the child’s head. A macerated
head, and in a breech presentation a very wdematous scrotum, and

N T—
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still more rarely, and with even less excuse, a cystocele, have also
been mistaken for the unruptured bag of membranes.
The treatment of delayed rupture of the membranes is very simple,
and consists in rupturing them during a uterine contraction with any
'

Early Rupture of the Amnion, the Chorion remaining Intact,
(Bar,)

A, Cavity of amnion ; F, amnionic adhesions.

pointed sterilized instrument, such as a knitting-needle, scissors, etc.

In_doing this, every care must be taken not to injure the soft parts

of the maternal canal. In cases where the presenting part is not




F—-

COMPLICATIONS CONNECTED WITH THE MEMBRANES 153

engaged, it is well to make the opening in the membranes small, and
to keep one's fingers in the vagina until the presenting part becomes
fixed, otherwise a limb or the cord may slip down, with the too rapid
escape of the liquor amnii.
’ Early in labour quite another condition of the membranes may
retard dilatation. 1 refer to adhesion of the membranes to the lower
part of the uterus. This condition is due to an inflammatory condition
of the mucous membrane. In certain cases the os externum is com-
pletely closed, and has to be incised. In other cases dilatation
proceeds to a certain extent, and then ceases ; the uterine contractions
are too feeble. In such cases an attempt should be made to separate
the membranes by sweeping the fore-finger round them, for it is
desirable to retain the membranes intact, if possible. The subject is
fully considered in Chapter XIIL

In connexion with the cases at present under discussion, one must
remember that sometimes the os externum remains patent for days
with the membranes slightly projecting. 'The woman sometimes
suffers a good deal of pain, but at other times experiences no dis-
comfort. I have only seen the condition in multipare. It is often
a feature of a protracted pregnancy. The cases are very troublesome
to patient and doctor, for both are kept in continual expectancy of
labour coming on.

The mortality amongst post-mature foetuses is very considerable.
So unsatisfactory were my results in tvo cases that I no longer leave
this condition to Nature in multiparwe, but bring on labour whenever
I am satisfied that pregnancy is certainly protracted.

Should it be decided to bring on labour, the introduction of a
metreurynter is probably the best treatment.




CHAPTER XI

DYSTOCIA THE RESULT OF ABNORMALITIES AFFECTING THE
PARTURIENT CANAL

Deformities of the Bony Canal—Classification of these Deformities
and Consideration of the Different Varieties.

We come now to the third factor which affects parturition—viz, the
passage.

The parturient canal consists of a bony framework surrounding a
fibro-muscular tube, along which the child is driven, and mention
need only be made of deformities of the bony pelvis, rigidity of the
cervix, presence of a retraction ring, to bring to mind examples of
dystocia commonly encountered. But, besides these, there are other
conditions of the canal, which, although less frequently met, occasion-
ally cause much trouble in labour. These are alterations in the axis
of the eanal, tumours of its wall or of the neighbouring parts, and
malformations of uterus and vagina.

Dystocia, therefore, connected with abnormalities in the par-
turient canal may be classified as follows :

A. Deformities of the bony pelvis.

B. Pathological conditions of the cervix and vagina.

(', Tumours of uterus and neighbouring organs and tissues.
D. Alterations in the axis of the uterus and vagina.

DEFORMITIES OF THE BONY PELVIS.

Of all the conditions in the parturient canal which eause dystocia,
deformities of the bony pelvis are by far the most important. Taking
the cases in the Glasgow Maternity Hospital for the last ten years,
decided pelvie deformity has been found present in fully 80 per cent.
of the indoor patients. This high proportion is to be accounted for by
the prevalence of rickets in this city. In private practice, however,
it is quite different: cases of extreme deformity are rare, and in-
creasingly so as one ascends the social scale. They do, however,
oceasionally oceur, while minor deformities are by no means un-
common, and may be encountered in all classes and grades of society.

154
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It is quite unnecessary to compare our figures with those of other
hospitals in this and other countries, for, speaking generally, although
there are many varieties of pelvie deformity other than those produced
by rickets, the prevalence of rickets in a city is an index of the amount
of pelvie deformity to be expected. An exception might perhaps be
made for the Rhine, North Italy, and some other areas in Furope,
where osteomalacia is prevalent, and where deformities resulting from
this disease are more commonly encountered than any other.

In considering the etiology and features of the various forms of
pelvie deformity, it would be quite out of place in these pages to go
into any detail. We are really concerned with the means of over-
coming the difficulties. I shall, therefore, only briefly refer to the
general features and charncteristics of the abnormalities.

The two principal factors which influence pelvie deformity are
errors of development, and disease of the pelvie bones and joints. As,
however, alterations in the spinal curves and set of the lower limbs
may affect the direction of the forces transmitted through the pelvis
while it is still growing, it is sometimes found that pelvic deformity
is produced or aggravated by abnormalities in spine and lower limbs.

Various attempts have been made to classify pelvic deformities
since Deventer’s time. Michaelis and Litzmann® based their arrange-
ments upon alterations in shape, and disregarded etiology altogether.
Schauta® was the first to give a really simple classification based upon
atiological factors. Breus and Kolisko® slightly modified Schauta’s
arrangement, and, on the whole, improved it, especially if they had
omitted the fifth group, which, with a little stretch, might have been
included in the second. With a view to making the classification as
simple as possible, I would venture to suggest the following :

L. Deformities resulting from faulty development: (a) Justo-major
pelvis (pelvis simpliciter sen equabiliter justo-major); (b) justo-minor
pelvis (pelvis equabiliter justo-minor) or generally contracted pelvis;
(¢) simple flat, non-rachitic pelvis; (i) Naegele's pelvis, imperfect
development of one sacral ala (Breus and Kolisko place this in the
group where the deformity is the result of disease in the bones and
joints; but the ankylosis is secondary, as a rule, to the imperfect
development of the ale, and so I place it here, as Schauta does);
(¢) Roberts' palvis, imperfect development of both sacral alw; (/) split
pelvis, imperfect development of pubes; (y) assimilation peivis.

II. Deformities resulting from disease of the pelvic bones and
joints: (a) Rickets; (b) osteomalacia; (¢) new growths; (d) fractures;

! *Das enge Becken,’ p, 267, 1851,
? Miller's ‘ Handbuch der Geburtshiilfe,; Bd. ii., 1889, p. 267,
4 *Die Pathologischen Beckenformen,’ 1900.
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(¢) atrophy, caries, and necrosis ; (/) disease of sacro-iliac, pubie, and
sacro-coceygeal joints.

I1I.  Deformities resulting from disease in spinal column :
(a) Kyphosis ; (b seoliosis ; (¢) spondylolisthesis.

IV. Deformities resulting from disease of the lower extremities :
(@) Coxitis; () dislocation of one or both femurs ; (¢) atrophy or loss
of one or both limbs.

[. Derorviries ReEsvLTING FROM Favnry DevELOPMENT.

Justo-Major Pelvis.—This pelvis in its extreme form, which is
very rare, is found in giants. Moderate degrees of the condition are
oceasionally encountered, and not always amongst those of unusual
height or physique. A roomy pelvis renders the passage of the head
more easy, and favours precipitate labour.

Justo-Minor or Generally Contracted Pelvis.—This is a variety
of pelvie deformity which is by no means uncommon, and often oceurs
quite unexpectedly in private practice. The term implies that the
pelvis is equally deformed in all its diameters, and in slight degrees it
is 80, but in the more marked there is usually a relatively greater
diminution of the antero-posterior or of the transverse diameters.

It is commonly stated that the existence of the generally contracted
pelvis should be suspected in women of very small stature in whom there
is no evidence of rickets. Although this is correct on the whole, it is
sometimes misleading, for the deformity is often present, and sometimes
in quite a distinct degree, in women of ordinary height and physique,
and is consequently not infrequently overlooked.

By pelvimetry the interspinous, intercristal, and external and
oblique conjugate diameters are found decreased, but proportionately
0. By vaginal examination the promontory can be reached, although
it does not project as in flat pelvis. But as the deformity continues
right down through the cavity, and indeed in many cases is most
decided at the outlet, the size of the subpubic angle should be care-
fully estimated, for, speaking generally, the greatest difficulty in the
parturition occurs at the outlet. I have experienced several times
extreme difficulty in delivering the head, and upon two occasions have
lost the child Lecause of the difficulty in delivering the shoulders.
The treatment is fully considered in the succeeding chapter.

On pushing the head into the pelvis, if the pregnancy has reached
term, there is slight overlapping of the head at the brim. At the
commencement of labour, even in primipare, the head is still movable,
unless the latter is unusually small.

The mechanism of labour is quite characteristic, the feature being
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a marked increase of flexion (Fig. 16), caused by the increased resis-
tance offered to the head. The head invariably enters in the oblique
diameter. As a result of this the posterior fontanelle can be reached
with extreme ease. The labour is retarded in proportion to the
deformity of the pelvis and the size of the fwtal head.

Uterine inertia not infrequently oceurs, and delivery has often to
be completed by forceps, or even by some of the major obstetric
operations. In the non-rachitic generally contracted variety the de-
formity is not often so great that Cwsarean section or craniotomy is
necessary. With the generally contracted rachitic form it is quite
otherwise—these operations are often called for. Walcher's position,
so great a help in flat pelvis, is of no value in facilitating the passage
of the head through the brim. Version is absolutely contra-indicated.

FiG. 83.—Funnel-shaped Pelvis,

There are several subdivisions of the generally contracted pelvis.
Of course, the most common is the ‘ masculine pelvis,” in which the
bones are strong and thick. In addition to the deformity at the brim,
there is a marked diminution in the capacity of the outlet, the sub-
pubie angle being more acute. The pelvis becomes ¢ funnel '-shaped,
and is often referred to under that name (Fig. 83). In such a pelvis
the greatest difficulty in the delivery may be at the outlet. Another
form is the ‘true dwarf pelvis. In this variety the general pelvic
development is much retarded, and in certain forms the epiphyseal
cartilages are not ossified. Lastly, there is the ‘infantile pelvis’
(Fig. 84), in which the pelvis retains the infant form. The bones
are small, the sacrum is narrow, and the antero-posterior diameter is
greater than the transverse. Pregnancy in the extreme degrees of the
true dwarf and infantile pelvis rarely occurs.

Flat Non-Rachitic Pelvis.

In this pelvis the antero-posterior

diameter is diminished down through the pelvis, the whole sacrum
being placed farther forward. The promontory does not project so
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markedly as in the rachitic form, and there is often a false prom-
ontory at the junction of the first and second sacral vertebrwe. The
transverse and oblique diameters remain the same, or may even be
slightly increased.

Although referred to by many as being a comparatively common
deformity, it is very questionable if it really is. 1 believe that most

Fic, 84, —Infantile Pelvis

of the so-called flat pelves have had their origin in rickets, and this
view is gradually eoming into favour. The ecarrying of heavy
weights as a cause cannot be traced. This pelvis is found in indi-
viduals who apparently are perfectly normal and healthy, and have

Fic. 856.—Obliquely Contracted Pelvis. (Naegele.)

always been so. Fehling maintains that the deformity is congenital
in many cases.

The diagnosis of this variety of pelvic deformity is not difficult.
The promontory and whole sacrum is easily reached, and it is dis-
tinguished from the rachitic variety by the absence of the ordinary
features of rickets, and by the flatness of the sacrum. The mechanism
of birth is the same as in the flat rachitic pelvis.
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Obliquely Contracted or Naegele Pelvis.—This somewhat rare
variety of pelvic deformity (Fig. 85) is produced by an arrested
development of one ala of the sacrum. There follows from this an
alteration in the spinal und pelvic curves, and almost invariably an
ankylosis of the sacro-iliac joint. From the increased weight thrown
upon the affected side, that side as a whole is raised and pushed
backwards and inwards. But the most striking feature is the straight-
ening of the ilio-pectineal line on the affected side. The symphysis is
pushed an inch or more beyond the middle line. The transverse and
longitudinal diameters are very little affected, but the oblique is very
decidedly diminished.

The difficulty in labour arises from the sacral ‘bay " on the affected
side being of little value, as it can rarely accommodate any part of

Fio, 86.—Transversely Contracted Pelvis. (Roberts.)

the fwctal head. Indeed, for all practical purposes the pelvis is
extremely contracted.

As a rule the ordinary pelvic measurements throw little light upon
the deformity, and the appearance of the patient is not characteristic,
8o that it is often not appreciated until labour is in progress. The
measurements which should be taken are the distance between the
symphysis and the posterior superior spines, between the spinal
colummn and the posterior spines, and between the anterior superior
spine and the opposite posterior superior spine. The measurement
of the two sides should be compared, and, if a difference of more than
{ inch be found, then an oblique deformity may be assumed.
Cwsarean section or craniotomy are as a rule the only alternatives

in the way of treatment, for the results from forceps delivery have
been very unsatisfactory.
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Transversely Contracted or Roberts’ Pelvis.—This has some-
times been referred to as a double Naegele pelvis, for both ale of the
sacrum are more or less ill-developed. 'The deformity may be
symmetrical or more accentuated on one side (Fig. 86). It is the
rarvest of all the pelvic deformities. As the cavity throughout is so
very much narrowed transversely, it is impossible to deliver a living
child per vias naturales ; consequently, Cwesarean section is the only
treatment if the child is alive.

Split Pelvis.—This variety is extremely rare in obstetric practice,
being commonly associated with ectopia of the bladder and other

Fia, 87.—Split Pelvis

(From a drawing by Dr, J. Lindsay of the case recorded by Dr. Adam of Hamilton, and
kindly lent the Author.)

malformations of the generative and urinary organs. The pubic
bones may be separated as much as 4 inches: they are united by
fibrous tissue. The transverse diameters are increased. A most
interesting case of labour in such a pelvis has been described by
Adam* of Hamilton (Figs. 87 and 88). Another recently recorded by
Gemmell of Liverpool is unique (p. 810).

Assimilation Pelvis.— There are here figured two forms of
assimilation pelvis, In one the sacrum consists of four (Fig. 89) and
in the other of six fused vertebrw (Fig. 90). Such departures from the
normal are rarely recognized during life, and are of no obstetric interest.

v Journ. Obstet, and Gyn, Brit, Empire, vol. ii., October, 1902,
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II. Derorvities tHE Resvnr or Disease oF tne Penvic BoNes
AND JOINTS.

In this country, and in temperate climates generally, rickets is
the chief factor in the causation of pelviec deformities. But although
rickets is so generally distributed over the continents of both Europe
and America, it is more prevalent in certain countries than in others,
and, speaking generally, it is a disease of large cities. Glasgow
possesses the unenviable distinction of being one of the cities in
which the disease is especially common. As giving some idea of the
prevalence of the disease, I have already mentioned that of the women

-UmBILICAL AREA

. o - P Vesica AREA.

3 Ricut Lasium Minus
---- LerT Lasium Minus

~Cervix UTERI

Fii. 88.—0Outline Drawing of Same Case,

treated in the Glasgow Maternity IHospital over 80 per cent. have
distinetly deformed pelves.

Deformities the Result of Rickets.—In obstetric practice one
meets with three varieties of pelvic deformity the result of rickets :
() Flat rachitic pelvis; () generally contracted rachitic pelvis, usually
also flat; (¢) psendo-malacosteon pelvis.

Tue Frar Racmirie Penvis—This is the commonest variety of
pelvic deformity produced by rickets. In order to understand it
properly, one must think of the time when the child was the subject

11
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‘ f the disease. Rickets affects children most commonly during the

cond vear, when the child is either sitting or attempting to walk, or

if very ill, is lying or sitting in bed. In the latter position the weight
of the trunk is transmitted through the pelvis on to the ischial
tuberosities, and the pelvic bones, being softened by disease, are \

deformed as follows : The promontory of the sacrum, owing to the [

Low Assimiilation Pelyis.  (Breus and Kolisko.)

weight of the trunk, is displaced downwards and forwards, and the
obliquity at the brim is frequently inerensed. This would naturally !
cause a tilting hack of the lower part of the sacrum and coceyx, were
it not that the sacro-sciatic ligaments and muscles of the pelvie floor
prevent it, causing a sharp bending of the saerum at the level of the

11 High Assimilation Pelvis,  (Breus and Kolisko.

fourth and fifth sacral vertebrie. Very occasionally the curve is
’ obliterated, and the sacrum and coceyx are quite straight and flat.
4 The upper part of the sacrum is usually flattened. With the sinking
| of the ln'wlnnll!wl_\' the |v'l~-l|‘t|n|' hliilll)ll\ processes are 1ll'u',’;_'.t'll closer
, i by the sacro-iliae ligaments, and this and the dragging and flattening
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of the anterior pelvic wall causes a relative increase of the inter-
spinous as compared with the intercristal diameter.  The former,
instead of being about § inch less, may be the same as, or even greater
than, the latter. Further, as a result of the flattening of the anterior

) wall, the acetabula come to look more forward, and if the bones are
Fia, 01.—Flat Rachitie Pelvis
\ still soft when the child goes about, this may be increased. All this

causes u sharp bending of the ilio-pectineal line. But there is still
another striking feature. 'T'he tuberosities of the ischia, on which the
child sits, yield, and are pressed farther out, so that there is an
increase of the distance between these two points and a widening of

Flat Rachitic Pelvis—DBrim showing an Outline resembling a
Figure of Eight.

the subpubic angle, and, in consequence, increase of the transverse
diameter of the outlel

Looking at the pelvis from the inside, one finds the promontory of
the sacrum unusually distinet, sometimes very pointed, at other times
more blunt, and this gives to the brim a reniform outline (Fig. 91).
In addition, if the anterior wall at the symphysis is dragged in by the
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action of the muscles on the softened brim—and these latter come
| into strong action if the child is sitting—the brim assumes a figure-
of-eight form (Fig. 92)."

If there is any marked lateral spinal curvature, a further deformity
results; the promontory is pushed over to the side, and one gets the
s scolio-rachitic-pelris® (Fig. 93).  This latter form I have found much
more common than is usually stated, for frequently it is only slightly
marked and difficult of recognition. In some cases it is very distinet,
and interferes greatly with the passage of the fotal head through
the brim—indeed, in extreme cases one side may be so shut off as to

: |

e of no service. ‘
This flattening of the pelvis produces a narrowing of the antero-
posterior diameter, or conjugata vera. I have seen it as small as

|

)

Fii. 93, - Scolio-Rachitic Pelvis,

1} inches (3 centimetres).  The effect on the transverse dinmeter at
the brim depends upon whether or not there has been any arrest of
the general development of the pelvis.  1f the disease was only slight,
the transverse diameter remains about the same, although it is stated
that there is sometimes an actual inerease. 1 have seldom, however,
found any distinet inerease, and invarinbly when the flattening is
deeided the transverse diameter is also diminished.

A peculiarity not infrequently seen is a false promontory. There
are two varieties of false promontory—one where the last lumbar
vertebra is pushed downwards and forwards, and the other where
the first and second sacral vertebre project unduly. They are often
termed ‘ high * and ‘low ' false promontories respectively. They are
by no means uncommon, and are often overlooked or not recognized.

! According to Kehrer, the muscles acting on the softened bones play the most
important part in producing the deformities deseribed.
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Their importance is that the measurement from them to the symphysis
may be less than the true conjugate, and so the real difliculty to the
head passing through the bhrim may be above or helow the true brim.

It is, of course. self-evident, that a high false promontory means a
much greater obliquity of pelvie brim than a low false promontory,

Fii. 94, —<Anterior Parietal Presentation,

: and consequently the head has greater difficulty in passing through in
the former than in the latter type of pelvie brim.

Passing from the brim to the cavity, one finds that the latter is
usually shallow and roomy. In flat rachitie pelvis, therefore, it may
be safely said that once the head passes through the brim it is seldom
arrested in the cavity. At the outlet there may be sometimes a little
difficulty, for, although the transverse diameter is increased, the
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draguing of the coceyx inwards may diminish the conjugate to a
glight extent.

In the mechanism of labour in flat pelvis, either rachitic or non
rachitie, there are three characteristic features :

1. The head engages in the transverse diameter.

The head is less flexed.
The biparietal obliguity is more marked.

D)
Q
D

Fis, 95, Posterior Parietal Presentation

It is only natural that the head should pass through the brim in the
transverse diameter, which is go much the largest. If examined at this
stage, the anterior fontanelle can always be readily reached, and is
usually lower, although occasionally it may be at the same level as the

posterior. But the most striking alteration in attitude is the increased
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parietal obliquity. The head is tilted towards one or other shoulder,
with the result that the anterior or posterior parietal hone presents.

In the anterior parietal presentation (asynelitismus anterior,
Fig. 94) the parietal bone, directed posteriorly, is arrested by the
promontory of the sacrum. It is an exaguerated degree of what is
termed ¢ Naegele's obliquity.” The birth takes place by the anterior
parietal bone becoming pressed against the anterior wall of the
pelvis, and the posterior being driven down round the promontory.
It is a very much more favourable position than the posterior:
indeed, in a large number of cases spontaneous delivery oceurs.

In the posterior parietal presentation (asynclitismus posterior,
Fig. 95) Litzmann's obliquity is exaggerated, and it is the anterior
parietal bone that is arrested at the symphysis, while the posterior
engages at the brim. The mechanism, according to Litzmann, was
for a gradual correction to take place, but Veit showed that the head
might pass through the pelvis by the anterior parietal bone hecoming
much moulded and forced past the symphysis.  Spontaneous delivery
is difficult in such a presentation, unless the pelvis is only slightly
deformed. A posterior parietal presentation should always arrest
attention, for not only is the presentation particularly unfavourable,
r but the degree of pelvic deformity is usually considerable when the
head assumes this attitude.

I have repeatedly tried to eorrect a posterior into an anterior
parietal presentation after rupture of the membranes, but so far
with little success; and this is the general experience. If the
pelvic deformity is not too great, version is recommended by
many, and certainly it has always appeared to me sound treat-
ment.  The only difficulty in pursuing such a course is that the
position is often only recognized some time after the membranes
have ruptured.

When version is impossible, and the natural forces fail to overcome
the difficulty, the forceps is of little value unless the head is well fixed
‘ and the pelvis only very slightly deformed. Craniotomy is then the
only course open if the child is dead, and symphysiotomy, pubiotomy,
or Cmsarean section if it is alive.

GeNerALLY Contracted Racurrie Penvis.—The majority of the
cases of marked pelvie deformity come under this heading. The bones
are small and hard. In an absolutely typical example flattening is
absent, but in actual practice one invariably finds flattening, as well
as general contraction. The explanation of the deformity is that the
disease has arrested the pelvic development. The patients may be
very small and much deformed in limbs, chest, ete. It has been
already explained that a general contraction of the pelvis is much
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more serious than simple flattening. Roughly, one caleulates that
a generally contracted pelvis of, say

’
7

3} inches (8'1 centimetres) is
equal to a flat pelvis of 3 inches (75 centimetres), but when the
conjugate falls below that fizure, the relative difference is greater.
Psruno-Mavacosteoy Racurrie Penvis.—This variety of pelvie
deformity is very rare. As far as I can remember, I have only seen
two typieal examples. Tts features will be inderstood from the illustra-
tion (Fig. 96). Presumably it occurs when the disease has run a long
course, and when it has attacked the walking child. As a natural
consequence, the weight of the child being supported by the femora,
instead of the ischial tuberosities, the sides of the pelvis are pushed
in, and the anterior wall projects in the form of a beak. A similar
deformity is seen in the malacosteon pelvis, only to a more marked

Fie. 96, —Psendo- Malacosteon Pelvis,

extent, and hence the term ¢ pseudo-malacosteon pelvis’ given to this
variety of rachitic deformity.

Osteomalacic Pelvis.—This is a deformity of the pelvis the
result of the disease mollities ogsium or malacosteon. The disease is
one of adult life, and attacks both sexes, althongh women are affected
ten or twelve times as often as men. In women it is confined almost
entirely to multiparwe in the period of life when the reproductive
organs are functionating. 1t is specially active during pregnancy
and the puerperium. A most interesting feature of the disease is the
fact that it is prevalent only in certain loecalities. In KEngland,
America, and France, for example, it is extremely seldom seen, while
in such areas as the Rhine Valley, the North of Italy, and certain
districts of Switzerland and Hungary, it may be said to be endemic.
Almost certainly it is a disease of unsatisfactory housing and improper
and defective feeding, but one would think that there must be some-
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thing more than that, for similarly unhealthy conditions exist in all
countries,

A most important contribution to the etiology and treatment of the
disease was made by Fehling in 1888, when he pointed out the great
benefit that follows oophorectomy. To speak of the disease, however,
as a ‘trophoneurosis,” and caused by a pathological condition in the
ovarian secretion, is somewhat premature, as our knowledge of the
ovarian secretion is still very incomplete. At present only this fact
is known-—that oiphorectomy does, in many cases, decidedly arrest
the progress of the disease.

The onset of the disease is, as a rule, gradual. During the course
of a pregnancy, usually after one or two normal pregnancies, pains
are complained of in the back and limbs, and walking becomes

Fis. 97, — Osteomalacic Pelvis (Auterior View),

irksome. Thege symptoms may disappear after labour and lactation,
to return again with inereased severity in a subsequent pregnancy.
With each pregnancy locomotion becomes more awkward, the
patient’s stature becomes less, from sinking of the trunk, and the
labours become more and more difficult from the narrowing of the
bony canal.

The bones, as a result of the softening, bend, according to the
direction of the forces transmitted through them. The illustrations
(Figs. 97, 98) give a fairly good idea of the malformations that result
from the disease, and it may be remarkea that in no pathological
condition of the pelvis does one meet with such extreme deformity as
in osteomalacia. The promontory is pushed downwards and for-
wards ; the lateral pelvie walls, being pressed inwards, cause the
anterior wall to be pushed out in the form of a beak, and the brim to
assume a trifoliate shape. Hence the pelvis is often spoken of as the
‘beaked,’ ‘ rostrate,” or ‘ triradiate ' pelvis. The subpubic arch is very
much narrowed, from the approximation of the ischial tuberosities.
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The acetabula look more forward, and the legs are brought closer
together, so that the subjects of the disease have a peculiar swinging
gait.  From the muscles and ligaments dragging on their attachments,
a marked curving of the iliac crests, and posterior parts of the in-
nominate bones, results, so that the posterior spinous processes may
almost touch (Fig. 98).

The diagnosis of this variety of pelvie deformity is not difficult.
The history of the (i ease and the deformities produced are absolutely
characteristic.

Prior to Fehling's discovery that oiiphorectomy had such a bene-
ficial effect upon the disease, the salts of lime and phosphorus in
various forms were most strongly recommended.  The results obtained
from such drugs, however, were not very satisfactory.

Fie. 98.—Osteomalacie Pelvis (Posterior View),

As a result of Fehling's discoveries, Ciesarean section, with removal
of uterus and ovaries, is the treatment to be adopted in all pronounced
examples of the disease. In the slighter forms of the disease other
simpler methods of treatment may prove sufficient, but owing to the
nature of the deformity it can be readily understood that it does not
require any great malformation to render delivery per vias naturales
impossible.

New Growths.—Small osteomata (pelvis spinosa), more especially
about the symphysis, sacro-iliac synchondrosis, and the ileo-pectineal
eminences, are not very uncommon. Such small growths, if the
pelvis is contracted, may cause injuries to the fwtal head, such as
gutter-shaped indentations and fractures (Chapter XXXVIIL), or
lacerations of the uterus from the pressure of the head.

Larger tumours (Fig. 99)—osteomata, enchondromata, fibro-
mata are only very occasionally encountered. In the last few
years, in the Glasgow Maternity Hospital, we have only had one
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case. \\ the exception of the osteomata, they are generally
malignant, and most commonly sarcomatous. They are usually
situated on the posterior wall in the neighbourhood of the sacro-
iline synchondrosis. Naturally, such tumours prevent the passage
of the child through the pelvis, and so Cwsarean section is in-
\‘H‘l;x]:l_\' necessary.

Fractures of Pelvis. As can be readily understood, fractures,
either from the amount of callus, or from irregular union, may

Fie. 99, —Sacral Tamounrs,  (Bumm.)

occasionally produce a deformity of the pelvis, and cases of this
nature have been deseribed. The deformities are very seldom en-
countered, for fractures of the pelvis generally result in death.

Caries and Necrosis of the Pelvis.—In the rare cases in which
the acetabulum becomes perforated in hip-joint disease, there may
result an irregular bony formation, which may encroach upon the
lateral pelvic wall. The effect of hip-joint disease on the pelvis we
shall consider later. Caries of the sacro-iliac joint may result in an
ankylosis of the joint, and the development of one sacral ala may be
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arrested in consequence. In such cases an obliquely contracted pelvis,
resembling Nuegele's, results.

Diseases of the Sacro-Iliac, Pubic, and Sacro-Coccygeal Joints.
—1 have referred already to the effect of disease and ankylosis of the
sacro-iliac joint. Ankylosis of the pubic joint is by no means common,
and some operators who have performed many symphysiotomies
question its occurrence. Reference will he made to this when sym-
physiotomy is under discussion.

As regards the coceygeal joint, premature ankylosis, or ankylosis
following fracture, may eause obstruction to the eseape of the child's
head.  Removal of the coceyx is the correct and most scientific treat-
ment.  The general course followed is to pull the child past the
obstruetion with foreeps and refracture the bone.

I Dervoryiries pesuraing vroym Disease v orue SeiNan Conrys,

Kyphosis.—The deformity of the pelvis found in kyphosis depends,
in great part, upon the degree and situation of the curvature. It is
also influenced by the age of the individual, and the disease, tubercu-
losis or rickets, which causes the deformity. In cases where there is
only a slight angular eurvature little or no alteration in the pelvis is
found.  As regards situation, if the curvature is in the dorsal, especi-
ally the upper dorsal, region, a compensatory lordosis develops, and
the pelvis is little affected.  1f, however, the curvature is situated in
the lower lambar part of the spinal column, then very decided de-
formity of the pelvis almost always exists.

The alteration in the pelvis (F'ig. 100) consists in a tilting of the
upper part of the sacrum backwards, and of the lower part and the
coceyx forwards.  As a result of this, the antero-posterior diameter at
the brim is increased, and the same diameter at the outlet diminished.
The inclination of the brim becomes lessened ; indeed, it may become
almost parallel to the horizon. The sacrum is often found narrow
and straightened. The transverse diameter of the pelvis gradually
diminishes from above downwards. At the superior straight it is little
altered, but the distances between the ischial spines and ischial
tuberosities are decidedly diminished. The striking feature of the
kyphotie pelvis is a diminution of all the diameters of the pelvic outlet ;
therefore, one finds difficulty in labour when the fa:tal head has reached
the lower part of the cavity.

It is somewhat curious that the head should so generally engage in
the oblique or transverse diameter, for one would expect that it would
engage in the conjugate, as that is the diameter which is increased.
Another peculiarity is the frequency with whieh the occiput rotates

B ———
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backwards. Many writers have referred to this, and Klein's' in-
vestigations confirm those of such writers as Spiegelberg and
Olshausen.

Until recently I had seen very little trouble in cases of kyphotic
pelvis; but within the last seven years I have had six cases of
extreme dystocia under my care. All who have collected a number

Fii, 100.—Kyplotic Pelvis,

of cases have had a similar experience. Champneys® gives the
maternal mortality as 28 per cent. and the fetal as 40 per cent.
Klein’s figures for the mother are much better, but exactly the same
for the child.  Allowing for the fact that there is always a tendency
to report the graver cases, it must be admitted that the malformation
is serious when the deformi.y ‘nvolves the lower part oi the spinal
column. One thing that un louby dly leads to the unsatisfactory results
mentioned is the fact that, as the difficulty oceurs late in parturition, the

U Arehiv f. Gyn,, 1896, Bd, v., p. L. 2 Trans, Obstet, Soc., vol, xxv., p, 166,
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necessity for serious operative interference is only appreciated after
labour has been going on for some time. It is most important, there-
fore, that the size of the pelvic outlet should be very carefully estimated
during pregnancy or early in labour in all cases, but especially in low
kyphosis.

The index for treatment in kyphotic pelvis is the length of the trans-
verse diameter of the outlet, the distance between the tuberosities.
If it is 8 inches (75 centimetres), delivery should not be difficult, but
below that figure it becomes increasingly difficult, and at 2} inches
Cwsarean section or pubiotomy if the child is living, and craniotomy
if it is dead, is the treatment indicated. Klein advocates symphysi-
otomy, and claims that a 2-inch separation at the symphysis gives an
increase of fully 1} inches between the tuberosities. 1 have twice
performed pubiotomy for this condition, and am satisfied that it is
sound treatment when the deformity is decided.

Fre. 101, —Pelvis Obtecta.  (Feliling.)

I'ehling has given the special name * pelvis obtecta” (Fig. 101) to
a form of kyphosis in which the lumbar vertebric overhang the brim
and prevent the child engaging.

Besides the ordinary kyphotie pelvis already described, one some
times encounters mixed forms—for instance, a rickety kyphotic pelvis.
I the rachitis has been at all severe, the deformity follows more that
type: if, however, it has been slight and the curvature is situated
high, then the one deformity may counteract the other. One cannot,
however, generalize on such variations, nor upon the treatment.

Scoliosis.—Lateral curvature of the spinal column, to any very
marked extent, is usually a rachitic manifestation, but if the scoliosis
is of non-rachitic origin it is quite negligible from the obstetric
standpoint,

The seolio-rachitie pelvis has been already mentioned (I'ig. 93), and
its importance as influencing the passage of the head through the brim
has been referved to. A curvature of the spinal eolumn high up will

e ———
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not have the same effect as one situated low down, for a compensatory
seoliosis oceurs in the former. The feature of the malformation is a
pushing over of the promontory to the affected side, so that the pelvie
brim is of extremely irregular outline.

Spondylolisthesis— Iy this term is meant a slipping down of the
last lumbar vertebra in front of the promontory (Fig. 102). In slight
cases it only projects a little way over the promontory, hut in extreme

thetic Pelvis Jumn

cases it projects right down in front of the first sacral vertebra. The
remaining lumbar vertebriv also sink down, and the fourth and third
may actually project over the superior straight—not, however, to any
thing like the same extent as occurs in the ]v"l\i> obtecta.’

It can be readily understood that the deformity causes great
alteration in the pelvic capacity. The promontory is displaced back-
wards, but the ‘obstetrical conjugate,” the distance between the
symphysis and the most projecting part of the vertebral column, is




_—

176 OPERATIVE MIDWIFERY

very much lessened. The sacrum being pushed backwards and the
lower lumbar vertebra: downwards, the superior straight becomes
more and more nearly parallel with the horizon. The pelvic outlet
becomes diminished antero-posteriorly.

The appearance of subjects with this deformity is quite character-
istic ; the trunk seems to have sunk down into the pelvis, while behind
there is often to be seen the projecting spine of the last lumbar
vertebra. The diagnosis, therefore, should seldom be difficult,
aithough there are other conditions, such as mollities ossium and
a low kyphosis, which produce a shrinking down of the trunk. By
internal examination the projecting vertebra will be readily felt.

The most generally accepted view of the etiology of this malforma-
tion is that it results from maldevelopment of the interarticular
procesees of the last lumbar vertebra. A history of accidents, falls,
ete., and the carrying of heavy weights, can rarely be obtained. The
frequency of the condition is variously stated. Lane considers it by
no means uncommon ; Olshausen aud Veit! mention seventy anatom-
ical recorded cases, but Breus and Kolisko maintain that in the
various collections there exist only some twenty genuine specimens.
The reason for this discrepancy is probably that Lane includes ’
the slighter cases of projection of the last lumbar vertebra, while the
others only accept extreme cases. As has been already stated, one
sometimes finds the last lumbar vertebra pushed forwards and down-
wards in the rachitic pelvis, and if one were to include such cases the
frequency would certainly be much higher than even Olshausen and
Veit state.

However these are matters of anatomical interest. What is of
real practical importance is that the deformity is a very serious one
indeed.  Only in the very slight degrees of the deformity is it
possible to deliver the child per vias naturales, either by forceps or
pubiotomy. Cwsarean section if the child is alive and craniotomy if it
is dead are, therefore, the operations to be considered.

IV. Deroryiries rrovm Diseases oF tie Lower EXTREMITIES.

The deformities resulting from disease of the lower limbs are usually
unilateral.  Coxalgia, dislocation, and shortening of the leg from any
cause, of which, perhaps, infantile paralysis is the most striking, are
the chief affections encountered. The deformity resulting from each
of these conditions is much the same, although in coxalgia it is usually

| most marked.
) i In hip-joint disease, if the child is very young and the affected side

y 1 ¢ Lehrbuoh,’ 1902,
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is partly arrested in its development, an ankylosis of saerum and ilinm
mey result.  As the child goes about, however, and inost of the weight
is thrown on the sound leg, an oblique distortion of that side of the
pelvis follows.

The deformity is seldom so grest as to cause extreme distortion,
such as would necessitate any of the major operations, although on
one oceasion I saw a case of double coxitis where the deformity was so
decided as to necessitate the induction of premature labour.

In the case of congenital dislocation of the femur, or a dislocation
occurring in early life, the head of the bone is displaced on to the
ilinm, where a new joint forms. The affected leg being shortened, the
greater part of the body-weight is borne by the gound leg, and conse-
quently that side of the pelvis is pushed in. In congenital dislocation
of both femurs hoth sides are pushed in, and so the brim is narrowed
transversely.  Similar, but less marked, deformities may follow
shortening or absence of a limb from any cause, if it oceurs in
early life.




CHAPTER XII

DYSTOCIA THE RESULT OF ABNORMALITIES AFFECTING THE
PARTURIENT CANAL— Coutinued

Diagnosis, Prognosis, and Treatment of Pelvic Deformity, more
especially of the Rachitic Varieties of Malformation.

In considering the rarer forms of pelvie deformity, I briefly referred to
the diagnosis, prognosis, and treatment of the particular one under
consideration. With rachitic pelvis, however, 1 did not do so, for,
being the commonest variety of deformity, and the one on which all
discussions of diagnosis and treatment are based, I felt it required to
be treated in a special chapter. The following remarks, therefore,
have reference to the rachitic pelvis. It will be found, however, that
f the methods of examination and the principles which guide one in
i the choice of treatment apply, with certain alterations and reserva-
|“ tions, to the other deformities. I eannot commend too warmly the
! subject which is now to be considered, for I know of no pathological
condition which calls for greater judgment than the treatment of
contracted pelvis.
i Diagnosis.

' A suspicion of pelvic deformity is aroused by smallness of a
| woman's stature, by a waddling gait, and by malformation of her
limbs or spine; also, in the case of a primipara, by a pendulous
abdomen and by the fital head not being fixed at the brim at the
commencement of labour, and in a multipara by a history of previous
tedious and instrumental labours. But while, undoubtedly, these
features are commonly associated with pelvie deformity, one must not
attach too much importance to their presence or absence. Cases
oceur in which all fhese peculiarities are distinet and yet the eapacity
of the pelvis is little diminished and parturition is but little disturbed ;
while, on the other hand, many women showing no external deformities
have a pelvic malformation, and in consequence a difficult narturition.

It is highly desirable, therefore, that all primigravide be examined
during pregnancy. This is done with greatest advantage about the

thirty-fifth week, when any operative treatment deemed necessary
178
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can be arranged.  Should the patient’s appearance or history suggest,
or should the vaginal examination indicate, any pelvie deformity, an
exact measurement of the capacity of the pelvis must be made.

As regards the external measurements of the pelvis there is no
difficulty. They are taken with calipers, and it does not matter
in the slightest which form is employed. The routine measure-
ments taken are the intercristal, interspinous, and external eonjugate
diameters, which measure respectively 103, 10, and 7} inches (26'8,

Fie. 103, —Measuring the Intereristal Diameter of the Pelvis

25, and 187 centimetres). The exact terminal points of the inter-
spinous diameter are easily defined—viz., the anterior superior spinous
processes. With the intercristal diameter it is rather different. The
terminal points of that diameter are the widest points on the crests.
But the crest is a bony ridge of some thickness, and it makes a con-
siderable difference if one measures from the outside or the inside of
the ridge. Personally, I always measure from the middle, getting my
thumb and middle finger on the inside and outside edge respectively
of the bony ridge (Fig. 103).

The external conjugate, known as Baudelocque’s diameter (Fig. 104)

pme———

——

Rt n o

S



180 OPERATIVE MIDWIFERY

the distance between a point immediately below the projecting spine
of the last lumbar vertebra and the symphysis pubis—is less easily
determined because of the difficulty in marking off the posterior point.
In certain individuals, however, the difficulty may be got over by taking
the superior angle of a small rhomboid found often at the lower part
of the vertebral column, and known as Michaelis' rhomboid (Fig. 105).
This latter point very nearly corresponds to the point desired. There

Fi16. 104, —=Measuring the External Conjugate, or Conjugate of Baudelocque,

is, however, no very constant relationship between the external con-

jugate and the internal or true conjugate of the brim, although, on

an average, the difference is about 8} inches (8'7 centimetres). Pelvie
deformity should, however, always be suspected if it measures 7 inches

(17'5 centimetres) or under. Lastly, the transverse diameter of the

outlet (Fig, 106)—the distance between the ischial tuberosities—should |
be taken in all cases of kyphotic or funnel-shaped pelvis. On an
average it measures 4} inches (11 centimetres).
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F'rom these external measurements one can only approximately
estimate the formation of the true pelvis. If one finds all the
diameters about equally diminished, a generally contracted pelvis is
surmised, while if the external conjugate only is altered, a flat pelvis
is suspected. The measurements which should be taken in the rarer
forms of pelvie deformity are referred to in the previous chapter.

In order to arrive at the exact internal measurements of the
pelvis, endless devices and many forms of pelvimeter have been
suggested.  Without exception, these instruments have proved
little practical value, although many of them have seemed from a

Fic, 105 —Michaelis’ Rhiomboid.

The uppermost angle marks the posterior limit of the external
conjugate diameter

theoretical standpoint most ingenious. One of the best is that of
Skutseh (Figs, 107 and 108), and fairly accurate measurements of hoth
the conjugate and transverse diameters can be obtained by means of it.

The conjugate diameter at the brim, or conjugata vera, is arrived
at by measuring first the distance between the promontory and the
anterior surface of the symphysis pubis, and then deducting from
that the thickness of the symphysis (Iig. 107). The manner of
measuring the transverse is explained in Figs. 108« and 108). But
even with Skutsch’s pelvimeter one cannot reckon on absolute accurac Y,
and it is evident that the results obtained are not satisfactory, for
within recent years new forms of pelvimeter have been described
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by Zweifel' (Fig. 109) and Solowig.* The latter are to all intents
and purposes old forms revived, and with absolute certainty will go
the way of all others. From personal experience I believe Skutsch’s
pelvimeter is the best, although 1 have long ago given up attempting
to measure the internal pelvie capacity with instruments.

(uite 1 new principle characterizes the ingenious invention of
Neuman and Ehrenfest.* The principle involved in the pelvigraph
is that of parallel rulers. One arm localizes the various points within
the pelvis, while the other has attached to it a dial. The various

16, 106.—Measuring the Transverse Diameter of the Outlet.

points are mapped out on a piece of paper, and the general pelvie
formation in sagittal section is constructed.

I understand that it has not come up to expeetation. Certainly it
is far too complicated for practical purposes, and this is the conclusion
come to by Sonntag.'

Radiography has not proved of practical value ; for although with
X rays one ecan obtain an idea of the general pelvic formation, so
far it has been impossible to make exact measurements of the pelvic
diameters.

Y Zeit, f. Gyn., 1906, p. 763, ¢ Ibid., 1905, No. 24

Monat. f. Geb,u, Gyn., vol xi., p. 237,

¢ Winekel, * Lehrbuch,” 1905, B, ii., Teil i, p. 1858,
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Fi, 107.—Measuring the Conjuzata Vera with Skatsel's Pelvimeter,

First the distance between the promontory and the anterior surfuee of the symphysis
pubis is taken, and then the distance between the postevior and anterior surface
viz., the thickness of the symphysis.  The difference between these two measnre
ments is natarally the true conjugate

Fis, 1081, —Measuring the Transverse Diameter of Brim with Skatsch's Instrument.

Measuring the distance hetween the great trochanter and the nearest point of the
pelvie brim of the sawe side.
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Owing, therefore, to the unsatisfactory results obtained by pel-
vimeters, most obstetricians estimate the size of the pelvis manually.
It need hardly be said that by such a method accuracy is also
impossible.  No doubt the skilled obstetrician, who has had an
extensive experience of deformed pelves, can estimate fairly cor-
rectly the pelvie capacity by means of his hand, and certainly the
chances which the fwtal head has of passing through, but he cannot

Fie:. 1080, —Measuring the Travsverse Diameter of Drim with Skutsch's Instrument,

Measuring the distance between the great trochanter and the most distant point of
the pelvie brim of the other side,  The difference between the measurements made
ifter this and the previous figures is naturally the transverse dinmeter of the pelvie

birim

tell the student, for example, nor can he put down on paper its exact
measurements,

The manual method most generally employed in practice is the
taking of the oblique conjugate by means of the fingers (Fig. 110),
and from that measurement caleulating the conjugata vera. To do
this the middle and forefinger of the right hand are passed into the
vagina until the middle finger impinges on the promontory and the
forefinger is pressed against the subpubic ligament. The forefinger
of the other hand marks off the lower margin of the subpubie ligament.
Both hands are then withdrawn, and the distance between the tip of

e
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the middle finger and point marked on the forefinger measured with a
tape or calipers. In taking this measurement, it is hardly necessary
to say that it should be done with the greatest care. It is most
important that the finger be pressed against the true promontory, and
not against a false one, and also that the lower margin of the subpubic
ligament be marked off exactly.

But here, again, comes a difficulty, for the difference between the
oblique and true conjugate is most variable. We commonly reckon
the true conjugate as between } and § inch (1°2 and 1'9 centimetres)
less than the oblique. But from measurements made post mortem on
women whose pelves were examined during life I found this estimate
of the conjugata vera often wrong—I have found it as far wrong as

1 inch (2 centimetres). The recent investigations of Sellheim? in this

Fic, 109, —Zweifel's Pelvimeter.

connexion are of great interest. e found that the difference between
dingonal and true conjugate varied from 0 to 3 centimetres (0 to
1'2 inches). Theolder investigations of Skutsch were much the same
05 centimetre to 2'9 centimetres (02 to 1 inch).

For practical purposes, in estimating the true conjugate from the
oblique, one must consider

1. The depth of the pubic symphysis. The deeper it is, the more
must be allowed.

2. The height of the promontory. The higher it is, the more
must be allowed.

3. The angle of the pubic symphysis to the horizon. The more
obtuse it is, the more must be allowed.

Other methods of employing the fingers for measuring the pelvis
have been suggested. Ramsbotham’s method (IYig, 111) is quite

! Zenl. f. Gyn., 1904, p. 549,
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impracticable. The passing of the whole hand into the vagina, however,
and employing the closed fist or fingers, as is indicated in the illustra-

Fie. 110.—Measuring the Oblique or Diagonal Conjugate,

tion (Iig. 112), gives the skilled accoucheur a very good idea indeed

<), 8

of the general formation of the true pelvis, and I frequently make
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use of the method. It can always be employed with success both in
primipare and multipare during labour, but only with difficulty and
under anwsthesia in primigravid.

After delivery, when the abdominal wall is lax and the uterus can
be pushed aside or has sunk down into the pelvis, the conjugata vera
may be estimated externally by marking off with the fingers the
distance between the internal surface of the symphysis pubis and the

Fii. 111, —Ramsbotham’s Method of measuring the Conjugata Vera,

projecting promontory. Sometimes, even, by a similar manceuvre, it
can be estimated before delivery by pulling up the uterus ; but this is
only possible in multipare with lax abdominal walls, and, as a rule,
only up to the thirty-second week. Ahlfeld, some years ago, showed
me wooden bars of various sizes which he employed for estimating
the true conjugate externally. Calipers have also been used. All
these devices are employed in the same way—one end of the bar
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or calipers is pressed against the promontory and the other against
the symphysis.

It is perfectly evident, therefore, that neither by the hands nor by
pelvimeters can one make an accurate measurement of the internal
capacity of the pelvis, although with practice a fairly good idea, correct
to about | inch (06 centimetre), may be obtained. Generally such
approximate aceuracy is all that is necessary, but sometimes it is not
80, as | shall have to point out later.

Jut in contracted pelvis there is another very important factor
influencing the parturition—viz., the size of the fital head. The
frtal head varies very much in size, but, what is perhups of even

Fro, 112 —Johnson’s Method of measuring the Conjugata Vera

greater importance, it varies very much in consistency. It is at
once evident that a large or much ossified head will pass through
a contracted pelvis less easily than a small and defectively ossified
one. Attempts have been made to measure the fetal head in utero
(Fig. 113), but they have not proved very successful, while consis-
tency is impossible to estimate until labour has advanced some way,
for only then can the fontanelles and sutures be felt. Stone! has
claimed great accuracy for his method, which consists in employing
calipers applied to the head, whose position and attitude has been
carefully palpated.

,“ We have, theretore, in practice to deal with a canal, the peleis, and

| a I;.n/]/ which has to pass Il/l:l/ljl/l that canal, the jowtal head, neither
v Med, Lee., November 4, 1905,
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of which ean be accurately gauged as regards size. This has been
recently appreciated Ly Miiller, Pinard, and a few others, who have
advoeated that, after the pelvis is carefully measured, the relative size
of the head and pelvis should be tested. Barbour stated this very
succinetly when he said, “ The fictal head is the best peleimeter.

There is here represented (I'ig. 114) my method for estimating the
relative size of head and pelvis. It is for the most part a combination
of Muller's and Pinard’s methods modified, and 1 believe improved.
It is a bimanual method—the external hand pushes the head into
the pelvis, while the internal fingers of the other estimate the relative

T > »

Fio. 113, —Cephalometer,  (Perret.)

size of pelvis and head. It may be employed with or without anws-
thesia, but greater accuracy is obtained if the woman is anwsthetized.
The patient is placed in the ordinary position for a gynwcological
examination, and the accoucheur stands at her side, facing her. The
right hand seizes the head, and presses it into the superior straight.
Two fingers of the left hand are passed into the vagina. These
measure the consistency and manner of engagement of the head;
also, if it has not been done already, the nature and extent of the
pelvic deformity. Further information, however, is obtained by
utilizing the thumb, which is passed along the brim, and estimates
the degree of overlapping. The employment of the thumb in the
manner described is the most important detail of the examination. It
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never was o feature of Miller's method. By this method I find the
relative size of the fwtal head anl maternal pelvis can be very
exactly estimated. There is only one detail which has to be watched
—viz., the variety of parietal obliguity or asynclitism, which exists, or
is produced by the external hand.

To sum up, then, the manner in which one should approach a
case of contracted pelvis is as follows : (1) The general appearance of
the patient and the obstetric history, if she is a multipara, is noted.
(2) The external and internal pelvic capacity is carefully measured.

47y

Fig, 114, —Author’s Method for estimating Relative Size of Feetal Head and
Maternal Pelvis

(3) Finally, the relative size of the fatal head and the maternal pelvis
is estimated. Having done all this—but not until then—one is in a
position to consider the treatment.

Prognosis and Treatment.

Everyone is aware that deformity of the pelvis, except it be of
a slight degree, is a dangerous condition for mother and child. To
give figures which would represent exactly how dangerous is quite
impossible, for so much depends upon the extent of the deformity and
the treatment adopted. Many times, too, the mother's and child’'s
interests are directly opposed to one another, for the more the mother's
life is considered, the greater is the child’s endangered, and vice versa.
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Take induction of labour and Cwmsarean section. In the former the
fcetal mortality is enormous, but the maternal almost negligible ; in
the latter the maternal is still considerable, but the fatal is small.

It is not possible to consider here all the details of the treatment
of contracted pelvis. These details will be found digcussed elsewhere,
chiefly in connexion with the various operations. My purpose at
present is to treat the subject generally, and to point out the prin-
ciples which should guide one in approaching a case of contracted
pelvis and in coming to a decision regarding treatment.

Many students and practitioners think—and they are encouraged
to do so by the general teaching in all but a few of the modern text-
books—that the treatment to be adopted in cases of contracted pelvis
should be based upon the size of the conjugate diameter of the brim
of the pelvis.

No exception can be taken to such an attitude towards major and
minor deformities, but it is an absolutely erroneous one to assume
towards medium degrees of pelvic deformity, the class of deformity
which is by far the most common.

But, first of all, let me define these different degrees.

By minor pelvic deformity I mean a conjugata vera of over
3% inches (93 centimetres), by major deformity where it is below
3 inches (7'H centimetres), and by medinm deformity where it is
between 37 and 3 inches.

In major and minor deformities the size of the pelvis alone deter-
mines the treatment, for in the latter spontaneous delivery or forceps
always results in a satisfactory termination, while in the former, the
major degrees of pelvic deformity, Ciesarean section and craniotomy
are practically the only alternatives.

With medium degrees of pelvie deformity, however -that is to say,
the deformities where the conjugate is from 3% to 8 inches (9'3 to
75 centimetres)—it is quite otherwise, for in such cases there are
several alternative treatments which have to be considered if the
child is living. They are, leaving the case to Nature, version, forceps,
induction of premature labour, pubiotomy, and Cwesarean section. No
hard-and-fast lines can be laid down for cases of this group. Experi-
ence alone can teach one how to deal with these cases, which, more
than all others, tax the obstetrician’s skill and judgment. This 1
would say, however—-it is absolutely essential to base the treatment upon
the relative size of the fwtal head and the maternal peleis, for in cases in
which by peleimetry the pelves arve the same, sometimes one operation,
sometimes another, will be found best,

From 1909 to 1913 inclusive, I had under my care in the Glasgow
Maternity Hospital and private practice 181 cases in which the conju-
gata vera was 3} inches (8'7 centimetres) and under. Cases in which
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it was more than that figure are not included.

Aurnor’s Cases or Conrracrep Peivis, 31 INcles
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AND UNDER (1909-1913).

In these cases the
following are the results as regards mothers and children :

(87T CENTIMETRES)

" 1 linte and | )
Operation. Total Cases o m “Tate Portal | i
Mortality. i “
Per Cent, Per Cent |

Spontaneous delivery 62 16
Foreeps 10 0 275 ‘
Induetion of labour 9 0 11 ‘
Craniotomy 25 12 100 !
Pubiotomy 8 125 25 |
Cwsarean section 37 54 208 1
Spontaneous Delivery.—Naturally, up to a certain point, spon- |
taneous delivery gives the best results for mother and child. From |

that point, however, the prognosis becomes less favourable. The ‘
point, so far as I ean judge, is 3} inches (87 centimetres) for flat and
3% inches (93 centimetres) for generally contracted pelvis. During
the last few years in the Glasgow Maternity Hospital we have had
quite a number of women delivering themselves spontaneously whose
pelves were of the size I mention ; but only once or twice has a full-
time child been driven through a pelvis of 3 inches (75 centimetres).
In the Queen Charlotte Hospital Report for 1905 a case is recorded of
a primipara who delivered herself of a child weighing 5 pounds
124 ounces in ten hours, although she had a flat rachitic pelvis in
which the C.V. was only 21 inches (7'1 centimetres). Peham 2 men-

¥ tions two cases.
i Here is an interesting table made up by Kronig for the Leipzig
il Klinik of Zweifel : )
! - .
| u | Generally Contracted Pelvis, \ Flat Pelvis. |
il V.74 [ C.V, 69 i
\ X F . W Rk Tdem, | . 3V, 69 em,
” Ol g, OV T80 "o nder Ly | and under (24" ‘
I (4"-33"). (34"-3%) \\‘( and under) . and under).
i\ & 1" = | I 5 " |
i | g ’ Spon- | § | Spon- | § | | & $ ] |
4 [tancous 2 taneous| = | Little | 2 | Little | % | Little é Little |
© forLittle. © lorLittle, = |Helpat| © | Helpat Help at Help at
| | @ |Helpat, F |Helpat Z |Outlet.| F |Outlet. Outlet. | 3 |Outlet
| i : |Outlet. | & |Outlet. | = ‘ & P
i Primipara | 48 0 I a5 8 | none | 120 a0 | 2 8 | none !
I i Multipura | S8 L T 3 10 | none 200 84 | 46 7 none |
|
1|

1 By ‘immediate

mortality is meant that the children are born dead, and by

‘late’ mortality that the children have died while the mothers have been in
hospital or under supervision in their homes.
? ¢ Das enge Becken,' 1908,
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From these figures it is perfectly evident that the possibility
of spontaneous delivery through a narrow brim is greater than is
generally supposed, and as my experience increases I am more nd
more convineed of this; but 1 find it very difficult to persuade others
of the fact. They become impatient and uneasy about the woman’s
sufferings, and think they should interfere. It is certainly distressing
to see a woman suffering, but anxiety regarding the child is unneces-
sary. I frequently observe spontaneous delivery through pelves of
3} inches (8'7 centimetres) where the second stage lasts five, seven,
even nine hours, yet the children are living, and the mothers are
none the worse. It is hardly necessary to repeat here that in all
cases of prolonged labour the condition of both mother and feetus
must be carefully watched.

But another great advantage of spontaneous delivery is the low
feetal mortality. Boenninghausen gives the fetal mortality for spon-
taneous delivery in generally contracted pelvis as 22 per cent., and
for flat rachitic pelvis 27 per cent., while in artificially terminated
labours the mortality was 41 per cent. and 47 per cent., according
as the pelvis was generally contracted or flat. Peham!' gives the
mortality as 3 per cent.

CASES OF SPONTANEOUS DELIVERY IN AvTHOR'S CLiNiQue where C.V.
was 34 Incues (87 CeENTINETRES) OR UNDER (1909-1913).
Total Cases. | Reslt to Mother. | Result to Child, | Average Woliht
|

C.V. 8} 38 Well Well 71 pounds

(87 em). (heaviest child
10 pounds)
C.V. 8})" 22 Well One death 7 pounds
(81 em ). (prolapse of  (heaviest child
cord) 8} pounds)
CV. 8 2 Well Well 6} pounds
7'5 em.). (heaviest child

6} pounds)

In only one of my cases has there been a feetal death, and in that
case the cord prolapsed. Equally good results will be found in the
recent reports of Queen Charlotte Hospital, London, and the Rotunda
Hospital, Dublin. One naturally expects a much higher fetal mor-
tality where operative interference is had recourse to: but few, I feel
convineed, are aware of how smail the feetal mortality is in suitable
cases left to Nature.

In medium degrees of pelvic deformity the following factors
influence the passage of the head through the pelvis: («) The extent

1 ¢ Das enge Becken,' 1908,

15
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and nature of the deformity; (h) the size and consistency of the
head ; (¢) the variety of biparietal obliquity present; (d) the posi-
tion of the oceiput; (¢) the strength of the expulsive forces. I have
already said sufficient regarding the degree of deformity. Without
doubt it is the most important factor, although the two following
have more influence than is generally admitted.

It is perfectly obvious that the size and consistency of the head,
being a very variable quantity, must be a factor of considerable
importance, especially in cases where the deformity is on the border-
line of being too much for the forces to overcome. Probably con-
sistency is even more important than size, unless the latter is extreme.
Personally, I have found the average weight and size of head of the
children born of rachitie parents slightly higher than that of ordinary
children. Pinard! has remarked upon this also. The subject is fully
discussed by Wileke.?

Of very great importance indeed in flat pelvis is the next factor, the
variety of biparietal obliquity present. The posterior parietal presenta
tion is extremely unfavourable both as regards spontaneous and forceps
deliveries. It is quite unnecessary to mention other writers in support
of this view, for all are agreed that the posterior parietal presentation
is infinitely less favourable than the anterior. One need not consider
the subject again—it is fully discussed in the previous chapter.

In cases of scolio-rachitic pelvis—a variety of rachitic deformity
which I have found not uncommon—the position of the occiput may
influence the passage of the head through the brim, for it is at once
apparent that the head will pass more readily if the occiput is
directed towards the more roomy side.

As regards the expulsive forces, the last important factor in-
fluencing the labour, little need be said. Naturally, the stronger
they are, the greater is the probability of the labour terminating
spontaneously. In flat pelvis one usually finds them quite up to, and
often even above, the normal, but in generally contracted pelvis of the
non-rachitic variety they are not infrequently rather feeble. This has
been already referred to in speaking of the expulsive forces as a cause
of delay in labour.

Turning now to the artificial methods of delivery in contracted
pelvis, version and forceps are the only two I intend considering
at present. The results from the other operations, induction of labour,
gymphysiotomy, craniotomy, and Ciesarean section, will be considered
in separate chapters. For the sake of continuity, however, 1 would
say, in regard to symphysiotomy or pubiotomy, that my present

! Ann. de Gyn., 1898, p. 81,
? Hegar, Beitr. Geb, u. Gyn., 1901, Bd. iv., p. 201.
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attitude towards it is to employ it only in cases where, after two
attempts with forceps, I fail to extract the child—where, in other
words, I feel that a little more room in the pelvis is all that is necessary
to permit of delivery per vias naturales. As regards induction of labour,
my results have been so unsatisfactory that at present I perform this
operation very seldom.

Version.—Podalic version, early or late, was abandoned by us in the
Gilasgow Maternity Hospital some years ago, because we found the results
to both mother and child were less satisfactory than when forceps were
employed. So much was I impressed with the unsatisfactory results
from podalic version that in presentations of the breech it has been
my practice during the last few years to perform external cephalic
version during pregnancy whenever that was possible, and the pelvis
was only moderately deformed. Such a procedure has this great
advantage, that it permits the accoucheur testing the relative size of
head and pelvis, so important a guide to treatment, and which other-
wise he could not do if the presentation remained pelvie.

The arguments advanced in favour of version as against forceps in
flat pelvis are familiar. The most important are that the wedge-
shaped head passes through more easily base first; that the parietal
bones overlap better with the after-coming than with the fore-
coming head; and that, as forceps must compress the head in the
longitudinal diameter, it produces a compensatory increase in the
biparietal diameter—the fwetal diameter which is engaging in the
narrowest diameter of the pelvis, and which, in consequence, one
wishes to remain as small as possible. Simpson usually gets the credit
for having advanced the first of these three arguments in favour of
version, although long before his time it was appreciated and taught.

The last argument, however, was the one to which most weight
was attached until Budin and Milne Murray disproved the truth of
the statement.

Long ago Baudeloeque® proved by experiment that longitudinal
compression of the head did not produce a compensatory increase of
the biparietal diameter; but he left the matter there, and his experi-
ments were forgotten until Budin, and later Milne Murray,* repeated
them. These latter observers found that Baudelocque was correct in
his observations, but they went a step farther, and found in their
experiments that the compensatory increase occurred in the vertical
diameter of the head, a measurement Baudelocque neglected to take.
I have repeated the experiments of Budin and Murray, and have
obtained similar results.

! ¢A System of Midwifery,” translated by Heath, 1790, vol. ii., v. 877.
2 Edin, Med. Journ., 1888, vol. xxxiv., p- 417.
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Neither from practical experience nor on theoretical grounds,
therefore, is version better than forceps, and this is the opinion of
British obstetricians. Several obstetricians in France, Germany, Italy,
and America still favour prophylactic version. There is, however,
not the same enthusiasm about the treatment now as formerly,
and even those who approve of it only do so for the slighter forms
of contracted pelvis. But having condemned version in general in
flat pelvis, I will make three exceptions—viz., cases of posterior
parietal presentation, cases in which in scolio-rachitic pelvis the
oceiput is directed to the narrow side, and cases in which other
complications requiring version, such as placenta prievia, coexist. It
is quite evident from what has been said why these exceptions should
be admitted.

I have said that for many years the British school, in general,
have been opposed to version. It is no small satisfaction, therefore,
to find evidence that other schools are coming to a like opinion,
but, be it noted, they are not coming to our opinion, because they
favour foreeps. Do not for a moment let us imagine that is the reason.
They are opposed to cersion, because spontancous delivery occurs more
often than was supposed.  Kronig writes as follows :' ¢ Version on
account of contracted pelvis, the so-called prophylactic version, cannot
be recommended, for the prognosis for mother and child is less
favourable than birth of the child by a head presentation.’ Baisch®
gives the results for the Tubingen Klinik, and his opinion regarding
version is the same. In France neither forcens nor version is favoured
by Pinard and his many followers. They hold that, if spontaneous
delivery does not occur, pubiotomy or Ciwesarean section should be had
recourse to. The theory is quite logical—indeed, like so many other
views of this great obstetrician, it is too logical. It is too extreme, for
there must be some cases in which the head requires just a little help
through the brim, and surely this may be safely given with forceps.
There is, however, another school in France which still favours
version.

Forceps.—Turning now to forceps, it is apparent from my table
(p. 192) that the feetal mortality with it is still high—27 per cent. It
must not be forgotten, however, that I only include pelvic deformity
when the vera is 8} inches and under (8°7 to 7°5 centimetres), and that
I include both the early and late mortality. But even allowing for
that, the fetal mortality is greater than it should be. I find, however,
it differs very much according to the type of house-surgeon I have.
If I have a specially careful and reliable one, whose first object is to
act up to my own and my assistant’s views, and not simply to get as

1 Op. cit., p. 100, 2 Monal. f. Geb, w. Gyn., 1906, vol. xxiii.,, p. 829,
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much experience in ‘ forceps deliveries’ as possible, then the fretal
mortality is low, and may be nil, as occurred in 1909.!

As with spontaneous delivery, so with forceps, the results up to
a certain point are quite satisfactory, the turning-point seeming to be
3} inches. With a vera down to and including 3} inches (8'7 centi-
metres) the feetal mortality is 15 per cent., with a vera of 3] inches
(81 centimetres) 21 per cent., with a vera of 3 inches (7'5 centimetres)
45 per cent. But apart from the fietal mortality, there is the feetal
morbidity to be considered. Whenever one passes below 3} inches
the fo:tal morbidity becomes greatly increased —in my cases by as much
as four times. Indeed, induntation, severe bruising, and deep asphyxin,
become comparatively common. It appears to me, thercfore, that
forceps should only be employed in exceptional cases when the conjugata
vera is below 3Y inches (87 centimetres), and seldom, if ever, when it is
under 8} inches, and that the instrument should be had reconrse to only
when the head is well fived at the brim and does not overlap, and only
after considerable time has been given the head to mould.  Finally, that
only very moderate traction should be employed.

The same factors influence forceps delivery as we have seen in-
fluence spontaneous delivery. Posterior parietal presentations are
extremely unfavourable. There is, however, one factor of very special
importance, and that is the time that has been given the head to
mould. It is of great advantage if forceps is only employed after the
head has become well moulded.

With few exceptions, obstetricians outside of Britain are opposed
to the employment of forceps to pull the head past the obstrue-
tion. They only countenance forceps after the greatest circum-
ference of the head has passed the contraction. This is becoming
the teaching also of a few in this country. With such a united
opinion against the operation, it is at once evident that forceps, if
employed at all, must be used with great caution. The promiseuous
employment of the instrument for pulling the head through the brim
and the use of brute force—a practice so common in this country
—cannot be too strongly condemned. It is simply deplorable to
see cases bronght into hospital where the medical attendant and his
confreves have been making futile attempts to deliver with forceps,
when such an operation should never have been contemplated.

But having said so much against the employment of ill-advised
force and the dragging of the child past an obstruction, the one extreme,
I am not prepared to go to the other extreme and say that forceps
should only be employed after the greatest circumference of the feetal
head has passed the obstruction, and never to help it past the obstrue-

! ‘Clinical Report, by Dr. David Shannon, Glasgow Medical Journal,
March, 1910,
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tion. Personally, I still practise and teach that in carefully selected
cases forceps may be employed with most satisfactory results, even
although the greatest circumference of the head has not passed the
brim; but the head must be fixed, and there must not be any
appreciable overlapping at the brim. Besides, only one or two
attempts with moderate force are to be made. If they fail, then some
other treatment must be employed. For such cases axis-traction
forceps is peculiarly suitable, and is much better than the ordinary
double-curved instrument. It must not be forgotten, also, that in flat
pelvis the Walcher position is often of great assistance. This subject,
however, is referred to under Forceps Delivery in Contracted Pelvis
(Chapter XXIV.).

So far 1 have discussed the use of forceps from the standpoint of
the child—at least, the figures given had reference to feetal mortality
and morbidity. 1 have done this purposely, because the maternal
morbidity and mortality should, theoretically, be nil. As far as
mortality goes, this is nearly the case. In my list there is no death.
But what about morbidity ? Amongst the cases of contracted pelvis
which have been delivered by forceps in hospital during the last few
years, 1 know of one in which the uterus was ruptured in that part of
the posterior wall situated over the promontory, and I know of several
cases of severe bruisings and tears of the cervix and vagina. Amongst
my own cases in one the cervix was extensively torn. Altogether
there is a morbidity of 20 per cent. In my cases of spontaneous
delivery the morbidity is nil. No doubt the morbidity in the forceps
cases is due in great part to the fact that many of the patients were
examined by midwives or careless practitioners before admission to
hospital ; but, even allowing for that, it is too large.

Let me now summarize the treatment 1 have sketched under the
two following headings :

1. Cases in which the deformity is recognized during pregnancy.
2. Cases in which the deformity is recognized during labour.

1. Cases in which the Deformity is recognized during Preg-
nancy.—It is of the very greatest importance to bring as many cases
as possible into this group. Medical practitioners, therefore, whenever
they have the opportunity, should make a point of satisfying them-
selves of the pelvie eapacity of all primigravide, and of multigravide
who have had previous difficulty at their confinements. Itis well that
all pregnant women should appreciate this also, especially in cities such
as (lasgow, where pelvic deformities are common, and should go to
their medical attendants during the later weeks of pregnancy. 1 need
not enlarge upon this ; it is admitted by everyone.

ﬁ‘
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The accouchenr in a case of suspected deformity should measure
the pelvis and estimate its capacity. He should then place the
woman amongst those of slight, extreme, or moderate pelvie deformity.
The exact limits of these different groups have been already given.
Should the pelvis be of slight or extreme deformity, pregnancy is
allowed to continue until near term. In the case of slight deformity
labour is allowed to come on, as the delivery will be spontaneous, or
at worst will be terminated by forceps. Should the deformity be
extreme, however, preparations must be made for either Cwsarean
section, or eraniotomy should the child happen to be dead.

If, however, the deformity of the pelvis is only moderate, a most
careful examination of the relative size of the head and pelvis should
be made under an anwsthetic in the thirty-fifth or thirty-sixth week
of pregnancy. The object of this is to give an opportunity of judging
if induction of labour should be had recourse to. 1f this operation
is decided upon, it may be done at the time, or delayed a week to ten
days if deemed advisable. Should the case be considered unsuitable
for induction of labour, pregnaney is allowed to continue. In most
cases the examination will have shown the degree of disproportion
between the head and pelvis, and, consequently, whether labour is
likely to terminate spontaneously, with forceps, or with Cwsarean
section. If there is any doubt about this, it is well to examine
again under an anwmsthetic at the very beginning of labour, for if
Cwsarenn section is to be performed, it is undesirable that labour
should be allowed to continue for any length of time. It will be
observed that I have said nothing about pubiotomy, and for the reason
that I consider its place is when forceps just fails to effect delivery.

When Cwsarean section is deemed unnecessary, the patient must
be allowed to continue in labour, and every opportunity given for
spontaneous delivery. If that should fail, the accoucheur must be
prepared for either forceps in the Walcher position (Fig. 115) or
pubiotomy if the child ig living, and eraniotomy if the child is dead.

No rule can be laid down as to when one should choose Cesarean
section and when one should allow labour to pursue its course; only
experience can teach one. I have found that, with only a slight degree
of overlapping, the head usually moulds sufficiently to allow of delivery
per vias naturales.  1f, however, by pushing the head into the pelvis
the latter cannot be made to catch, then there will seldom be sufficient
moulding to permit of easy delivery per vias naturales, and conse-
quently the accoucheur should choose Csarean section.

2. Cases in which the Deformity is recognized during Labour,
—In hospital and in the poorer districts of cities a large number of
cases belong to this group. Here, again, the exact amount of

_‘»
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deformity should be estimated, for in cases of extreme and slight
deformity it will always guide one to the right treatment. Any

Fig. 115, —The Walcher Position,

difficulty in deciding will again be found amongst those cases in
which the pelvis is only moderately deformed. But I have said enough
on that point.
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There is only one other point. A first labour is a trial labour, so
with moderate pelvic deformity it is well to give Nature every possible
chance. One takes a great many risks for the child. Induction of
labour and pubiotomy are seldom suitable operations, while, naturally,
craniotomy is relatively more often necessary.

In cases which come under one's care during labour, two other

factors influence one’s decision regarding treatment—viz., the time
labour has been in progress, and the possibility of any infection of the
parturient eanal having occurred. The longer labour is in progress,
the less is one inclined to risk the mother's life by such a major
operation as Cesarean section. The same applies to cases in which
there is a possibility that infecting organisms have been introduced, as
when the woman has been examined by a dirty midwife or careless
practitioner.
s I have deseribed it, the treatment of contracted pelvis is sim-
plicity itself. It is the course I have followed in hospital and private
practice for many years, and it has given me great satisfaction. The
only results which have not pleased me have been those from forceps ;
but during the last few years, since I have insisted that my assistunts
must never employ forceps unless they are absolutely sure that inter-
ference is indicated, and that on no account must they hurry the
sccond stage, my results have been infinitely better.

There should be no maternal nor feetal mortality beyond an occa-
sional one, which no one can prevent. Such an ideal state of matters
has almost been reached in many maternity hospitals in cases which
have not been interfered with prior to their admission.




CHAPTER X111

DYSTOCIA THE RESULT OF ABNORMALITIES AFFECTING THE
PARTURIENT CANAL Continued

Abnormalities in the Soft Parts: *Contraction’ or *Retraction’
Ring—Cervix—Vagina--Perineum.

Parnorocican conditions of the cervieal and vaginal canals are com-
paratively rare. Doubtless their resistance to dilatation varies greatly,
and imp(:rcoptihly influences the course of labour, but gross abnor-
malities which one can appreciate are not common.

The ‘Contraction’ and *Retraction’ Ring as a Cause of
Dystocia.—During recent years this subject has been much discussed,
more particularly in this country. This may be said to have originated
from a paper read before the Society of Medicine by Andrews and
Maxwell.!  Important contributions have been made by Jardine,*
Holland,® Willitt and Williamson,* and White.” Personally, I have had
experience of the ‘retraction’ or ¢ contraction ' ring causing dystocia
under two conditions—(«) In oblique presentations; (b) in head
presentations where the head is low down in the vagina, but the
shoulders are caught by the ring. I have never encountered a  ring’
acting as an obstruction in impacted brecch presentation, with ex-
tended legs, although I have felt the ‘ring’ when my hand has been
inside the uterus bringing down a foot. Nor have I ever seen a
‘ring’ in front of the presenting head, as Jardine has observed once
or twice.

As regards oblique presentations, 1 have observed the arm pro-
lapsed into the vagina, with the head below and the trunk above a
firm ‘ring,’ and in such cases I have always performed decapitation.
I would never dream of attempting version in ‘impacted’ transverse
presentations of this nature. Such an operation is dangerous for the

! Proe. Roy. Soe. Med., Obstet. and Gyn. Section, vol. i, 1008, p. 158,
2 Trans. Ed. Obstet. Soc., vol. xxxviii., 1913, p 216.
3 Journ, Obstet. and Gyn. Brit. Empire, vol. xix., 1911, p. 526.
! Proc. Roy. Soe. Med., Obstet. Seetion, vol. v.; 1912, p. 835,
5 Lancet, vol. i., 1913, p. 604,
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mother, as there is every chance that the uterus will be ruptured, and
profitless for the child, as it is generally dead or in a dying condition.

As regards the second group, I had recently a case under my care
where there was great difficulty in extracting the child, although it
was of ordinary size and the mother's pelvis was of normal capacity.
The head was low in the vagina. Forceps were applied, but it was
found quite impossible to move the head. I then passed my hand
through the cervix, and found a ‘ring’ firmly round the child’s neck,
and preventing the child from passing through it; ultimately the
child was delivered by means of the cephalotribe. Such a condition
is shown in the accompanying illustration, kindly lent me by Eardley
Holland. In this case Holland attributed the dystocia to shortness
of the umbilical cord. The cause of this particular variety of dystocia
is not known, any more than is rigidity of the os externum. It is
usually seen in cases where the second stage has been prolonged.

I'rom the recorded cases, I think it must be admitted that the
‘ring ' in this particular variety is sometimes situated at the internal
08, and not, as ordinarily, at the lower limit of the active contractile
part of the uterus. Consequently, it is sometimes not a ¢ retraction ’
but a ¢ contraction ’ ring. This is a matter of some importance, and
is the view expressed by Barbour, whom everyone recognizes as the
greatest authority on the subject.

As regards the procedure to be followed should forceps fail, there
are differences of opinion. As a matter of fact, no hard-and-fast rules
can be laid down. Personally, I would act as follows: If the child
were alive, the feetal heart beating strongly, and the previous examina-
tions and manipulations had been carried out with all aseptic precau-
tions, I would perform abdominal Cwsarean section. One would, of
course, have to be prepared for the difficulty which might arise in
bringing the head back through the obstructing ‘ ring —a difficulty
which might be quite serious. This difticulty, however, could be
easily overcome by dividing the ‘ring,’ even although one had to
separate the bladder from its uterine attachment before doing so.
The treatment of the uterus afterwards would depend upon circum-
stances. If one did not wish to stitch it up and conserve it, one could
easily and safely performn hysterectomy. Bat if, on the other hand,
the child were dead or dying—and in the majority of cases it will have
reached this stage, especially if there is a loop of cord round its neck
—then I would make every possible attempt to deliver it per raginam.
Full doses of morphia and atropine should be given, and all manipula-
tions stopped for an hour. At the end of that time, the child’s head
should be perforated and the ‘combined instrument’ applied. 1If
difficulty is still experienced, the clavicles should be divided, as
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f; Fia. 116, — Showing Retraction Ring round Neck of Child.  (Eardley Holland,)
suggested by Spencer. If still the child cannot be extracted, a weight
of 2 or 8 pounds should be attached by means of a long strip of
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gauze to the end of the ‘ combined instrument,” and should be brought
over the foot of the bed. This suggestion was made by Willett, and !
was successfully employed by him in the case he has recorded. {
Should matters become desperate and everything fail, abdominal

" hysterectomy is the only course left.

‘ As regards the cases described by Jardine, where the ‘ ring ' forms

in front of the presenting head, and in one case actually before the

membranes had ruptured, I can say little, as I have never seen such

a case. 1 am quite sure, however, if 1 ever encountered one, I should

choose, as he did, (iesarean section.

With regard to the ‘ ring’ obstructing the descent of the breech i
when the legs are extended, this has never in my experience been [l
serious. The treatment in such cases is to deeply anwsthetize the
patient, put her in the ‘Sims’ position, push the breech right out of
the pelvis, and then bring down the anterior leg. Such manipulations
are infinitely more easily carried out in the ¢ Sims’ than in the ‘ dorsal’
position.

Rigidity.—It is very general to classiiy rigidity of the cervix as
follows :

((a) Inflammatory.
((h) New growths.
3. ‘Fanstional ( (@) Spasmodie (trismus uteri).

1. Organic 1
il

[(h) Constitutional. Ii
i

|

The classification, on the whole, is good, although I am inclined to
take exception to the group termed ‘constitutional,” as will be seen
later.

i One would expect that inflammatory affections of the cervix, which
g are often associated with great tnickening and elongation of the canal, (i
! might readily cause rigidity and retard dilatation, yet in practice it is
surprising how hypertrophied and elongated cervices yield. Even B
hard cicatrices soften to a wonderful extent during pregnancy and
parturition. As far as my experience goes, the only interference
called for has been pressing the lips of the cervix back over the
presenting part, or making slight incisions into them. I have never i
required to amputate a hypertrophied cervix, but, if necessary, I see ! |
no objection to doing it during labour. Even Cwsarean section has i’
been performed for this condition, as, for example, in the cases
L recorded by Ribemont-Dessaignes® and Rudaux.” Hansson® recom- i
: mends the amputation of the hypertrophied cervix during pregnancy, ’ §
E and gives three cases ; the pregnancy was interrupted in one, but in [

L2

U Anal. de Gyn., 1905, p. 121. 2 Ihid., p. 124,
3 ¢ Festschrift,” Otto Engstrom, Berlin, 1903,
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the other two continued undisturbed. Potocki' has also recorded
a ease which proved successful, and in which the pregnancy was not
disturbed. It is interesting to know that this operation on the gravid
uterus, in common with so many others, can be performed without
the pregnancy being interfered with. I question, however, if such
treatment is indicated, for it is surprising how the cervix yields, and,
at the worst, the operation could be performed during labour.

A very troublesome rigidity occasionally follows the use of caustics
and the amputation of the cervix. Boissard and Coudert®and Pinard,
Segond, and Couvelaire® have described cases. In such if, after a
reasonable amount of time, dilatation does not occur, then forcible
stretching, or, better still, deep incisions of the cervix, become neces-
sary. Indeed, Cwsarean section may even be necessary, as in the case
recorded by Studdiford.*

The two other forms of rigidity, described as functional, are the most
common. The spasmodie, which in it: t marked form is known as
“trismus uteri,’ is found in nervous p wrie often when there has
heen premature rupture of the membranes, or as the result of some
reflex irritation—for example, overdistension of bowel or bladder. It
oceurs especially during the early stages of dilatation. No operative
treatment is necessary, and manual dilatation, unless the patient is
anwesthetized, only aggravates the condition. Any reflex irritation
should be removed, and a full dose of opium given. I prefer Battley's
solution (liquor opii sedativus) given by the mouth, but tincture of
opium, by mouth or rectum, or a morphia suppository, may be sub-
stituted. Chloral may also be employed, and often acts very weil,
although, in my experience, not so well as opium. Hot douches also
often relieve this form of rigidity. The application of cocaine to the
cervix sometimes acts well. The cervical surface may be painted over
with a 10 per cent. solution of the chloride, or, better still, a plug of
gauze soaked in 7 per cent. solution of the chloride may be inserted
into the vagina. The injection of a 5 per cent. solution directly into
the cervix by means of a long needle has also been recommended.
I have never employed extract of belladonna as a substitute.

But there is another form of rigidity very occasionally encountered
which yields to no treatment. Cocaine may be applied locally, opium,
chloral, or any other drug may be administered internally, hot douches
and baths may be given, without producing the slightest effect upon the
cervix. To this form the name of ‘ constitutional rigidity * is generally
given. The term has always appeared to me a misnomer, as I do not

Annal, de Gyn., December, 1906, p. 709,
L'Obstétrique, January, 1904, p. 75,

Annal, de Gyn., December, 1906, p. 705.
Amer. Journ. Obst., September, 1909, p. 492,
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believe it is functional, but rather the result of some pathological con-
dition of the cervix. It is not peculiar to old primiparw, as is some-
times stated ; indeed, some of the worst cases I have seen have been
in primiparw of little over twenty-five years of age. Nor is it found
associated with any particular habit. The delay in dilatation in this
form is sometimes extreme. In one case recently seen the patient
was four days in labour, with strong uterine contractions coming on
every ten minutes ; finally, the labour had to be terminated by making
incisions into the cervix.

In such cases no medicinal treatment does any good. Dilatation
takes two or three days instead of twelve to twenty-four hours. Now,
in these cases the patient must have rest, and this is best secured by
giving scopolamine and morphine (vide p. 325) about ten o’clock at
night.  Asa result of this she will have some six or seven hours’ sleep
and be refreshed.

A sufficient time having been given, incisions or forcible dilatation
of the cervix with the hands or a dilator, or, better still, the introduc-
tion of a hydrostatic bag, are the only means at one’s disposal, and in
such cases I would advise against too long delay. 1f the patient's
temperature or pulse begins to rise, or if the fwtal heart becomes
affected, interfere immediately. These different methods of treatment
are fully discussed under Accouchement Forceé (Chapter XXVIIL.).

(Edema.—A very simple form of obstruction connected with the
cervix is cedema of the anterior lip, which is produced by pressure of
the lip between the presenting head and symphysis. I have oceasion-
uily seen a swelling as large as a Tangerine orange result. It is very
seldom necessary to puncture the dematous lip, for it is nearly
always possible to push it back over the head. It very seldom fails
if carried out during a uterine contraction, and if two fingers are
employed.

An acute edema of the cervix and surrounding parts has been
occasionally referred to. Geyl' considered the subject very fully, and
Jolly # has discussed it. It is a condition which was first described by
Gueniot. It generally occurs in pregnancy and in those cases where
a prolapse of the uterus existed. A case of the kind was admitted to
my ward recently. The woman had reached term. Shortly after
some slight straining effort an enormous edema of the cervix
developed. The swelling was the size of a Jaffa orange, and projected
from the vulva. In a couple of days it had almost entirely dis-
appeared, and she gave birth to a normal-sized child without any
operative interference. An interesting case is described by Seitz?

! Volkmann's Samml, Klin. Vortrige, 1895, No. 128.

2 Zeit, f. Geb, u. Gyn., BA. lii., Heft 8,
3 Zent, f. Gyn., 1905, p. 280,
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where the condition appears to have been produced by obstinate
constipation. Sometimes an edema affecting the whole cervix follows
a prolonged labour. Ispecially is this seen in cases of contracted
|w1\‘i.~'.

(Jidema, which so often affects pregnant women, may occasionally
be specially pronounced in the parts about the vulva, more par-
ticularly the labia. Such a condition may occasionally interfere |
with parturition. If pressure does not remove it, multiple punctures
should be made.

New growths of the cervix are rarely found complicating labour,
and practically the only two varieties met are myomata and carcino-
mata. The whole subject of tumours complicating labour is con-
sidered elsewhere. An extremely rare oceurrence is hawmatoma of the
cervix. Barnes' describes a case in which he mistook such a tumour
for an inverted uterus. The subject of hwmatoma is considered later
in this chapter.

Atresia.—Atresia of the whole cervix complicating labour must be
extremely rare. Adhesion of the membranes to the lower part of
the uterus, preventing dilatation of the internal os, is probably the
commonest cause of atresin. In passing, let me remark that this
condition has often appeared to me to be a cause of rupture of the

membranes before or early in labour.

Atresia of the external os (conglutinatio orif
uncommon, and several cases have occurred in the Glasgow Maternity
Hospital. In the simpler forms only the mucous membrane is
agglutinated, although in some cases fibrous tissue is actually found
present. The cause must, of course, have been some slight inflam-
matory mischief during the pregnancy, although, as a rule, no history
of such a condition can be elicited. Usually one can make out a
slight dimple, which indicates the position of the os, but sometimes
no trace of the latter can be detected.

The obstruction may be so slight that the uterine contractions
overcome it; on the other hand, the obstruction may be so persis-
tent that the thinned-out vaginal portion may be carried away by the
presenting part. The condition is readily recognized if a careful
examination is made. If, however, the examination is made casually,
the thinned-out cervix may be overlooked, and, the landmarks of the
head being so distinetly felt through the thinned cervix, the condition
may be taken for a full dilatation of the os. Not very long ago a case
was reported where this mistake was made, and forceps were applied,
{ with great laceration to the vaginal vault, followed by the death of the
-‘-f patient. A colleague informed me that he was about to introduce the

il externi) is not

L Obstetric Operations,’ p. 472,
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blades of the forceps in a case of the kind, when, findiug that he could
not feel the lips of the os, he made a more careful examination and
discovered that the os was not dilated. In such cases one can trace
the smooth vaginal surface over the head, and the fingers become
arrested in the fornices.

In treating this condition, all that is necessary is to make a
crucinl incision, and 1 prefer to do this after labour has been in
progress and during a uterine contraction, when the part is on the
stretch. If recognized during pregnancy, it is better not to interfere. It

Fic. 117.—The Anterior Lip of the Cervix, very much thinned out, with the
Os Externum but little dilated high up in the Posterior Fornix,

is sometimes not even necessary to make incisions; the tips of the fingers
or the point of a dilator is sufficient to remove the obstruction, after
which Nature completes the dilatation herself. It is surprising in these
cases where incisions are made that there should be so little tearing
of the cervix. In several cases I have carefully examined the cervix
after delivery, and found wonderfully little laceration. Of course, if
extensive tearing does result, the laceration must be carefully stitched.

A condition somewhat similar is where the anterior lip becomes
very thinned out, and where ai first no os can be detected. On more

14
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careful examination it is found away up behind (Fig. 116). This
condition is sometimes referred to as a backward displacement of the
08, but the expression is incorrect, for it is really an undue stretch-
ing of the anterior wall. A corresponding condition of the posterior
wall with the os high np in front I have never seen.

Upon three occasions I have observed a cervix in which there was
neither rigidity nor atresia of the os, and yet the cervix wonld not
dilate. The curious feature in such cases (the women were all primi-
gravide) was that the os could be stretched with the greatest ease.
It felt as if there was a circular thread preventing dilatation. It
appeared to me like the open mouth of a muslin bag drawn in by a
fine thread ; break the thread, and the bag can be immediately opened.
Von Bardeleben® refers to two similar cases where the os, from being
very small, was dilated by the finger * wie eine Irisblende’ in two and
one and a half minutes respectively.

Vaginal and Vulvar Obstruction.—Obstruction in the vagina
i3 less common than obstruction in connexion with the cervix.
Occasionally rigidity of the canal is encountered—more commonly,
it is said, in old primiparw, but I have found it not infrequently an
individual peculiarity, and quite independent of the age of the par-
turient, A localized atresia, and still more a stenosis, is very rare.
I have occasionally encountered the former where there had been
severe laceration at a previous confinement ; and I had in my hospital
practice a case where there was only a small opening through a
diaphragm situated about the junction of the middle and upper
thirds of the vagina. Sometiwes, as in a case reported by Heywood
Smith,? no opening can be discovei od, although a small opening must,
of course, have existed prior to conception.

Cicatrices and adhesions between the anterior and posterior walls
of the vagina occasionally result from the application of caustics,
from the specific fevers, more especially diphtheria and scarlet fever,
and syphilitic affections, and from previous injuries. Fournier® and
Montini? record cases of extreme vaginal obstruction following vesical
fistulee; in both hysterectomy was necessary. Neugebauer® gives
very complete summaries of the cases recorded to date. In a few
the obstruction was congenital, and in them the atresin was very
localized.

U Arelue f. Gyn., 1905, Bd. Ixxvi., Heft 1, p. 159.

* Obstet. Trans,, vol. xxiii,, p. 117, 3 L'0Obstétrique, 1904, p. 163,

4 ‘La Ginccologia,” Ref. Journ. Obstel, and Gyn. Brit. Empire, April, 1908,
p. 201,

8 ¢Zur Lehre von den angeborenen und erworbenen Verwachsungen und
Verengerungen der Scheide,” Berlin, 1895,
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Some time ago I saw a case in consultation where a band obstructed
labour. It proved to be the remains of the vaginal septum of a uterus
didelphys. The feetal head had passed through the septum, but
further progress was arrested by the shoulders being caught by it.
After division of the band, delivery of the child was easily accom-
plished. Similar cases have been recorded by other writers.

It sometimes happens that the hymen is not lacerated during
intercourse, and remains more or less intact and obstructs the escape
of the child. In one or two cases the hymen has been completely
imperforate, the small opening which previously existed having become
closed during pregnancy.

Hard-and-fast rules cannot be laid down as regards treatment.
In most cases cicatrices yield sufficiently, and, consequently, it is not
advisable to interfere during pregnancy. When they are very exten-
sive, or when bands or a diaphragm exist, incisions may be necessary.
If the obstruction is very localized, incisions may be easily and safely
made : but if extensive, and especially if cicatricial, they must be
made very cautiously, and with due regard to the danger of injuring
bladder or recbum.  The incisions may be made on either the anterior
or posterior walls, but those on the anterior must not be deep. Those
on the posterior wall may be made much deeper, and it is well to pass
two fingers high up into the rectum and cut to the side, in order to
avoid the bladder and rectum as far as possible. Speaking generally,
one should delay making incisions until the obstructing band or
diaphragm is put on the stretch by the presenting part. As I have
said already, it is surprising how even extensive cicatrices yield.

Where the obstruction is so extreme as to render the extraction
of the child impossible without extensive tearing occurring, Cwsarean
section is the only alternative, as in Fournier's case already referred
to. Where the hymen remains intact, incisions must be made, after
which it will often be found necessary to deliver the child with forceps.

The most common site of obstruction in the soft parts, at least of
primiparew, is the perineum and valvar orifice. Where this is due to
gpecial development of the muscles of the pelvic floor, the obstruction
is readily removed by opium or disappears under chloroform anws-
thesia, for it is only spasmodic rigidity. Where, however, the tissues
are at fault, nothing is of any service. Fomenting the perineum by
the application of hot cloths I have not found do any good. Indeed,
I sometimes think it does harm, and renders the tissues more liable
to tear.

Manual dilatation of the valvar orifice, a method of great antiquity,
is of service in stretching the orifice prior to the introduction of
the blades of the forceps. Its employment and the use of the
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colpeurynter of Champetier de Ribes for the purpose of stimulating
the auxiliary forces has been already referred to. As much time as
possible should be given the head to distend the perineum. But if
that is insufficient, a lateral incision of the perineum should be made
(episiotomy).

In some few cases 1 have seen the other extreme of the perineum
relaxing too much and sagging, with the result that the head is not

F16. 118.—Small Cyst of Vulva, which olistructed the Parturient Canal and had to
be enucleated before the Child could be delivered

directed upwards round the symphysis. The trouble in such cases
is at the vulvar orifice, which does not sufficiently dilate. ‘Central’
perineal laceration is liable to occur. In such cases, if pressure on
the perineum is not sufficient, incision is the only thing which will
prevent an extensive perineal laceration.

Tumours of Vagina and Vulva.—Although I have seen many
cases of cysts of the vagina and vulva, and a few solid tumours of the
vagina, only upon five oceasions have I encountered them in pregnant
women. Fig. 118 is an illustration of one case. In three others the
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tumour was smaller. In all the cysts were enucleated prior to the
application of foreceps. Solid tumours are easily shelled out, but
cysts, as they have such thin walls, are more difficult to enucleate,
and often rupture during the process. The tumours should always
be removed prior to the extraction of the child. Brute force should
not be employed to drag the head past the tumour; it is dangerous
to both mother and child. Fischer recorded an interesting case
in which, while attempting to drag the child's head with forceps
past a vaginal tumour, the tumour burst through the posterior vaginal
wall.  The tumour proved to be a dermoid, and was of the size of a
large Jaffa orange. The child was easily extracted after the tumour
had been expelled.!

A very unfavourable condition is an abscess of the vulvar orifice,
most commonly of Bartholin’s glands. 1 have had two cases of the
kind, and upon both occasions I excised the whole gland. In such
cases there is a very great danger of the parturient canal being
infected, as occurred upon two occasions in the Glasgow Maternity
Hospital.

I am not aware of any cases of dystocia from vesical calculus
having occurred in the Hospital. The older writers frequently refer
to it. One of the most interesting cases is recorded by Smellie,*
where a large vesical caleulus was discharged during labour. A
permanent fistula followed. The subject of vesical caleulus and other
pathological conditions of the bladder, causing dystocia, are referred
to elsewhere.

The diagnosis of these different conditions is not difficult as a rule,
and the determining as to whether a tumour is situated in the vaginal
wall itself or in bladder or rectum should not cause much trouble.
Occasionally, however, tumours situated posterior to the vaginal canal
may really be intraperitoneal tumours of ovary or uterus pushed down
into Douglas’ pouch between vagina and rectum; such cases are
referred to in Chapter XV,

Ha@matoma of the Parturient Canal.

All who have had an extensive experience of obstetric practice
must have encountered hamatoma of the vulva as a complication of
pregnaney, labour, or the puerperium, for although not common, it
oceurs about once in 1,500 or 2,000 cases. But what is not fully
appreciated is that sometimes the effusion of blood occurs higher up
into the loose cellular tissue about the vagina and uterus, and gives

! Monat. f. Geb, u, Gyn., 1912, Bd. xxxv., p. 452,
? Smellie’s * Midwifery,’ McClintock, vol. ii., Case 60, p. 1000
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rise to a condition serious by reason of the amount of blood effused
and difficult of recognition.

The extent of the effusion varies greatly, and does not always

depend upon the disposition of the various layers of fascia. Certainly,
if the hwmorrhage oceurs below the pelvic fascia, as it does in most
cases, the amount will be comparatively small and localized to the

)€

vulva, lower part of the vagina, and rectum. On the other hand, if

the effusion is above the pelvie fascia, it usually remains localized

to the lower part of the hroad ligament and surrounds the upper

part of the vagina. Occasionally, as there is no hindrance, the
effusion extends up in front of uterus and bladder, as in Williams"*
case, where a fluctuating tumour appeared above the symphysis pubis,
extended cutwards into the broad ligament and upwards towards the
kidney. In some cases the pelvic fascia offers no barrier, and the
effusion has been found to extend from the labium up to and behind
the kidney, and even over the lower anterior part of the abdomen.

Hwmatoma of the vagina is most frequently recognized after
delivery. In seven cases which were under my care it occurred twice
during pregnancy, and five times it was only recognized after delivery.
According to Perret,” in forty-three cases it happened twice during
pregnancy, six times during labour, and thirty-five times during the
puerperium. OFf special interest is the case recorded by Sasanoff,’
where a heematoma formed in the interval between the birth of twins.
Sasanoff collected five similar cases.

The general explanation given of the condition is that it results
from the giving way of large varicose veins commonly found around
the uterus, vagina, and vulva. That explanation, however, is ques-
tioned by many, and long ago, Perret, in a case which terminated
fatally, proved that it was capillary in origin by injecting first from
the vein and then from the artery. Croom,' in recording three cases,
considered the etiology of the condition, and came to the conclusion,
which was practically that of Perret, that bruising and dragging on
the tissue during labour resulted in tearing of the tissue and the fine
capillaries. As Barnes® very naively puts it, ‘ There is a glacier-like
movement of the mucous membrane upon the subjacent tissue.’

It is generally stated, and one would expect that it should be so,
that laborious and difficult labours favour the occurrence of hiematoma.
Nevertheless, in quite a number of cases those conditions have not

' Trans. Amer, Gyn. Soe., 1904, p. 186,

* Tarnier and Budin, * Traité¢ d'Accouchement,’ vol. iii.
3 Annal. de Gyn., December, 1884,

4 Hdin, Med. Journ., 1898, vol. xxxi., p. 1001,

5 ¢Obstetric Operations,’ 1886, p. 474,
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been present, and, as my own two cases and many others prove, it is
not very uncommon in pregnancy. Occasionally, in the external
variety, direct injuries, resulting from blows, falls, ete., may produce it.

As regards the other variety, the subperitoneal hwmatoma, Williams,
who recently described the case already referred to and analysed the
records of thirty-three others collected from the literature, found the
following conditions: In 63 per cent. the women were pregnant foi
the first time, and in 80 per cent. the labour was spontaneous; the
weight of the children was somewhat below the normal,

The symptoms of hwmatoma are severe pain of a tearing character
and, in the superficial variety, bearing down and tenesmus of the
bowel. It is frequently, but not always, sudden in origin, and is
followed by collapse if the hwmmorrhage is extensive. Naturally,
collapse will be a more prominent symptom with subperitoneal
hematoma, in which the loss of blood is generally greater, than with
the ordinary vulvar or vaginal variety.

The tumour, when visible, as in the vaginal or vulvar forms,
presents a typical purple and glistening appearance, and is tender
and elastic to the touch. The surrounding parts are displaced,
especially in cases where the effusion is subperitoneal. With the
latter the uterus is displaced in various directions, forwards, back-
wards, or to the side, according to the situation of the tumour. The
vaginal vault becomes obliterated. In extreme cases, where the
amount of blood is great, a wave of tluctuation may be elicited over
the lower part of the abdomen.

The diagnosis of the exact nature of the condition is quite simple
in cases of the vulvar variety. With the vaginal variety, however,
confusion may arise with an inversion of the uterus or a large sub-
mucous myoma protruding from the os; but only if the examination
is very casual should any mistake be made, for an inverted uterus or
a myoma is a body quite distinet from the vaginal walls

With subperitoneal hematoma it is very different. Incomplete
rupture of the uterus may present symptoms very similar, and as
Williams says, ‘It is impossible to distinguish the condition from a
hematoma following an incomplete rupture of the uterus without a
careful exploration of the lower uterine segment.’

The prognosis in the ordinary vaginal and vulvar hwmatoma is
d, absorption usually taking place. Infection, however, may
oceur, and then an extensive suppurating wound results, with all the
dangers of general infection. Rupture not infrequently occurs, with
ha@morrhage, in some cases severe, in others, as in one recently under
my care, very gradual, owing to the smallness of the opening. In my
patient’s case the slow oozing had greatly exhausted her, and she was
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brought into hospital very collapsed. Death has happened on several
oceasions.

The accepted treatment of vulvar and vaginal hematoma is very
simple. Absolute rest in bed is all that is deemed necessary, for the
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.t | Fic. 119.— Large

Hwematoma of Vulva.  (Author’s Case,

8

1" One end of the piece of gauze shown has been pushed into the vagina,

| effusion is usually absorbed. When, however, there is a constant
trickling of blood from the sac, it is well to split open the sae, clear
out the blood-clot, and pack the sac with gauze. The same treatment
should be employed in those rare cases where the hiematoma occurs
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during pregnancy or labour, and actually interferes with the escape
of the child. It is always bad obstetrics to drag the child past the
tumour.

Should the hematoma become infected, it is better to empty the
sac and drain the cavity with gauze. In such cases very extensive
destruction of the tissue may occur, as in a case under my care some
years ago (Fig. 119) ; the hwematoma became infected, and the whole
perineal body slonghing, a large suppurating cavity formed, into which
the howel and vagina opened.

The treatment which has been sketched is that which has been
generally recommended for many years. 1 am inclined to agree with
Walthard," however, that we might now in many cases go a step farther
and treat the condition surgically, without waiting for indications such
as hiemorrhage and suppuration—at least, in the cases which develop
during or after delivery.

The subperitoneal heematoma of an extensive nature is upon quite
another footing. Expectancy in this variety may be fatal, and, indeed,
in past years, often has been. The sac must be opened from the
abdomen, the fluid and coagulated blood cleared out, and the cavity
packed with gauze. The alternative of attacking the effusion from
the vagina is less favoured, although there is no doubt that one
obtains better drainage by such a route ; it should be adopted in those
cases where the effusion involves chiefly the tissues of the pelvis.
The case recorded by Walthard illustrates this.

L Zent. f. Gyn., 1905, p. 919,




CHAPTER XIV

DYSTOCIA THE RESULT OF ABNORMALITIES AFFECTING THE
PARTURIENT CANAL—Continued

Carcinoma of the Cervix.

Axorner variety of tumour which is occasionally found complicating
pregnancy or causing dystocia is carcinoma of the cervix. The
complication is a rare one. In the Glasgow Maternity Hospital the
frequency has been about 1 in 2,000. Sarwey puts the frequency
at 1 in 2,000, and Glochner, for Zweifel's Klinik in Leipzig, at
1 in 1,500

The reasons for its comparative rarity are obvious, Carcinoma of
the cervix, although not peculiar to the later years of reproductive
life, more commonly appears then. Again, the growth itself, and the
discharge which so frequently accompanies the disease when advanced,
to some extent acts as a barrier to pregnancy, although I do not
believe the disease in the early stages prevents conception. 1 know
no one who supports the old view of Cohnstein' that the growth
favours the occurrence of pregnancy.

As regards the influence of pregnancy upon the tumour, and,
vice versa, of the tumour on the pregnancy, only a word or two is
necessary. Most authorities teach that the growth advances more
rapidly in the gravid than in the non-gravid uterus. Some years
ago, however, Pinard took exception to this view. Personally, I have
only two cases to judge by ; in neither case was I struck by any rapid
increase of the tumour during pregnancy. On the face of it, one
would expect the disease to advance more rapidly if the uterus were
gravid, for the parts are more vascular and the cellular tissue is
looser. However, it is not a matter of very great importance, for it
does not in any way affect the treatment.

Most modern writers, including Bar and Condamin,® agree with

V' Archiv f. Gyn,, Bd. v, p. 366,
¥ Annal. de Gyn., March, 1905, p, 129,
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the older statement of Cohnstein that the presence of malignant
disease of the cervix predisposes to abortion: not only so, but that
the mortality amongst fcetuses which have reached, or nearly reached,
term is unusually high, according to Theilhaber as high as 47 per
cent. My experience is only one dead fwtus in six cases;: still, 1
cannot go to the other extreme, as some have done, and say that the
disease does not predispose to abortion or death of the fwtus, for it is
inconceivable that the disease has no effect on these oceurrences.

But if, as almost all admit, the presence of carcinoma of the cervix
affects pregnancy but litt'e, there is not the least doubt that in many
rases it influences labour very adversely. Naturally, the eases most
affected are those in which the disease is far advanced, for then the
dangers most dreaded—hwemorrhage, rupture of the uterus, and septic
infection—are liable to occur.

The diagnosis of carcinoma cervicis (Fig. 120) seldom presents
greater difficulty in the gravid than in the non-gravid. In both it
is easy of recognition when at all advanced, and very difficult when
the disense is still at an early stage. The only reliable test is a care-
ful microscopic examination of the cervical tissue. There is one point
of great importance, however. The healthy cervix always becomes
much softened during pregnancy, but the carcinomatous tissue does
not altogether share in the softening. Consequently, the presence of
any bard tissue in the cervix of a woman advanced in pregnancy, or
in labour, should always arrest attention, and one should test its
friability, either with the fingers or curette, and remove a small
portion for microscopie examination. In a case recently placed under
my care the medical practitioner who sent the patient to me correctly
diagnosed the condition by the hardness of the cervix. This and the
hiemorrhage on touching the cervix were the only symptoms.

As in carcinoma cervicis generally, the most difficult cases to
diagnose are those in which the disease has originated in the cervical
canal. In most of these, however, the disease is so far advanced
that there is an ulcerated surface, and so the diagnosis is evident.
Hwmorrhage, if the disease has advanced to any extent, is almost
invariably present, and must never be neglected. No matter how
slight the hwmorrhage may be, its cause must always be searched for,
because during pregnancy there should be absolutely no sanguineous
discharge, and at the commencement of labour it should be very slight.
Several writers have mentioned the frequency of pain and the early
appearance of it in the course of the disease; in my six cases it was
not a feature.

A point of great interest, and one which, as far as I can gather
from the literature of the subject, has not been emphasized, is that
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the proportion of operable cases amongst the gravid is much greater
than amongst the non-gravid. The terms ‘operable " and ¢ inoperable,
as applied to carcinoma of the cervix, are presumably well understood.
The former implies that the operator considers it possible to remove

Fra. 120.—Carcinoma Cervieis, (Author’s Collection.)

Child extracted by Ciesarean section, and uterus removed per vaginam.

the uterus and tumour, and the latter that he considers it impossible,
or at least injudicious, to attempt it, because the disease has advanced
too far. Naturally different operators hold different views as to when
a case is operable and when inoperable.
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This is not the place to discuss this important question of
“operability” in earcinoma of the cervix., All I wish to point out is
that, no matter upon what ground one bases one's decision as to
whether a case is operable or not, it will be found that there are
more operable cases amongst the pregnant than amongst the non-
pregnant.

Such a state of matters is highly satisfactory, and, if one thinks
of it, it is not surprising. Advanced carcinoma must be a hindrance
to conception, and, consequently, one encounters it in the pregnant
comparatively seldom. More important, however, than that is the
fact that, if a woman the subject of carcinoma becomes pregnant,
the hiemorrhage causes her to seek advice early, for she is well aware
of the danger of hwmorrhage in pregnancy. Lastly, there is the
labour which she is bound to go through, and which compels her to
submit to a vaginal examination, and this gives her medical attendant
the opportunity of recognizing any tumour.

In discussing the treatment of carcinoma of the cervix in the
pregnant or parturient, we shall first consider those cases in which
the disease is not too far advanced for removal, and later those where
the disease is inoperable.

It will be observed that T am not convinced that operative treat-
ment for carcinoma of the cervix is unnecessary, and that the only
treatment which should be employed is the local application of radium.
I have seen some wonderful results from radium, but I prefer to wait
a few years longer before making any definite pronouncement. The
subject was very fully discussed at the International Congress held in
London last year. Full details of this discussion will be found in the
Transactions, and an abstract in the British Medical Jowrnal and
Lancet for August 22, 1913.

Cases of Carcinoma of the Cervix complicating Pregnancy and
Labour in which the Disease is not too far advanced for
Removal.

One would think that it would be admitted by all that whenever a
carcinoma of the cervix is recognized, be it early or late in pregnancy,
the uterus should be at once removed. Yet there are a few French
obstetricians—Pinard, the late Varnier, Bouilly, and others—who
question the advisability of immediate operation in the later months
of pregnancy, and advocate instead delaying the operation in the
interests of the child. Such an attitude towards operable carcinoma
cervicis in pregnancy has been generally condemned, and by none
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more strongly than by Pinard’s own countrymen, R. and A. Con-
damin’ and Pollosson *

Almost all are agreed, then, that the condition must be dealt with
immediately it is recognized, and most approve of removing the
diseased uterus along with the ovaries. The induction of premature
labour or, if the pregnancy has only advanced to the earlier weeks,
the induction of abortion prior to removing the uterus has nothing
in its favour. By adopting such a course one adds to the subsequent
danger of the hysterectomy, which must ultimately be undertaken, all
the immediate dangers of septic infection following the emptying of
the uterus.

In addition, all operators, with only one exception, as far as I am
aware, recommend the removal of the whole uterus. The exception is
Spencer.”  The cases of Spencer are certainly interesting, but all
operators who have lived through the time when high amputation of
the cervix was practised could give similar experiences, if not in
connexion with earcinoma of the gravid uterus, at least in connexion
with the non-gravid.  Would not an equally good result have followed
hysterectomy in these cases? Spencer's answer is that it has not
done so in the past, and he mentions how few permanent cures have
followed ; indeed, he was able to find only two cases. R. and A. Con-
damin, however, have collected quite a number of cases operated upon
in pregnancy, eight of them late in pregnancy or after labour, and to
which the term ¢ cure’ may be rightly applied, for it is four or more
years since the operation ; besides, they mention several in which
there is a good prospect of the cure being permanent. Personally 1
have had two cases. It appears to me unfortunate at this juncture,
when the whole tendency is to favour radical measures in dealing
with carcinoma, that this old treatment of high amputation should
be revived. Without doubt, occasional successes will follow such
treatment, but how is one to decide in a particular case when it
should be employed and when hysterectomy is necessary ? With our
present knowledge of carcinoma of the cervix, be it in the pregnant
or the non-pregnant, the only course is to remove the uterus and
cellular tissue as early as possible, and to err rather on the side of
operating too often. Whenever there is the least prospect of
removing the uterus and tumour, an attempt should be made to do
so, for, without doubt, occasional permanent cures follow even in
apparently hopeless cases.

The operation most favoured by the modern gynwmcologist is

v Anal. de Giyn,, March, 1905, p. 129,
2 Ibid., August, 1905, p. 479,
3 Trans, London Obst. Soc., 1905, vol, xlvi., p. 855.
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Cwesarean section followed by abdominal hysterectomy after Wert-
heim's method. 1In this country Cuthbert-Lockyer' was amongst the
first to advocate this method and to point out the ease with which the
operation can be performed at all times of pregnancy owing to the
looseness of the connective tissue around the uterus. This is con-
firmed by Jacobs? and Faure,® who have written upon the subject in
recent years.

Prior to the general adoption of this method, many other pro-
cedures were suggested. Thus Zweifel suggested Cwsarean section,
followed by supravaginal hysterectomy and removal of the vaginal
stump per vaginam. Olshausen advocated ligation of the vessels from
the abdomen, followed by extraction of the whole uterus through
the vagina. Later vaginal Cwsarean section followed by vaginal
hysterectomy received considerable support from a number of
operators. But these procedures, with the possible exception of vaginal
hysterectoriy, and even it is advocated by only a very few, have given
place to the radical abdominal operation, and are now merely of
historical interest.

I do not propose to detail here Wertheim's operation, which is so
fully deseribed in all modern gynwmcological textbooks, and which
should only be undertaken by expert gynmcological surgeons. This,
however, I must say, that good results can only be secured by tuking
very special care in carrying out all the details of technique recom-
mended by Wertheim and other operators.

But while the actual separation of the uterus from its attach-
ments is easy, as I have already mentioned, the risks of infection and
the difficulty of securing complete hemostasis are distinctly greater.
For these reasons the mortality is relatively greater in cases operated
on during pregnaney or early in labour.

Cases in which the Disease is too far advanced for Removal.

Naturally, the treatment to be adopted in this class of case will
depend upon how far pregnancy has advanced. When the disease
is discovered in the early months, the child is the one to be con-
sidered ; the mother’s sufferings must be relieved, but the pregnancy
allowed to continue. It may be urged that this is sometimes rather
cruel to the woman, and I quite agree, so that had I a case in which
I believed the woman's sufferings were extreme, and that they could
only be relieved by emptying the uterus, I would do so. In none

! Brit. Med Jowrn., vol. ii.,, 1909, p. 1044,
? Monat. f. Geb. u. Gyn., 1912, Festschrift, p. 34.
3 Archiv. Mens. PObst. et Gyn., April, 1912, p. 305,
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of our cases in hospital, however, has this been necessary. In
none did the mothers suffer unduly during pregnancy, and in all they
carried the child to near term, and were operated upon as I shall
describe.

When it comes to the time, either at term or earlier, when it is
deemed necessary to empty the uterus, the best method to pursue is
to do Cwsarean section and then perform supravaginal hysterectomy.
Hysterectomy is performed because of the danger of the puerperal
uterus being infected from the septic cervix. It is thus evident that
it is a distinct advantage to operate before labour has commenced,
while the cervix is still closed. The stnmp, after removal of the
uterus, may be treated either intra- or extra-peritoneally. Few
recommend the latter, although Spencer in this country and Fehling
in Germany do so. The object in treating the stump extraperitoneally
is to shut off the cervical canal from the abdominal cavity. In the
cases operated upon in the Glasgow Maternity Hospital the cervical
stumps were treated intraperitoneally. The women were delivered of
living children, and recovered without any complications. They died
five to seven months later.

In the cases which come under one's notice for the first time
during labour, the malignant mass should not be scraped and
cauterized as is the general procedure in operating upon the non-
gravid. The uterus should be removed by supravaginal amputation.
As an alternative to such treatment the labour may be allowed to
pursue its natural course. The dangers of so doing are severe hwmor-
rhage, rupture of uterus, and sepsis. Examples of each of these
complications will be found recorded. It must be admitted, however,
that a very large proportion of the cases escape the complications
mentioned, so that if the conditions were unfavourable for abdominal
section, I should be quite prepared to risk such dangers as hiwemor-
rhage and rupture of uterus.

Before leaving the subject I would just say that inoperable cases
should always be examined a week or ten days after delivery. One or
two writers have referred to the fact that these growths often assume
a more hopeful appearance after the uterus has been emptied.
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CHAPTER XV

DYSTOCIA THE RESULT OF ABNORMALITIES AFFECTING THE
PARTURIENT CANAL - Continned

Tumours of the Ovary.

Tumouns of the ovary are such a common oceurrence that it is not to
be wondered at that they should be encountered now and again in the
pregnant and parturient. My records show a frequency of about 1 in
1,500. It must be remembered, however, that those engaged as
specialists have many more opportunities for encountering the com-
plication than the general practitioner, so that statistics based on
hospital records or the private practice of obstetric specialists give no
correet idea of the frequency of the complication.

All the different varieties of ovarian growths may be found.

In the 862 cases collected by MeKerron' the following were
found :

Simple and multilocular cysts (a few papillomatous) ... 594 =68 per cent

Dermoids e 204=28 "

Fibromata or solid adenomata e 19= 2 ¥

Malignant (carcinomatous or sarcomatous) ... o 46= 0 "
862

Spencer? made an important contribution to the subject a few
years ago; Marshall® recently published a paper containing many
interesting cases and a very full bibliography, and Barrett® reviewed
114 cases.

The tumours are of all shapes and sizes, but in a very large pro-
portion of cases they are small, and oceupy the pelvic cavity.

There seems to be some difference of opinion as to whether or not
ovarian tumours increase in size during pregnancy. Olshausen and
Schauta believe they do, but Lhlein and Williams have denied this.
I can give no personal experience, as I have never had cases under

1 ¢ Pregnancy, Labour, and Childbed, with Ovarian Tumours,” 1903,
2 Surgery, Gynawcology and Obstetrics, May, 1909,
3 Journ, Obst. and Gyn. Brit. Empire, February, 1910,
4 Surgery, Gynacology and Obstetrics, January, 1913,
225 15
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observation before and during pregnancy. I have always removed the
tumour whenever I have recognized it.

Pregnancy associated with ovarian tumours is usually but little
disturbed ; and if any discomforts arise, they are, as a rule, of so slight
a nature as to escape recognition altogether, both the patient and
doctor attributing them to the ordinary disturbances of pregnancy.
In only five of my eighteen cases was the condition appreciated
during pregnancy. McKerron writes of the cases which come under
observation : * In over 80 per cent. no suspicion of its existence was
entertained till its presence was revealed by vaginal examination in
the course of delivery.

Oceasionally, during pregnancy, some pain is complained of, and
not infrequently disturbance of urination. This latter symptom was
markedly present in a case of saceulation of the gravid uterus caused
by a broad ligament eyst, fully detailed on p. 290. Again, reflex
phenomena, such as morning sickness, are sometimes very much
exageerated, as I saw in a case of lateral flexion of the gravid uterus
caused by a small dermoid. It occasionally happens that the great
size of the abdomen, especially if it does not correspond to the age of
the pregnancy, causes disturbance in the respiratory and circulatory
systems, and arrests attention : but these symptoms are much more
frequent with myomata.

Should, however, any of the accidents to which ovarian tumours
are liable oceur, attention is at once directed to the abdomen, and
there is every chance of the condition being recognized. 'The most
common accidents are rupture, torsion of the pedicle, incarceration,
suppuration, and necrosis.

1 have not seen torsion of the pedicle during pregnancy, but in
two of my cases it occurred immediately after delivery. MecKerron
states that in his collected cases it occurred in 12 per cent. during
pregnancy, and in as many as 20 per cent. during the puerperium.
He puts the condition apart from pregnancy at 8 per cent., a figure
that evactly agrees with my own experience.! It is therefore evident
that the accident is very much more frequent in the pregnant, and
especially in the puerperal, condition. I am surprised, however, that
MeKerron has found it so common during pregnancy. One knows
that it is very common during the puerperium, but 1 hardly thought it
was as frequent as 12 per cent. in pregnancy. The symptoms of the
aceident are quite distinet if the torsion is acute—sudden and severe
abdominal pain, with collapse more or less profound, distension and
tenderness of the abdomen, and, if the tumour is palpable, increase

! ¢ Complications and Difficulties in a Series of 250 Ovariotomies,’ Journ. Obst.
and Gyn, Brit. Empire, September, 1909,
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of its size. When the torsion is more gradual, the pain and other
symptoms are less severe.

I have only once encountered rupture of a cyst associated with
pregnancy—viz., when removing a dead ovam in a case of abortion.
The patient complained only of a little abdominal pain, and there was
a slight rise of temperature and pulse. On opening the abdomen
a few days later, the collapsed cyst was removed. MeKerron puts the
frequency at 23 per cent., but the older writers put it usually at
double that figure. During labour it occurs in abont 13 per cent.

As regards suppuration, it is very rare indeed during pregnancy,
and it is often a question if the pregnant condition has had anything
to do with it. The more likely explanation is that the tumours become
infected quite independently of the gravid state, or that the condition
existed before the pregnaney. On the other hand, suppuration readily
oceurs in the puerperium if there is any infection of the parturient canal
during parturition. Dermoid tumours arve specially liable to be infected.

Necrosis of the tumour is likewise not uncommon, especially during
the puerperium. It results from injuries inflicted by pressure, as in
the very striking example of the accident recorded later (p. 235).

A very rare accident is the forcing of the tumour down between
the uterus and the vagina, and the final expulsion of the tumour
per rectum or per vaginam.  McKerron has collected thirteen cases.
Walls,! Sutton,* and Haultain® have recorded cases. In most of them
the accident occurred during forcible extraction with forceps, but in
one or two it occurred during spontaneous delivery. In a considerable
number, especially the earlier cases, death resulted.

Another accident which has oceurred in a few cases is rupture of
the uterus,

The diagnosis of ovarian tumours in pregnancy is usually not
difficult. It is easy when the tumour is in the pelvis (Fig. 121)
and the pregnancy is not far advanced, for then one can differentiate
the enlarged uterus and the tumour by bi-manual palpation.
Also during labour it is not difficult, for the tumour in the pelvis
can be readily felt obstructing the parturient canal. Kven when
pregnancy has advanced to the later months, with the tumour above
the brim, it is not diffieult, provided the swelling is of some size.
But if, as in two cases which were under my care, the tumour is placed
behind the uterus to one or other side of the vertebral column, it may
be impossible to reach it. In one of these (Fig. 122) I could only feel
high up above the brim an indefinite fullness. I could not, even

' Brit, Med. Journ., February 3, 1900.
? Lancet, February 9, 1901, 3 Ibid., January, 1902,
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under an anwesthetic, get any tumour between my hands. In the
other case the tumour was not recognized until after delivery.

i

i

] Fia. 121,—Ovarian Cyst entirely in the Pelvis,  (Author's Collection. )

(8 This tumonr was pushed out of the pelvis in the second stage of labour, and the child
i extracted with forceps, The tumour was removed three weeks after the confinement
3 by abdominal section

Almost invariably—and this is a feature of great importance—the
position of the cervix is altered, and most commonly it is displaced
forwards and to one side. If the tumour is large, it may also be
displaced upwards, although that is a much more common feature of
myomatous growths.
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So far I have been considering the cases where pregnancy is
a certainty, but the tumour is doubtful. Before the uterus has
increased in size, it is often difficult to make sure of pregnancy even

o

4

‘ Fra, 122, — Ovarian Cyst which in Part projected into the Pelvis.  (Aathor's Collection.)
This tumour was removed by abdominal section during labour, the child being afterwards

‘ extracted with foreeps.

with the pelvie organs in a normal condition. Much more is this the
case with an ovarian tumour above the brim. The objective symptoms
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of pregnancy, however, the changes in the breasts and cervix, and,
above all, a steady increase in the size of the uterus, are the indications
one relies upon. In this connexion, it must not be forgotten that
the subjective symptom of suppression of menstruation is by no
means an uncommon feature of ovarian cystomata, quite apart from
pregnancy.

Even with a tumour in the pelvis the differential diagnosis may
sometimes be difficult. This is seen in two conditions in particular
~—retrodisplacement of the gravid uterus and extra-uterine pregnancy.
Both may simulate or be simulated by an ordinary uterine pregnancy
complicated by an ovarian cyst. It is rarely, however, that a careful
consideration fails to clear matters up. The ubsence of the fundus in
front and, if the fundus is incarcerated, as in the case of retrodisplace-
ment, the difficulty of urination, make the diagnosis easy. Softness
and immobility of the tumour, abdominal pain, and irregular hemor-
rhages are the features most to be relied on in the case of extra-
uterine pregnancy.

The prognosis when pregnancy or labour is complicated by
ovarian tumours is very different to-day as compared to twenty or
thirty years ago. The reason for this is obvious. Removal of the
tumour during pregnancy has been substituted for expectancy, and
displacement or removal during labour hag been substituted for
dragging the child past the obstruction with forceps or by traction on
its legs.

It is now generally accepted that when an ovarian tumour is
discovered during pregnancy it should be removed at once, and this
no matter what the size, nature, and position of the tumour may
be. The extremely good results following abdominal section daring
pregnancy justify this decided attituade. McKerron, from his analysis
of 480 cases, found a maternal mortality of only 5 per cent. In many
of these cases, moreover, the injury which the tumour had undergone,
and the general condition of the patient at the time of the operation,
were really responsible for the death. He writes: ‘ During the last
twelve years no fewer than 299 ovarian tumours during pregnancy
have been recorded. Although in many of these acute symptoms
existed at the time of operation, only ten of the patients died, or a
mortality of 33 per cent.’

My own experience is in entire agreement with these figures, for
on the nine occasions upon which I have operated all the patients
made uninterrupted recoveries. On one occasion the operation
was of extreme difficulty, for the cyst was a broad-ligament one
which had burrowed away down into the cellular tissue behind the
rectum.
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But the results are most satisfactory from another standpoint—
viz., pregnancy in a very considerable number of cases is not disturbed.
As regards my own nine cases, two were aborting at the time they
were placed under my care; in the other seven the pregnancy
continued undisturbed. Even in the case quoted in which I removed
the eyst from the broad ligament in the fourth month the pregnancy
continued undisturbed. Curiously enough, of the recorded cases of
removal of intraligamentary cysts during pregnancy, in very few has
the pregnancy been disturbed. There are comparatively few cases
recorded ; but it stands to reason that the more difficult the opera-
tion, and the more extended the handling of the cyst and the abdom-
inal and pelvic organs, the more likely will labour be induced. As
far as can be judged, the pregnancy is less likely to be disturbed when
the operation is performed in the early months, as can be seen from
McKerron's table :!

| Total Cases, Recent Cases,
Prognancy interrapted and Child lost,
| : Pregnancy inter
 ponthot | Mumberol | ool dignitd | Number of
J | Eqgii perations ost, ¥ All Cases Excluding Compli
| cated Cases,
|
’ Second. 39 10256 28 6207 5
Third. 102 19186 60 9=15 | 5
i Fourth. 84 12=14-2 60 T=110 3
Fifth, b 14254 a8 8=121 2
‘ Sixth, 22 =348 | 22 8- 86 | 4
Seventh, 23 0-39°1 15 (] 3
| Eighth, 14 6-42R8 7 4=57 | 4
142 6 0

j Ninth. 7 1

Michin® gives for ten cases in the Maternity Department of the
University of Charkow 100 per cent. maternal recovery and 90 per
cent. pregnancy uninterrupted. ‘T'hese figures correspond very closely
to the latest statistics of Spencer, Marshall, and myself. Marshall
found that in 215 cases performed since 1902 the maternal mortality
was only 047 per cent., and the cases where abortion occurred only
16 per cent.

The latest figures of Barrett show a maternal mortality of 1'3 per
cent., and abortion or premature labour followed in only i2 per cent.
A very interesting fact in connexion with this series is that in the
eight cases of double ovariotomy abortion occurred in two, the other
six went to term.

Y Op. cit, p. 114, * Ref. Zent. f. Gun., 1903, p. 318,
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With results so good for mother and child, is an expectant atti-
tude ever justifiable? As regards tumours recognized early in pre
nancy, it must be a very rare case indeed in which one is justified in
leaving matters to Nature, for early in pregnancy, the uterus being
small, the eyst can be removed without diffieulty, and with a eom-
paratively small abdominal incision. On the other hand, late in
pregnancy, seeing that labour is more frequently induced, one may be
justified in delaying operation for the sake of the child until shortly
before term, when it matters little whether labour comes on or not.
If such a course is decided upon, the patient should be kept under
most careful observation. There is, however, one great objection to
this course. Not infrequently ovariotomy late in pregnancy and
during labour is rendered difficult by reason of the size of the uterus.
Without doubt this difficnlty may be overcome by bringing the uterus
out of the ahdomen, and replacing it after removing the tumour, but
such a step is naturally undesirable, as it involves making a very
long abdominal incision.

But if the treatment to be adopted with ovarian tumours during
pregnancy is self-evident, it is very different when these growths are
discovered and have to he dealt with during labour. It is useless to
say that abdominal or vaginal eceliotomy should always be performed,
for that is not practicable. How could a country practitioner, for
example, perform abdominal section in a farmhouse, many miles from
his home, without appliances or assistants ?  Yet any practitioner in
the country may be placed in such a position, and, as a matter of
fact, a friend of mine had exactly such an experience. It is perfectly
apparent, therefore, that the treatment to be adopted depends largely
upon whether or not one is within easy access of a hospital or nursing
home, or can get assistants and appliances at short notice.

Without doubt, theoretically, the ideal treatment is to remove the
tumour by the abdomen or the vagina, and then to remove the child
per vias naturales.  Here is an example of this treatment :

One morning, some years ago, ! was asked by Dr. J. Wright,
of Glasgow, to see a multipara, about eight months pregnant, who
had been many hours in labour. The cause of the delay, he believed,
was an abdominal tumour. When 1 examined her, I found labour
was well advanced, but the head was prevented from entering the brim
by reason of a tumour, the lower margin of which could be felt pro-
jecting over the pelvic brim. This was even more clearly made out
after emptying the bladder. She was removed to the Maternity Hos-
pital, where 1 performed laparotomy. There was some little difficulty
in reaching the tumour, but that was ultimately accomplished by turn-
ing the uterus out of the abdomen. After removing the tamour, the
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uterus was replaced. The delivery of the child was completed with
forceps.

Considerable difficulty has been experienced in some cases in
getting the tumour up out of the pelvis. In such cases it is often
sufficient to turn out the uterus and then bring up the tumour; but
in a certain number, even when the abdomen is opened, and even
after the uterus has been turned out, it is not possible to remove the
tumour. In such, the only course open is to perform Ciwesarean section,
extract the child, and then deal with the tumour. That such a treat-
ment is occasionally necessary is quite certain, and it is absurd for
gome writers to say that Ciesarean section is never necessary.

What might be done in the case of broad-ligament cysts is simple
puncture from the vagina, for one knows that such a treatment cures
many of these eysts. Couvelaire! actually did this, and delivered the
child per raginam, and found, some years later, no trace of any
tumour. Even if one did not diagnose the exact condition until the
abdomen was opened, it might be quite sound treatment, instead of
trying to enucleate the cyst, to tap it from below.

Good results have also been obtained from vaginal ovariotomy
during labour. The cases which are suitable for this treatment are
small tumours low down in the pouch of Douglas, so that one can
be sure of getting a pedicle long enough to allow of a ligature being
applied. I have thrice had experience of this operation—twice for an
ovarian tumour and once for a pedunculated myoma which bulged
down into the vagina. I had no difficulty in removing the tumour
first, and then the child, and finally stitching up the vaginal incision.
In the case of the myoma, when tying the pedicle, the latter gave way,
but as the tumour was a myoma, I did not think it necessary to open
the abdomen, for the gauze which I pushed into the pouch of Douglas,
when removed after the birth of the child, was quite dry. There had
been no bleeding. Ranch? has recorded a similar accident in the case
of vaginal ovariotomy. In that case—and this should always be done
in the case of ovarian tumours—the abdomen was opened and the
pedicle secured.

Personally, I have no great liking for vaginal ewliotomy, for in
the cases referred to and in others which I have read of there has
been some little difficulty in securing the pedicle. In theory the
operation is very simple. An incision being made over the tumour,
and the pouch of Douglas opened, the tumour is pulled out through
the wound. The pedicle is then tied. In doing so it is well to pass
the ligatures through its tissue, so that when the pedicle is cut and

! Soe. d’Obst. de Gyn. et de Péd. de Paris, July, 1902,
? Inaug. Dis., Leipzig, 1003,
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the tension upon it removed, the ligature will not slip. After the
tumour has been removed, the wound in the vault of the vagina is
stitched. No drainage is necessary. The child should then be
extracted with forceps, or the delivery left to Nature. In some few
cases, to be referred to later, the tumour, if it cannot be removed,
may be evacuated of its contents, provided it is cystic, secured by a
ligature, and removed after the delivery of the child, when the pedicle
is relaxed, owing to the uterus being so much smaller.

As regards the results obtained from this method, they are
fairly satisfactory. 'The strongest advocate of the vaginal route is
Duhrssen ; ' but even he is forced to admit that there is sometimes
difficulty with the pedicle, and that the patient must be prepared for
the abdominal operation.

But, as already stated, the ideal treatment of immediate ovari-
otomy is not always possible, as, for example, in the following case :

I was asked by the late Dr. Cooper, of Dennistoun, to see a multi-
para whose labour was protracted on account of a small tumour
which he diagnosed as being of ovarian origin. The os was fully
dilated and the tumour was pressed far down by the child’s head.
The surroundings being unsuitable for abdominal section, we decided
to try to displace the tumour from the pelvis, and extract the child
before having recourse to vaginal cwliotomy. Dr. Cooper put the
patient deeply under chloroform. I only sueceeded in dislodging the
tumour, however, after I had pushed the fwetal head out of the pelvis.
A living child was extracted by forceps. Some weeks later |
removed the tumour—a small dermoid—by abdominal section. The
7, and the patient made an uninterrupted

operation was very e

recovery.

Without doubt, when the surrounding conditions are not favour-
able for abdominal or vaginal ewliotomy, the best course to pursue
is to push the tumour ont of the pelvis. In doing this, it should
always be remembered that it is of great advantage to have the patient
deeply anwsthetized ; also, when pushing up the tumour, to dislodge
the presenting part from the pelvis, as was done in the last case
deseribed.

The results obtained by this treatment show a mortality of 57 per
cent., a mortality only slightly worse than those following ovariotomy.

So far, the courses sketched—viz., removal or displacement of the
tumour—are those which should be followed if possible.  When,
however, we come to the last group of cases in which these forms of
treatment are deemed unsuitable or impossible, we find at once
differences of opinion. One thing, however, is certain—that it is

U Deut. Med, Woeh., October 13 and 20, 1904
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never justifiable to pull the child past the obstruction, either by
forceps or by traction on the legs. Craniotomy will help but little,
and is not to be considered, even if the child is dead. The results
of pulling a child past the obstruction are most disastrons—the
maternal mortality is somewhere about 30 per cent. Rupture of the
cyst or severe injury, with subsequent necrosis, are the usual accidents
which follow. Here is a case which illustrates the danger of this
treatment :

A patient was admitted to the Western Infirmary, while I was on
the staff of that hospital, four days after a very difficult and tedious
labour.  She had an extremely rapid pulse, a temperature of 102° I,
and looked and felt very ill indeed. On examination, I found a large
soft tumour behind the uterus. I was informed that the delivery of
the child, five days prior to the patient's admission, was accomplished
with great difficulty by means of forceps, owing, the doctor said, to
the presence of a tumour in the pouch of Douglas. Two or three
days later I performed abdominal section, and removed a necrotic
multilocular cyst. So necrosed was the tumour that it broke in pieces
as [ removed it. The woman died the following day.

Brute force, in this as in all other obstetric operations, may there-
fore be dismissed. There remains, consequently, only one course—to
puncture or to incise the eyst. It must at once be admitted that many
disapprove entirely of this treatment, and, rather than have recourse
to it, advocate the removal of the patient to a home or hospital, or
sending for an obstetric surgeon, even although such a course involves
many hours’ delay. I have great sympathy with such an attitude,
but I cannot quite agree to so extreme a position, for I do think there
are cases occasionally encountered when puncture or incision must be
resorted to.  Take this ease for example :

A patient was sent to me by Dr. Jackson, late of Sanquhar, a few
months after her confinement, on account of a painful swelling, which
could be felt low down in the left iliac fossa. She resided at a distant
farm, several miles from the doctor, who arrived when labour was
far advanced. On examination, he found that the child's head was
prevented from descending by reason of a small ovarian tumour, He
had only his ordinary obstetric instruments, and had no assistant
beyond a neighbour, who had come in to lend a hand. He tried to
displace the tumour, but failed. As he wrote to me, he had therefore
no alternative, as far as he could see, but to puncture the tumour and
deliver the child. This he did. The woman’s recovery was uninter-
rupted.  After seeing the patient, I sent her into hospital, and was
present when abdominal section was performed. The case occurred
many years ugo before I was in charge of wards. The operator found
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the tumour most intimately attached to the bowel, and he had great
difficulty in removing it. The patient died of sepsis a few days after
the operation.

This case illustrates the great disadvantage of tapping the cyst,
for if that treatment is adopted some of the contents of the cyst
escape and adhesions to the surronnding parts and especially to bowel
result.  Owing to these adhesions the cyst becomes infected so that
the removal at a later date may be both difficult and dangerous.

A better course is the following :

The vaginal walls being held back by retractors, an incision is made
over the projecting tumour. The bleeding is seldom great, and can
be easily controlled. When the periteneum is reached, it should be
opened with scissors. I'wo fingers are then introduced into the pouch
of Douglas, and the tumour, if possible, pulled out. If the pedicle can
be safely ligated and the tumour removed, this should be done. 1f not,
the tumour should be freely incised and the contents evacuated. If
then a loop of silk can be passed over the collapsed tumour, this
should be done, the long ends being drawn outside the vagina. The
tamour should then be packed with gauze, and a little strip of gauze
pushed up beyond the tumour. By such a device one can keep the
tumour well against the vaginal incision. The child should be
extracted immediately if this is possible; if not, the case should be left
till the os is sufticiently dilated. After the child is extracted and the
placenta expelled, the lips of the cervix should be grasped with
volsellum forceps, and slight traction made on the uterus. The
ligature which is round the ovary should then be pulled upon, and
pressure made on the uterus from above. By these means the ovary
may now be brought within reach, and its pedicle ligated. The
vaginal wound should then be closed, or a little loose packing left in
for twenty-four hours.

Simpler than such o procedure is the suggestion of Fritsch, to
stitch the sae to the edges of the vaginal wound ; but it is not always
easy to pass sutures in the vagina, and the sae of all ovarian tumours
is very friable. 1 agree with Spencer, therefore, that it is better to
pack the sac with gauze.

At any time in the puerperinm one may be ealled upon to remove
a tumour which has been displaced or punctured, for complications
are very liable to follow labour. I have had experience of, or seen
in the practice of colleagues, twisting of the pedicle, suppuration
and necrosis, adhesions to the bowel, and even obstruction of the
bowel.

I have already detailed a case in which necrosis followed. Here
is one in which the pedicle became twisted :
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Mrs. A—-—, multipara, was admitted to the Western Infirmary,
under my care, in September, 1906. She was in an extremely
collapsed condition ; the pulse could hardly be counted, and she had
a temperature of 101° . Her abdomen was greatly distended and
very tender. The history obtained from her medical practitioner was
to the effect that ten days previously she had been delivered of a full-
time child without any great difficulty. The practitioner was aware
of the presence of a cystic tumour. Shortly after delivery she com-
plained of abdominal pain, which steadily increased. A diagnosis of
an ovarian eyst with a twisted pedicle was made, and the abdomen
opened. The tumour was found intimately adherent to the surround-
ing structures. It was removed with no great difficulty. I'wo com-
plete twists from left to right were found in the pedicle. The patient
died the day following the operation.

All operators refer to the complications which I have mentioned.
Doran says that in fifteen cases operated upon shortly after birth,
there were no complications in only three, and Kynoch,' in three
cases operated upon during the puerperium, found necrosis in one
and suppuration in ancther.

Bearing in mind such records, it is always advisable to remove
the tumour as soon as possible after delivery, and immediately any
untoward symptom appears. 1 have removed upon several occasions
an ovarian cyst early in the puerperium. In one case the operation
was performed on the second day, and in two on the fourth day after
the confinement. The results in all cases were highly satisfactory,
and none of the patients were much disturbed.

v Journ. of Obst. and Gyn. Brit, Empire, vol, x., p. 270,




CHAPTER XVI

DYSTOCIA THE RESULT OF ABNORMALITIES AFFECTING THE
PARTURIENT CANAL—Continued

Fibro-Myoma of the Uterus.

IN recent years every author who has approached the subject of
fibro-myomata and pregnancy has commenced by considering in great
detail the influence such tumours have upon fertility. Personally it
has always appeared (o me that these authors gave the matter
unnecessary attention, for, after all, it is admitted by all operating
gynwcologists that fertility must be interfered with, secing that these
growths are so commonly associated with obstruction of cervix,
distortion of uterine cavity, sacto-salpinx, and eystic degeneration of
the ovaries. To attempt to estiinate by figures the exact degree to
which fertility is interfered with has not so far appealed to me. Those
interested in this and other aspects of the subject of fibro-myomata
and pregnancy will find Troell's! large monograph of the very greatest
value. This author concludes that these tumours injuriously influence
fertility, but to a less extent than might be expected, because for
the most part they develop late in the reproductive life of women
when fertility is naturally on the down grade

It appears to me desirable to consider the subject under the
following heads: (1) The effect fibro-myomata have upon pregnancy,
labour, and the puerperium: (2) the effect pregnancy, labour, and
the puerperinm have upon fibro-myomata ; (3) diagnosis; (4) treat-
ment.

1. The Effect Fibro-Myomata have upon Pregnancy, Labour,
and the Puerperium.

The frequency with which myomatous tumours of the uterus are
encountered in the pregnant and parturient is most difficult to
estimate, as is evidenced by the figures of different writers, for while

! *Studien iiber das Uterus Myom in Sienen Bezichungen zu Konzeption

Schwangerschaft, Geburt und Wochenbett,” Stockholm, 1910,
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one observer only records tumours of considerable size, another
includes every small nodule which he happens to recognize when
palpating the gravid uterus. In the Clinique Baudelocque, during
the ten years ending December, 1904, Pinard found, out of 21,891
deliveries, 171 women with fibro-myomatous tumours (07 per cent.).
The latest figure of Troell! for the Lund Clinique is 42 per cent.
\lthough I cannot give my own figures, I am not surprised at this
apparently high percentage, for, in common with others, I have found
myomata very frequently when palpating the uterus during pregnancy
and labour.

The frequency of these growths is of interest quite apart from the
abstract question of frequency, for it is evidence of the enormous
number of women who are performing their various duties, and more
particularly that of reproduction, without being much disturbed by
the presence of these tumours. Indeed, so much has this impressed
all specialists who have had experience of obstetrics, as well as
gynweology, that, speaking generally, their attitude towards myomata
complieating pregnancy and parturition is very conservative.

In the Glasgow Maternity Hospital during the last ten years, in
which time we have had fully 35,000 cases of labour, as far as I ean
discover, cwliotomy has only been necessary upon four occasions.
At various times, in recent years when the subject has been discussed
at the different obstetrical societies, all the leading obstetricians have
pointed out the infrequency with which major operations are necessary
in pregnancy and labour. This was very strikingly seen at the
Obstetrieal Section of the Annual Meeting of the Dritish Medical
Association in 1910, when the subject was under special consideration.
In America it is exactly the same; while in France such an authority
as Pinard stated that for the years 1895-1901 inclusive, in 14,000
cases, myomata were found present in eighty-four. Of these, sixty-
six went to term, thirteen had premature labour, and five aborted ;
in only four cases was it necessary to interfere with the pregnancy.
Essen Miiller in the Lund Clinique, from 1900 to 1909, had twenty-three
cases of myomata complicating pregnancy, and in only one was radical
treatment (hysterectomy and myomectomy) necessary. In Germany
the views of practising obstetricians and gynwcologists are equally
emphatic, as witness the writings of Olshausen, Hofmeir, Winter, and
a host of others.

But having said so much regarding the harmlessness of fibro-
myomatous tumours of the uterus in pregnancy and parturition, let
us consider the complications which do arise occasionally as a result
of their presence,

L Op, cit,
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Naturally, one would expect that the presence of myomata in a
gravid uterus would predispose to abortion and himorrhage. The
frequency of such occurrences, however, has been over-estimated, for,
except in cases where the tumours, by their size and disposition,
interfere with the growth of the uterus and with its eirenlation, they
are surprisingly infrequent. In the cases of fibro-myomata associated

Fie, 123, —Filro-Myomuta associated with Pregnancy.  (Author’s Case.)

with pregnaney upon which I have operated, abortion has been a rare
occurrence, while hemorrhage during the pregnancy has seldom
been noted.
! 'ndoubtedly, the most important disturbances produced by myo-
mata, and those which most generally furnish the indication for
operative interference, are the symptoms generally referred to as
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‘pressure symptoms.” The growing tumour and uterus increase in
size to such an extent that the functions of the surrounding organs
are interfered with, more especially if the tumour is impacted in the
pelvis (Fig. 123).  The organs most commonly pressed upon are the
bladder, urethra, and bowel; but the larger vessels, especially the
veing, may have their circulation interfered with, and, if the tumour
and uterus grow to an enormous size, cardiae and respiratory functions
are very much disturbed. In association with these tumours torsion
of the uterus has been frequently observed, as might he expected, but
the condition has no special bearing on the subject ; those interested
in the matter will find in Troell’s’ monograph a table of twenty-one
cases. Of course, there are infinitely more which have not been
recorded.

While slight interference with the structures and organs named
may be permitted, whenever disturbances in them become marked
and relief cannot be obtained by rest and ordinary means, operative
interference becomes imperative.

An unfavourable situation of the placenta, more especially
placenta prievin, has been frequently referred to. Olshausen says
that implantation of the placenta over the tumour, owing to its
frequency, is more than a coincidence. e thinks that possibly the
mucous membrane over the portion of the tumour being thickened
and bulging into the eavity may favour the implantation of the ovum
to that locality. Wertheim,? however, questions this, and refers to a
case of Schwarzenbach, where the portion of the placenta situated
over the tumour was very thin and poorly developed. Troell® refers
to fifty-three cases, which after all does not seem a great number.
Personally, I have encountered one case: it is referred to more fully
later.

Manual removal of the placenta may be rendered difficult by the
intimate connexion between placenta and tumour, and by the diffi-
culty in reaching the placenta owing to the tumour. Puppel® in one
case, after repeated attempts, found it necessary to remove the patient
to hospital and have hysterectomy performed.

Retrodisplacement of the uterus, even incarceration, has been
observed once or twice, and a few years ago I saw a sacculation of
the gravid uterus caused by a myoma of the anterior wall.

Although on one or two occasions the uterine wall has been noted
to be specially thin, it is very doubtful if spontaneous rupture of the
uterus during pregnancy has ever resulted. All writers, including

L Op. eit, p. 204, * Winckel’s ¢ Handbueh,' B, ii., Teil i, p. 444,
3 Op. cit., p. 270, 4 Deut. Med. Woch., December 17, 1903,
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Routh and Troell, very rightly question Hogan's case.! Fckstein®
records a case where rupture followed a very difficult extraction,
owing to a submucous myoma obstrueting the canal; but in that case
the rupture was not s|nmlu|lmn~'.

Fibro-myomata of the uterus may interfere wilth the ecourse of
labour by mechanically hindering the progress of the child through
the parturient eanal and by distorting the uterus, and so favouring
malpresentations and malpositions of the child.

As regards dystocin, of much greater importance than the size of
the tumour is its situation  The growths which cause difficulty are
those sitnated low in the uterus, especially those of cervieal origin ;
also pedunculated myomata, as, for example, a case which was
recently under my care, and is described later. But tumoars of the
body of the uterus, if they extend downwards into the pelvis, may also
give trouble during parturition, although it is surprising how many
of these growths, even when of considerable size, become displaced
from the pelvie brim by the uterine retraction or by slight pressure
from below. In most of these cases the tumour is really implanted
in the uterine body above the lower segment.

If the tumour only overhangs the brim during pregnancy, it will
almost certainly not canse any trouble by mechanically narrowing the
canal during labour.  On the other hand, a tomour which projects
into the pelvie cavity, and is not pulled out of it by the uterine con
tractions, nor displaced by manual pressure, should be very carefully
vatehed, and operated upon if the pressure upon it is too severe.

Dystocia miay also result from unfavourable positions and pre-
sentations

assumed by the fatus This applies almost l‘\('lll.\i\’l‘l.\'
to tumours sitnated in the lower portion of the body and cervix. In
such eases, from the summaries of various writers, Olshausen found
vertex, breech, and transverse presentations 54 per cent., 21 per cent.,
ind 19 per cent., respectively

Lastly, labour may be disturbed by nterine inertia and post-partum
hwmorrhage.  The former has heen vaguely referred to by one or two
writers : but it is very doubtful if it is much more common in women
the subjects of uterine myomata than in those whose uteri are
presumably healthy.  Post partum hiemorrhage is a more serious
matter, and is especially favoured by implantation of the placenta
over the tumour. A case of the kind oceurred in the Glasgow
Maternity Hospital a few years ago.

Liner, Journ. of ( vol i, 1893, p. 305,
Monat. f. Geb, . Gyn., Bd, sviii., Heft 5.
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2. The Effect of Pregnancy, Labour, and the Puerperium upon
Fibro-Myomata of the Uterus.

But while labour and the puerperium may be disturbed (as
deseribed) by the tumours, the latter, in their turn, are liable to
various alterations, and these we must now consider.

The most evident effect pregnancy has upon fibro-myomata is to
cause an inerease in the size of the tumours. For the most part, it
is only interstitial tumours which are affected, but even subserous
growths may become enlarged if their attachment to the uterus is still
extensive. The increase in size is very largely caused by wdema,
although there also oceurs a distinet, if varying, hypertrophy of the
muscle cells, with the result that the tumour becomes more soft and
elastic, and that is the reason why they sometimes so closely resemble
cystic tumours.  During the puerperinin the size decreases with the
involution of the uterus. It is very questionabie if the tumour ever
disappears, although a small nodule is sometimes all that remains of
a large growth. This increase of the tumour during pregnancy and
its atrophy during the puerperium has heen often observed. A year
or two ago, however, 1 had under my eare a case in which the tumour
did not decrease after pregnancy: indeed, it steadily inereased, the
pregnancy appearing to start its active growth.

But, besides being altered in size and consistency, the tumours
often become altered in shape by the gravid uterus. Very often they
Lecome much flattened out, and if situated low down on the body
wall or cervix o portion of the tumour may be displaced downwards
into the pelvis. Some years ago | saw a patient in whom the tumour
was 0 evenly flattened out on the anterior uterine wall that I could
not distinguish it from the anterior wall (Fig. 121). Indeed, it was
not until after delivery that the large tumour was recognized. It was
impossible to palpate the fwtal parts, and impossible, on the most
careful and repeated examination, to discover any evidence of the
fietal heart. A living child, which was large, was delivered with
forceps.

In tumours which become pedunculated, torsion of the pedicle has
oceasionally ocearred.  Troell' gives a table of twenty-one collected
cases.  Speaking generally, the torsion occurred about the fourth or
fifth month. The features of this complication are the same as those
which follow twisting of the pedicle of an ovarian eyst: severe and
sudden pain, with tenderness over the tumour, and sometimes increase
in its size, although the latter feature is not so marked in the case of
i pedunculated myoma.

b Op. e, p. 216,
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At any time the tumour may become impacted in the pelvis, and
give rise to all the symptoms characteristic of such a condition
great pain, nausea, dysuria, and difficult defwecation. Should such

I3
| Irj
‘\
M Fri, 124, —Large Fibro-Myoma in Anterior Wall flattened out,  (Author's Case.)
44 The fietal parts could not be felt, nor could the ftal heart sounds be heard.  The child
i was delivered at term alive.  The author had enueleated a large fibroid from the body
lﬂ; of the nterus some six years before '
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symptoms be present, and the tumour intimately connected with the
uterus, it may be extremely difficult to say which part is tumour and
which the gravid uterus.

Until a few years ago, what has been said regarding the effect of
pregnancy and labour upon fibro-myomata would have been sufficient,
as the only recognized reasons for interfering with such growths
were pressure symptoms or an obstruction in the parturient canal.
Recently, however, another indication for operative treatment has
been brought forward by some writers, and in this country more
especially by Bland-Sutton—viz., degeneration of the tumours. This
author claims that degeneration of fibro-myomata during and as a
result of pregnancy is a common occurrence, and so far, indeed, has
he gone that he published a paper entitled ‘ The Inimicality of
Pregnaney and Uterine Fibroids.”' While obstetricians and gyniecol-
ogists are greatly indebted to Sutton for all he has done for
gyniecology, and while they admire the cleverness of this title, they
cannot but feel he has greatly exaggerated the danger, in all proba-
bility because, being a general surgeon, he sees only the serious cases
of fibro-myoma in pregnancy, but does not see the hundreds of cases
which they see, and which never cause any trouble.

A special feature of these fibro-myomata which undergo degenera-
tion during pregnancy ig pain and tenderness in the tumour. The
degeneration is very generally the variety known as ‘red degenera-
tion,” in which the cut surface of the tumour resembles a raw beef-
steak. I quite agree with Sutton that pain in fibro-myomata should
always arvest attention : but from my own experience I do not attach
the same importance to pain in these tumours in pregnancy. I have
seen in consultation six or seven cases at least of myomata compli-
cating pregnancy in which pain in the tumour was a marked feature.
In all except one the pregnancy was allowed to continue undisturbed,
and no untoward symptoms arose either during parturition or the
puerperium. I informed the medical attendants of the patients that
I was prepared to operate at any time if any unfavourable symptoms
developed, or if the pain became excessive. Quite recently I saw a
case in which I was compelled to operate because of the severe pain
in the tumour and the persisting sickness, The patient was three
months pregnant. The tumour was enucleated from the anterior
uterine wall and the pregnancy continued undisturbed, and parturi-
tion was normal.

As bearing upon this subject, the remarks made by Pinard on two
cases shown by Lepage® are of special interest :

! “Lssays on Hysterectomy,' 1904,

2 Comptes Bendus de la Société d'Obstil. de Gyn. et de Péd. de Paris, October,
19035 ref. Journ. Obst, Giyn. Brit. Empire, 1904, vol. v., p. 60,
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‘1 desire to add some further information about the two patients
whose histories M. Lepage has just related to you. He has not laid
suflicient stress on the condition of the women when they entered the
Clinique Baudelocque, nor of the treatment which was there followed.
These women, with the uterus erowded with fibroids, suffered terrible
pain, and complained continuously. I believe that many surgeons,
had they examined at that moment, would have thought, in view
of the general bad condition of the patients, that the time had
come for surgical interference, and would have performed extirpation
of the uterus 1 ordered these women complete rest in bed, a milk
diet, and regulated the urinary and intestinal functions. Little by
little the pain passed away ; there has been no hiemorrhage, and in the
uterus of these elderly primiparie, erammed with fibroids, the children
have developed sufticiently to be born, of average weight, at full term.’
I have also found the pain in fibro-myomata greatly relieved by regu-
lating the diet and excretory functions.

But apart from the subject of the degeneration of fibro-myomatous
tumours during pregnaney, which, after all, is a matter no one can
generalize upon, there is no doubt the tumours are occasionally
injured during parturition.  ere, again, situation is of more impor-
tance than size, for, naturally, tumours in the apper part of the
uterus are more likely to escape injurious pressure than those situated
in the lower areas of the body and cervix.

Injuries were much more frequent when it was the practice to drag
the child past the tumour, for then the tumour was bruised and
crushed between the fetal head and maternal pelvis.  As in ovarian
growths, the injuries to the tumours may not be immediately evident,
the disturbances, such as pain, rise in temperature or pulse from
infection, and other symptoms, only appearing a few days after
delivery.  Personally, I have been struck with the danger of infection.
I have several cases in my mind, three

of them seen by me in consul-
tation after delivery, where serious septic disturbances followed par-
turition.  In fact, one patient died, and two escaped only after weeks
of illness.  In all the tumours were sitnated low down on the uterus,
and, although no great force was used in delivering the child—for, as
a matter of fuet, only in one case was forceps used—1 have little doubt
but that the tumours were injured during parturition. Hofmeir,
writing in 1896, says: * I cannot deny that I have often contemplated
the puerperium with great anxiety.” 1In a later paper' he speaks less
seriously of the condition. Troell refers to several cases, but is of
opinion that the infection is less frequent than it was formerly. The

VZeit fo Gich, w, Gyn, 1900, B, slii, p. 383,
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practical bearing of this is that the puerperium should be carefully
watched in all cases where the tumour has been compressed between
the feetus and the bony canal, and the tumour, with or without the
uterus, removed should any complication arise.

Expulsion of the tumour from the uterus during or after delivery
has been observed by several writers. A few years ago, when examin-
ing a primipara who had been in labour some hours, I discovered a
firm body within the os and slightly in front of the presenting head.
At first I took it to be the cord, but on more careful examination under
an anmsthetic 1 discovered it to be a flattened myoma, of about the
size of a pigeon’s egg. I removed the tumour, and allowed the labour
to proceed (I'ig. 73).

A most interesting case is one reported by Seeligmann,' in which
that operator removed by ¢ morcellement’ a submucous myoma, the
size of a fwetal head, without disturbing an eight weeks’ pregnancy.
The tumour was forced through the os externum, and this was accom-
panied by severe pain and excessive bleeding. Many years ago
Priestley * recorded a case in which he removed one on the fourteenth
day of the puerperium. The tumour was deeply embedded in the
uterus, and had retarded the delivery very much. Herman* showed
one which presented at the os uteri ten days after delivery. Many
similar cases have been described.

Finally, inversion of the uterus may occasionally follow, and a few
examples of that accident are recorded by Tarnier and others,

3. Diagncsis of Fibro-Myomata complicating Pregnancy
and Labour.

The diagnosis of a fibro-myoma in the wall of the gravid uterus
may be easy or difficult, and the ease or difficulty will depend very
much upon the form and situation of the tumour and the age of the
pregnancy. The tumour, which is irregular in outline, projects
laterally, is pedunculated, and pushes the uterus over to the opposite
side or bulges down into the pelvis and displaces the uterus, so that
it is almost impossible to reach the cervix, can be recognized by any-
one. On the other hand, the tumour smooth in outline and moulded
on the uterus, as in a case I have already referred to, may be impos-
sible to differentiate from the uterus.

But there is the other diagnostic difficulty—the recognition of the
pregnancy. 1f the pregnancy is still only of a month or two's dura-

Y Zent. f. Gyn., 1902, No, 21, p. 547,

? Lond, Obst, Soc, Trans., vol. i., p. 217, 3 1bid., vol. xxxiii., p. 30, 1892,
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tion, it is, as u rule, impossible to be quite certain of its existence ;
while, on the other hand, if it has advanced to mid-term or farther,
one can usually, unless it is very much embedded in tumour tissue, be
quite certain regarding it.

At an early age, when the abdominal swelling is of comparatively
small size—say, about the size of a sixteen to twenty weeks' preg-
nancy—mistakes may be made in several ways, and, to illustrate this,
let me mention a very striking one made by myself.

Several years ago my house-surgeon in the Glasgow Maternity
Hospital and 1 diagnosed a subserous myoma complicating pregnaney
in a patient who was sent to the Maternity Hospital as & case of extra-
uterine pregnancy. She complained of great pain and tenderness over
the uterus, which was distended by an eighteen to twenty weeks’
pregnancy. On palpating the abdomen, an elastic swelling could be
detected in the antero-lateral wall, and, presuming that the pain was
caused by some change in the tumour which we were satisfied we felt,
I opened the abdomen. Greatly to my chagrin, I discovered a normal
gravid uterus, without the slightest trace of any tumour in its sub-
stance or its neighbourhood.

It seems extraordinary that such a mistake should oceur. That it
not infrequently happens, however, is evidenced by the fact that I
have twice been asked to see similar cases. There are two explana-

tions of such plantom uterine tumours duving pregnancy.  One is that
portions of the uterus are seized between the palpating hands, and the
other that areas of the gravid uterus contract, and sometimes remain
contracted for some time. The latter peculiarity has been remarked
on by several writers, but by none in so interesting a manner as by
Bar, who has directed attention especially to a partial contraction of
the anterior surface of the uterus associated with great pain—exactly
the features my case presented. IHe mentions how sometimes it is
only by repeated examinations that the phantom nature of the tumour
can be recognized.

Upon two occasions, with very unusual varieties of extra-uterine
pregnancy, | have had difficulty in making up my mind as to
whether the tumour was an ectopic sac or a myoma in a gravid
uterus. One was a case of tubal pregnancy which had advanced to
about the thirty-sixth week, when the body of the uterus felt like a
myoma, and the sac like the ordinary gravid uterus. The other was
an interstitinl ectopic pregnancy of about the fifth month. In both
cases, however, the history directed one to a correct appreciation
of the nature of the swellings. They are referred to and figured in
Chapter XXNIL

Sometimes for a week or two one is in doubt as to whether the
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tumour one feels is a rapidly-growing myoma or a pregnancy. In
many such cases it is both, as I experienced lately. A myoma seldom
grows as rapidly as a gravid uterus, but I saw one recently which
started growing very rapidly, and caused the patient’s physician and
myself to be in doubt about the case for a few weeks. Time, however,
invariably clears up such cases, and unless there is some great urgency
for operating it is as well to delay doing so.

If the tumour is subserous, and has a distinet pedicle, the error
may very easily be made, as happened to me in the case 1 have
recorded (p. 255), of considering the neoplasm ovarian in origin.
Likewise, if the tumour is submucous, and is projecting into the lower
part of the uterine cavity, it may be mistaken for the child’s head,
or, if small, for the cord, which happened to me in a case also referred
to (p. 247).

Another mistake which has been made sometimes with abdominal
tumours of this size, is confusing the gravid uterus with a peduncu-
lated fibroid. As all are aware, in the gravid uterus about the six-
teenth week there is greai mobility between the body and cervix,
owing to the softness of the tissue at the junction of these two parts.
The illustration (Fig. 125) explains how the mistake may arise—viz.,
through the examiner pressing the cervix between his hands, and
taking it for the entire uterus.

Then, again, where the myoma is spread out over the surface of
the uterus, the tumour or the pregnancy may be overlooked. If the
tumour is on the posterior wall, the gravid sac is readily palpable ;
but if the tumour is on the anterior wall, it may push the fwtus
altogether out of reach, as in the case illustrated (p. 244). In such
cases a rectal examination is of great value. Rosthorn! for example,
was able to get ballottement through the rectum in a case where
he could not make out the fwtus from the abdomen. A rectal
examination may also be of value when the differential diagnosis is
between a retroflexion of the gravid uterus and a myoma complicating
pregnancy.

The important symptoms of pregnancy—softening of the cervix,
partial diseoloration of the vagina, suppression of menstrnation—are
with few exceptions, present. The softening of the cervix, however,
especinlly when the tumour is situated low down on the uterus, is
often not so characteristic as in an ordinary pregnancy, although it
is seldom absent. Discharges of blood may oceur, and may resemble
menstruation, but they are invariably slight, and are not common
unless in cases of abortion. Still later, the feetal heart sounds, if

! Ref. Olshausen, op. eit,
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present, make pregnancy a certainty, but their absence, even in the
later months, does not exclude it.

In the other class of cases, where it has been decided that a preg-
nancy exists, and the uncertainty is regarding the myoma, only careful
palpation and consideration of the condition can decide matters, and
my advice is, in all cases of doubt, to take time, and make one or two
examinations before coming to a decision.

1t has oceasionally happened that mistakes have occurred in con-
fusing a myoma with a second fietus, not only during pregnancy, but
even during labour. Indeed, once or twice an accoucheur has waited
patiently for what he thought was the second child, when what he

Froo 125, Mistaking a Lateral Flexion of a Four Months Gravid Uterns
tor a Myoma

really had to deal with was a large myoma. The other mistake of
confusing a second child, either during pregnancy or after the birth of
the first, with a myoma is less excusable.

4. Treatment of Fibro-Myomata complicating Pregnancy,
Labour, and the Puerperium.

What has been said regarding the features of fibro-myomata in the
pregnant and the parturient may have left the reader in some doubt
a8 to the indications for surgically interfering with them. Before dis-
cussing, therefore, the methods of operating, let me in a word or two
summarize my previous remarks, and indicate the cases in which
interference is necessary.

1. Tumours should only be removed during pregnancy if, on the
one hand, they are distinetly endangering the life or seriously disturh-
ing the functions and general health of a patient, and, on the other
hand, if they are undergoing serious degeneration or injury.  Also, in
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the interests of the child, when at all possible, interference should he
delayed until the later weeks of pregnancy.

2. Speaking generally, whenever a tumour, at the end of pregnancy
or daring labour, is decidedly obstructing the partirient canal, and
that tumour cannot be displaced out of the pelvis, it should be removed,
with or without the uterus.

3. All tumours which have been injured during labour, or which
show signs of undergoing marked degeneration, or have become infected
after parturition, should be removed, with or without the uterus, as
carly as possible.

One’s afttitude, therefore, to fibro-myoma in the pregnant is to
operate only if interference is distinetly indicated. All gynwecologists
who have had experience of obstetrics operate upon myomata in
pregnancy as seldom and as late as possible.

Pregnancy.—When a fibro-myoma causes such disturbances in
pregnancy that interference becomes necessary, it will be found very
often that the tumour is impacted in the pelvis. In certain cases, by
digital pressure from the vagina, with the patient in the knee-elbow
or Sims position, the growth may be dislodged ; but in a very large
proportion that simple treatment fails, and more radical methods have
to be employed.

In former years induction of abortion, or, if the pregnancy had
advanced to the later weeks, induction of premature labour, was the
treatment generally recommended and practised. Such treatment,
however, has been entirely abandoned. For my part, I can conceive
of few circumstances under which it is indicated, for, even if it is
successfully carried out—and that is not always an easy matter,
owing to the distortion of the uterus—one has in no way improved
the condition of the woman, for the operation would require to be
repeated should she again become pregnant. 1 have said there are
few circumstances under which premature emptying of the uterus
is indicated, and some may say there are none. 1 could, however,
conceive it justifiable if the woman was suffering from some grave
concurrent disense which rendered an abdominal operation a matter
of extreme gravity. Even in such a case, however, the accouchenr
would require to satisfy himself that the bringing on of abortion or
labour was a less severe tax upon the woman than abdominal
section.

In only a comparatively few cases is it possible to remove the
tumour by the vagina. Small pedunculated myomata lodged in
Douglas’ pouch, pedunculated submucous tumours projecting from the
08, and cervical myomata of small size, may, however, be removed
by that route, and in many cases without disturbing the pregnancy.
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Iinucleation of a cervical myoma from the vagina should only be
attempted if the tumour is of moderate size and entirely in the pelvis.
It is sometimes not easy to decide such a matter, for only a portion of
the tumour may Le projecting into the pelvis. One can usually tell,
however, if there is any mass above, by pushing the uterus or child
into the pelvis and observing how the tumour descends. Also, by
making a rectal examination one may be able to define the tumour
if it is situated behind the uterus. It is not wise to attempt to
remove large myomata by enucleation through the vagina; nor are
the extensive vaginal incisions recommended by Diihrssen suitable for
such cases.

By far the largest proportion of cases which require surgical inter-
ference cannot be safely attacked from the vagina, but must be
approached from the abdomen.

When abdominal interference is deemed ne wry in cases of
myomata complicating pregnancy, the operator has two alternatives
to choose from—removal of the tumours, and hysterectomy in some
form or other. It will be admitted by all that, if a myoma is
pedunculated, the rational treatment is to ligate and divide the
pedicle just as one wonld do in the ease of an ovarian cyst.

Butof much greater interest are the results following myomectomy
or enucleation. The operation of enucleation has come into great
favour in recent years, and very rightly so, for, theoretically, it is the
ideal operation. There is this also to be said in its favour when
employed on the gravid uterus, that at such a time one sees the
uterine tumours at their worst, for they are much enlarged, and if
they happen to be multiple they are much more distinet. In two
respects the operation is a most satisfactory one. The existing
pregnancy is disturbed in less than 15 per cent. of the recorded cases,
and the uterus is left for future pregnancies. Some months ago 1
treated a case in this manner. The patient was a multipara who
complained of great pain in a fibro-myoma which was known to be
situated in the anterior wall of the uterus. She was four months
pregnant at the time of the myomectomy. The pregnancy continued
undisturbed and she was delivered naturally of a healthy child at
full time.

In this country in recent years there have been many cases
recorded, and a great many more which have never been reported.
Donald! and Sutton® have each referred to cases in which they had
enucleated a fibro-myoma from the gravid uterus without disturbing
the pregnancy : while Thring® has reported six cases, all of which

! Lond. Obst, Trans., vol. xlii., p 180, * ¢ Fssays on Hystereetomy," 1904,
Vdourn. Obst. and Gyn, Brit, Empire, September, 1906, p. 263,
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recovered, and in five of which pregnaney was undisturbed. FEqually
good results have heen deseribed by Doran' and Routh.?

It is evident, therefore, that the treatment of fibro-myomata by
enucleation is most encouraging, and, if the tumours were only single,
would be the method invariably employed. In many cases, however,
this variety of tumour is multiple, and the uterus is so extensively
invaded that there is no possibility of removing all the tumours. As
regards such cases, when many tumours exist, it is quite impossible
to lay down any hard-and-fast rules regarding treatment. FEmmett?
removed nine myomata from a gravid uterus without disturbing the
pregnancy.

Another matter of satisfaction is that, even although the tumour
is deep in the uterine wall, it may be enucleated with safety to the
patient and the fotus.  Several cases have been recorded where the
operator actually exposed the decidua. OF such cases, one described
by Mackenrodt is most interesting. A woman three months pregnant
complained of pain and fever. Mackenrodt considered it to be arising
from a uterine myoma undergoing degeneration. e enucleated the
tumour, and in doing so exposed the decidua. The patient recovered
and did not abort.

The ease with which the tumour comes out of its bed during
pregnaney, and especially during the puerperium, is well known to
all operators, so that part of the operation is comparatively simple.
The treatment of the raw surface left is of greater importance.
Personally I employ interrupted catgut sutures. The layers are
made very shallow, for, as Donald pointed out some years ago, great
tension is thrown upon the uterine wall, and abortion is favoured if
they are made too deep.

Careful stitching of the uterine wound is of great importance,
for, apart altogether from the risk of abortion, which, after all,
although disappointing, is not serious, the operator wishes to secure
a sound cicatrix which will stand the strain of the growing uterus
and the contractions of parturition. 1 ean find only one case of
rupture following myomectomy, a case which oceurred in Diderlein’s
Klinik and is summarized by Troell.* In this particular case, however,
the myomectomy was done in a nulliparous woman, and the rupture
ocearred after a prolonged labour two years later.

But more frequently the operator chooses hysterectomy. No
doubt the brilliant results obtained by operators in this and other
countries will encourage others to consider fully the advantages of

Y Brit. Med. Journ., 1906, vol. ii., p. 1446,

* Clindcal Journal, May 23, 1906, 3 Amer. Journ, of Obst., September, 1901,
 Op. ety p. 484,




254 OPERATIVE MIDWIFERY

enucleation before having recourse to an operation which removes all
chance of subsequent pregnancies.

The two methods of hysterectomy, open to one before the child is
viable, are supravaginal amputation and the removal of the entire
uterns, or panhysterectomy. Naturally, if the child is viable, one
would first perform Cisarean section. As all operators are agreed
that panhysterectomy is a little more difficult and complicated than
supravaginal hysterectomy, and as its mortality is slightly higher,
it is apparent that supravaginal amputation is the operation of choice,
and panhysterectomy need only be had recourse to under special
circumstances.  The most obvious compelling circumstance is when
the tumour or tumours have so altered the position and shape of
the cervix as to render amputation through it wellnigh impossible
Another indication is infection of the cervieal canal.

Troell has collected 54 cases of panhysterectomy with a 5
cent. mortality, and 133 cases of supr:
33 per cent. mortality.

Labour. —Before considering in detail the different methods of treat
ment of fibro-myomata in labour, let me eaution against dragging the
child by force past a tumour. Such treatment is most unwise. Conse-
quently, foreeps, version, and eraniotomy, be the child dead or alive,
do not come into consideration at all, unless the obstruction is so
slight as to be almost negligible. It is quite unnecessary for me to
give figures to prove the disastrous results following such treatment
as forcible extraction with forceps, version, eraniotomy, induction of
labour, and abortion; and, indeed, I could only give old statistics,
such as those of Susserott and Lefour, published many years ago.
Only if one were placed in some out-of-the-way country district
would the treatment be justifiable. Under such circumstances,
however, I would consider the risks of a long journey, even a very
long journey, to a hospital or nursing home infinitely less grave than
those involved in pulling a child by force past an obstrueting filiro-
myoma.

H per
aginal amputation with a

Many of the tumours which project into the pelvis may be pushed
up, and are even dragged up, by the contractions of the uterus.
Tumours of the cervix, however, cannot, as a rule, be so dealt with.
They must either be removed by the abdomen or by the vagina.
When possible they should be removed by enucleation. They
can, as a rule, be easily shelled out after the capsule is split.
Amongst the early recorded cases of vaginal enucleation of cervical
fibroids is the one deseribed by Braxton Hicks.! He tried to
deliver with forceps, but failed. The tumour was easily enucleated,

1

Trans. Lond. Obst, Soe., vol, xii., p.




FIBRO-MYOMA OF THE UTERUS 2565

and he delivered a living child with forceps. A recent case of this
nature is one deseribed by Robinson,' where a large myoma growing
from the posterior lip of the cervix was enucleated, and afterwards the
child was delivered with forceps.

The simplest of all myomata to remove are the pedunculated.
They may be either subserous or submucous. An example of a
submucous one which oceurred in my practice, and was removed
during labour, has been already referred to. Here is a short report
of a pedunculated and subserous myoma which obstructed labour, and
was under my care a few years ago:

Mrs. A~ a multipara, was admitted to the Glasgow Maternity Hospital
advanced in labour.  The os was fully dilated, but the child, which presented
by the vertex, could not be expelled hecause of a tumonr which oceupied the
pouch of Douglas.  The tumour was very tense, and was about the size of a
closed fi It could not be displaced from the pelvis, as it and the fotal
head were firmly impacted in the cavity. | took the tumour for an ovarian
cyst.  As the case seemed peculiarly suited for vaginal cocliotomy, T made
an incision over the tumour throngh the posterior fornix of the vagina,
Without the least dificulty, and with little or no bleeding, the pouch of
Douglas was opened into, and the tumour, which was evidently solid, seized
with volsellum forceps. On pulling it throngh the vagina it was found to he
a pedunculated myoma.  Having transfixed the pediele, T was proceeding to
tie the ligatures when the pedicle tore across, as far as could be judged, at the
point where it was attached to the nterns,  Finding no vessel of any size in
examining the pedicle, which came away with the tamour, I did not feel
concerned about its having given way.  As a precaution, however, I put a
strip of gauze into the ponch of Douglas. T then proceeded to extract the
child with forceps. That was very easily accomplished, and the child was
alive.  The placenta was expelled without ditliculty.  Finally, T removed the
ganze from Douglas’ ponch, and, finding it was not blood-stained, T closed
the vaginal wound. The patient made an uninterrupted recovery.

One would, of course, only think of vaginal ewliotomy if the tumour
projected into the pelvis and was of small size. Myomata with such
a long pedicle are very uncommon, so that, although the operation
described is one suited for ovarian tamours, it is seldom that myomata
can be so treated.

Although in many cases it is an advantage, when possible, to
operate before labour has started, it is not always a wise proceeding,
for there is a fair number of eases on record where, as the lubour has
progressed, the tumour has been dragged up. If, therefore, there is
any prospect of such a termination—and 1 have already indicated the
cases in whick such an occurrence might be expected—it is advisable
to delay operation until later.

Y B, Med, Journ,, 1906, vol. ii,, p. 1637,
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In those eases in which a more extensive operation than simple
removal of a pedunculated tumour is necessary, the following courses
are open, and I mention them in the order in which they would com
mend themselves to one anxious to conserve the uterus as far as
possible, and at the same time do the best for the mother :

1. Myomectomy followed by extraction of the child per rvias
naturales,

2. Cwsarean section followed by myomectomy.

3. Hysterectomy.

1. Conservative Ciesarean section.

Not a great deal need be said regarding these methods, The
conditions whieh gunide one to choose enueleation during labour are
the same as those which should influenee one in choosing that method
during pregnancy.

Vaginal myomectomy during lubiour hag already been referred to
(p. 251).

Abdominal myomectomy followed by extraction of the child per
caginam with foreeps, version, ete., ean only be resorted to when
lubour is far advanced and the os fully dilated, for no one would
care to allow a uterus from which a myoma had been recently
enucleated many hours expelling a child.  True, one might ine¢
the cervix, but it is a question if, by adopting such a course, one
is not pushing a method beyond its rational limits. The same
applies to delaying operation until the os is sufficiently dilated,
for the tumonr hinders dilatation. In this connexion, I find a cave
reported by Olshausen where a myoma was removed by the abdomen,
and afterwards the dead child delivered by forceps. Calderini
records a ease of enucleation and closure of the abdomen and delivery

(4]

by version.

The second method mentioned, Cwsarean section followed by
myomectomy, is the course to be followed in those cases where the
tumour cannot be enucleated until the uterus is emptied. We have
already seen that one is compelled sometimes to adopt a similar
course with ovarian eystomata obstructing labour. If such a course
is necessary, it is advisable to turn the uterus out and make the
Cwsarean section wound in such a position that an extension of it
will permit of the removal of the tumour. Olshausen® mentions
some good results from this method.

It is the form of treatment which should be employed when the
tumour is single, but it is very questionable if it is advisable when
there are several tumours.

Without doubt the third method of treatment—hysterectomy—is

! Veit's * Handbueh Gyn.,' 2nd edition, 1907
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the method generally favoured. and rightly so, for the uterus is
generally too extensively diseased to be of much future service.

In
most cases—they are not many

the child has first been removed by

Fio. 126.—Uterns with Filwo-Myomata, and containing a Full-ting Child, removed by

Panhystercetomy during Lalour,  (Bland-Sutton

Ciesarean section, but in an interesting case described by Sutton
(Fig. 126) the whole uterus was removed with the child in situ. The
latter proceeding is only justifiable if the child is dead. With a
living child, and, indeed, if there is the slightest possibility of its
being alive, the uterus must he opened into and the child extracted

| I
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before one proceeds to hysterectomy ; for although theve is one case
on record where the uterus was opened into after its removal and yet
the child was alive, that does not justify one in following such a
procedure. z

Here, again, the choice is between supravaginal amputation and
panhysterectomy.  As in the case of hysterectomy during pregnancy,
the position of the tumour is the chief influencing circumstance.  But
there comes in also the danger of septie infection from the cervix, so
that if there is any reason to be suspicious of the parturient canal
being infected, panhysterectomy should be chosen.  According to
I'voell, panhysterectomy gives o maternal mortality of 105 per cent,,
and supravaginal amputation a mortality of 7°1 per cent. Thus iv
will be observed that in cases operated on during pregnancy and
during labour, supravaginal hysterectomy gives a lower mortality.
But more important still is the very striking fact that the mortality
in eases operated upon during labour is exactly twice as high as in
cases operated on during pregnancy.

The methods of removing the uterus are deseribed in connexion
with the operation of Civsarean section (Chapter XXVL).

There is a number of eases on record where conservative Ciesarean
section was performed.  Personally, I think the simple conservative
operation incomplete, for the tumour or tumours are left behind, and
although they usually diminish in size very decidedly after delivery,
they seldom completely disappear, and they usually enlarge again in
subsequent pregnancies. The conservative operation was the one
cmployed until fifteen or twenty years ago, and Siinger in 1882 wrote
in its favour.! The results, however, have not been good, although it
must be remembered that one is comparing figures of operations
performed fifteen years ago with those performed to-day. The only
advocate at the present time, as far as 1 know, of the simple con-
servative Ciesarean section is Lewers,” who recorded two successful
cases as recently as 1905,

Puerperium.—Before leaving this subject, let me say a word
regarding myomata which give trouble during the puerperium.
These are for the most part submucous and interstitial, although
cven the subserous may occasionally be injuriously affected by the
labour, as when the pedicle gets twisted or the tumour gets bruised.
Some operators go the length of advising the removal of all fibroids
immediately after delivery.  But this is unnecessary, for many
tumours, as every one admits, give rise to no trouble, and shrivel up
and become very small indeed. The only variety which should

1

* Der Kaiserselmitt bei Uterus-fibromyomen,’
? Lond. Obst. Trans,, 1905, vol. xlvi., p. 117,

it
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always be removed, whether they are giving trouble or not, is the

pedunculated submucous,
But although it is quite unnecessary to operate upon all cases, y
from what I have seen, it is advisable to remove the tumour, either LR

with or withont the uterus, whenever there is evidence of any septic
disturbance in the puerperiom. i

When the tumour is sulinucous, the simplest proceeding is to
shell out the tumour, and that is easily done as a rule.  One trouble,
however, is that occasionally there is very profuse bleeding; Martin,
for example, lost two patients, although the tumours were removed a
fortnight after parturition.  Another danger is infection, particularly
if one waits until there are distinet indications for operating. Speak-
ing generally, hysterectomy is safer than simple myomectomy in cases
where the tumour is infected, and panhysterectomy is the best method
to employ, for in most cases the whole uterine and veginal canal is

infected.




CHAPTER XVII

DYSTOCIA THE RESULT OF ABNORMALITIES AFFECTING THE
PARTURIENT CANAL - Continued

Tumours of the Bladder and Rectum.

Tumours of the Bladder.—\When speaking of tumours complicating
parturition, I mentioned incidentally the case referred to by Smellie,
where u vesical caleulus obstructed labonr, and was ultimately forced
out of the bladder per vaginam. MeLintock ' refers to one in which
a large stone was removed from a woman seven months pregnant
without disturbing the pregnancy Thomas?® also recorded a case
operated on during pregnaney. Hugenberger, in his monograph on
the subject, written in 1875, collected twenty-three cases. In many
of these great injury occurred, while sometimes the tumour was
removed during labour or pushed out of the way. Personally, I have
nothing to say regarding the condition, for 1 know of no ecase of the
kind having occurred in the Glasgow Maternity Hospital. In recent
years very few cases have been recorded. Rosenfeld® has described
a case where lateral lithotomy was performed at the fifth month
becuuse of a urinary caleulus and a septic condition of the urinary
tract.  Abortion occurred on the third day, and the patient died on
the fourth.

Tumours connected with the bladder are very rare at all times.
In the few cases where they have arisen from the neck of the bladder
they might well cause dystocia, but so far 1 have not encountered
such a case, nor have I seen any reference to it in obstetrie literature,
although 1 doubt not the condition has been observed. Vander-
linden * describes a myxo-fibroma removed two months after labour at
full time. During the patient’s pregnancy there had been no bladder
trouble beyond three slight attacks of hwmaturia. Labour was
undisturbed, but on the sixth day of the puerperium, on pal-
pating the uterus, a tumour of some size was discovered above the

! Smellie's * Midwifery,” vol. xi., p. 101 * Lancet, 1838-89, vol. i., p. 58,
Y Miinch, Med. Woch., No, 39, 1805, Y Ref. Zent. f. Gyn., 1900, p. 587,
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symphysis pubis. Some weeks later the tumour and a portion of the
bladder were removed.

Tumours of the Rectum.—The majority of tumours of the rectum
encountered in practice are of a malignant nature. This is especially
seen in the cases where the rectal tumour has been found complicating
pregnancy or labour. Odd cases will be found recorded where the
tumours have been of a simple nature. Quite recently Alexandrow!
reported one where a pedunculated fibroma of the rectum obstructed
the delivery of the child. During extraction with forceps the tumour
was pushed out of the anus. A somewhat similar case was described
many years ago by Barnes.?

Carcinoma of the rectum, however, is the chief tumour of interest.
Such monographs as those of Hollinder,® Krause,* A. W. Russell,
and Nijhoff," deal with the subject very fully.

The diagnosis of carcinoma of the rectum in pregnancy and
labour, if the tumour is of any size, has usually presented no great
difficulty, although, without doubt, there have been many cases in
which the condition must have been overlooked. In most of the
cases recorded a hard mass was felt pushing the posterior vaginal
wall forward. Sometimes, however, this narrowing of the canal has
been very slight, for the delivery was spontaneous, as in Kjelberg's 7
second case, where an inoperable carcinoma was discovered six weeks
after a normal and spontaneous delivery, and Rossa’s® case, where
the delivery was also spontaneous at term.

The symptoms of the condition are constipation, with oceasional
attacks of diarrhwea; in a few cases, as Duncan's, even intestinal
obstruction. Generally, also, there has been pain in the sacrum,
tenesmus, and irregular bleedings from the rectum.

The effect of the tumour upon parturition has been variable. As
already stated, some cases have terminated spontaneously, but in
most there has been distinet obstruction—an obstruction which has
sometimes been so great as to necessitate (wsarean section. This was
$0 in a case upon which I operated some months ago. In many of the
cases, however, the child has been dragged past the tumour, sometimes
without the growth being much injured; but on other occasions with
considerable laceration to tissues.

Speaking generally, the circumstances which should guide one in

Y Bull. Gén. de Thérap., April 30, 1905 ; vef. Zentral. f. Giyn., 1906, p. 1429,
* Lond. Obst. Trans., vol. xxi., p. 28,

Y Arehiv f. Gyn., B, xliv., p. 149, 4 Inaug. Dis,, Bonn, 1900,
» Seottish Med. and Surg. Jowrn., June, 1903,
& Zent. f. Gyn., 1905, p. 881, T Op. cil,

§ Zent. f. Gyn., 1902, p. 1241,
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the treatment of carcinoma of the rectum complieating pregnancy and
labour are very much the same as those which, as we have already
seen, gunide one in dealing with carcinoma of the cervix. The older
methods, such as induction of labour, if the disease is recognized in
pregnancy, and the dragging of the child past the growth if the
condition is seen for the first time during labour, are unsound in
principle.  Induction of premature labour might at first sight appear
correct enough treatment, but why sacrifice the child, or run the risk
of doing s0? It is much better to allow the pregnaney to continue to
term and perform Ciesarean section.

Taking first of all the cases recognized in pregnancy, one should
decide whether the case is operable or inoperable. 1f operable,
the tumour, with the necessary portion of bowel and surrounding
structures, should be wt once removed; while, if the disease is
inoperable, the pregnancy should be allowed to continue up to or
as near term as possible. As far as 1 can find, Kjelberg's® first case
is the only one in which the tumour was removed without disturbing
the pregnancy, which had reached the fourth month. Spontaneous
labour oceurred at term. The modern surgical attitude towards car-
cinoma affecting the uterus is to remove, not only the uterus, but
also the cellular tissue around the uterus. Is it therefore sound
surgically to simply remove the rectal growth, and allow the pregnant
uterus to remain ?

It is just possible that, owing to the presence of the enlarged
uterus, there may be difliculty sometimes in deciding whether or not
the tumour can be removed. If that should happen, the patient
must have the benefit of the doubt. If need be, the abdomen must
be opened and the uterus turned out. The condition of the rectal
growth should then be examined, and, if operable, the pelvie contents
removed  Should, however, the malignant disease be considered
llln’w)':tl»lv, the |

gnant uterus is replaced in the abdomen and the
pregnancy allowed to continue. T was compelled to adopt this pro-
cedure in the case which | have already referred to.

Some may think that allowing the pregnancy to continue in
inoperable cases is inhuman, and so should 1 if the woman's suffer-
ings were great. In these cases, provided opium loses its effects,
the patients’ sufferings will usually be sufficiently relieved by per-
forming an inguinal colotomy, as Dunean did in his case. The atti-
tude assumed by this operator appears to me to be beyond doubt most
sound.

In cases of rectal carcinoma recognized during labour Casarean
gection is a much sounder treatment than pulling the child past the

' Ref. Zent. f. Gy, 1903, p. 1076,
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growth. The dragging of the child past the growth has proved
disastrous upon several oceasions, as, for example, in the cases
recorded by Herman! and Cruveilhier.” Quite a number of successful
(‘wsarean sections have been performed, as, for example, in my own
case. Fven in Duncan's case, where an inguinal colotomy had been
performed previously, Civsarean section was most satisfactory, as the
child and mother were both saved. The tumour, if operable, may be
dealt with at the same time as the child is delivered ; but it is better
practice to allow the woman to recover from the confinement, and to
deal with the reet'.m a week or two later.

! Lond. Obst. Trans,, vol. xx., p. 191,
? Ref. Hollander, op. cif,




CHAPTER X\VIII

DYSTOCIA THE RESULT OF ABNORMALITIES AFFECTING THE
PARTURIENT CANAL-—Continued

Suppurative Conditions in Pelvis and Abdomen.

Svererarive conditions connected with the reproductive and other
pelvic organs complicating labour are more frequent than is generally
supposed. In recent years, in the Glasgow Maternity Hospital and in
private practice, I have had several cases under my care.

Vulva.—Of abscesses about the vulva, those connected with the
glands of Bartholin are the most commo I have seen three cases,
one of which died of acute septiciemi The other two recovered,
probably because the whole tissue, including the gland and surround-
ing parts, was removed and the vulva very thoroughly cleansed.
These abscesses sometimes contain very virulent pus, although not
infrequently the infecting organism is the gonococeus.

Pelvic Cellular Tissue.—Some little time ago 1 performed a
Ciesarean section in a nursing home upon a woman at the end of her
second pregnancy, who had had a very difficult craniotomy at her
previous confinement owing to the smallness of her pelvis. There
was a sinus discharging in the groin, connected, as was afterwards
discovered, with the spinal column. The parts about the thighs and
vulva were most thoroughly cleansed and isolated from the abdomen
by means of wet dressings and bandages. The operation was per-
formed at term and before labour had started. The whole uterus was
removed. The womun made a most satisfactory recovery, but from
the seventh to the seventeenth day there was slight febrile disturb-
ance, Jardine has recorded two cases of retroperitoneal abse

83, one

behind the kidney and the other hehind the ciecum.  In one of the

cages rupture occurred into the peritoneal cavity, and in both the

women died. Freund! records a case where at the sixth parturition,

which occurred prematurely, a parametric exudation, which had

developed after the previous labour, burst, and was followed by
! Ref. Wertheim, Winckel’s * Handbuch der Geburtshiilfe ) Bd. ii., Teil i,, p. 101.
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the woman's death. Several interesting cases are referred to by
Wertheim.!

Tubes and Ovaries.—But more frequent than the conditions
described are those in which the suppurative process has been
connected with the ovaries and tubes. Quite a large number of such
cases are on record. Personally, I have experience of two—one in
which the diagnosis was confirmed at the post-mortem examination ;
the other in which, unfortunately, there was no examination after
death. The histories of both cases were very similar. The case
in which the diagnosis was confirmed was a multipara whom I saw in
consultation with Dr. Gardner Neill. The history was as follows :
Seven days before she had been delivered without any difficulty of
a living child. For three days she remained well, but early on
the fourth the temperature rose and the pulse became more rapid.
Abdominal pain also developed. When I saw her three days later
she was extremely ill, with very rapid, irregular and feeble pulse, and
great abdominal distension. She was evidently dying, and too feeble
for operation. A few hours after I saw her she died. At the post-
mortem examination there was general peritonitis, which had evidently
arisen from an abscess connected with the tube. In Jardine’s? case the
temperature and pulse were also normal until the third day. The late
Milne Murray® described an interesting case in which he saved the
patient by laparotomy.

The pus which escapes into the peritoneal cavity may ecome from
the fimbriated ends of the Fallopian tubes or from a rupture of the
sac.  In most cases only one tube is affected, as in Murray’s and the
one I have just described.

Short of actual rupture or leakage from the tubes, the latter may
become injured. 1 removed a single pyosalpinx some years ago in the
fourth week of the puerperium from a woman who had had great
abdominal pain since her confinement. The tube was very vascular.
She made an excellent recovery.

Early in the puerperium, when the uterus is large and soft, it is
not easy to palpate the tubes, and once or twice I have been on the
point of opening the abdomen, when the pain and fever have subsided
with regular intra-uterine douching. Sudden and severe abdominal
pain, with steady development of symptoms of general peritonitis, must
immediately be dealt with by abdominal section. After removal of
the sac, the question of vaginal drainage will arise. While I am quite
in favour of such drainage under ordinary circumstances in general

! Winckel's * Handbueh,” Bd. ii., Teil i., p. 490,
2 ¢ Clinical Obstetries,” 3rd edition, 1910, p. 515.
3 Edin, Obst, Trans., vol, xxv., 1899-1900, p. 38,
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septic pelvie peritonitis, it appears to me a mistake in cases early in
the puerperium, for the discharge in the vagina may readily infect the
uterus.  Ordinary drainage through the abdominal wound 1 am
very sceptical about, although some still look npon it with favour.
If it is decided to drain, I prefer to make a counter-opening in
the loin.

\nother condition, and one which closely simulates pyosalpins,
is appendicitis. In the cases of this condition which T have seen,
I have nearly always obtained a history of previous attacks.

Appendicitis in connexion with pregnancy is a subject which has
aroused great interest amongst obstetricians and surgeons in recent
years, and this is not to be wondered at considering how common the
condition is. Cuthbert Lockyer referred to the subject in the dis-
cussion on ‘ The Appendix and Pelvie Inflammation,” which took place
at the annual meeting of the British Medical Association in Toronto,’
and emphasized very strongly the dangers of the condition and the
advisability of operating early.

Recent contributions to the subjeet, such as Fiith's,® show that it is
a condition of very great gravity, and that unfortunately it is often
overlooked, the pain complained of being attributed to the enlarging
uterus. A most useful paper is one by Myer,” who considers 143
collected eases.  He comes to very much the same conclusions as
other writers, and he gives interesting statistics. It seems to be
generally admitted that. although pregnancy does not predispose to a
primary attack of appendicitis, if the woman is subject to appendi-
citis she is more liable to have recurrences during pregnancy.
There is also greater risk of abscess formation. In all probability
this is largely due to the obstinate constipation of pregnancy and the
disturbance produced by the large uterus. In the cases in which there
is no abscess formation, pregnancy is rarely disturbed by the removal
of the appendix. In the suppurative cases, however, abortion or
premature labour frequently follows, and the pregnant woman is then
in special danger of septicemia. In a case operated upon lately,
although the patient was very ill indeed, she recovered and the
pregnancy continued undisturbed.

As can be readily understood, the diagnosis may be very difficult
indeed. Suppose the woman complains of a little pain in the right
iline fossa, how readily one may attribute it to the disturbing effect of
the growing uterus, or even to a threatening abortion. Theoretically,
the condition of the pulse and temperature should guide one, but 1

Y Brit. Med, Journ., 1906, vol. ii., p. 1709,
Lechiv f. Gyn., Bd. Ixxvi., Heft 8, p. 507.
3 Amer, Journ, of Obst,, vol, liii., p. 358
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need hardly remark that frequently in the very worst cases, where
there is an extensive collection of pus, these ave only slightly disturbed.
Rigidity, such a valuable sign, is often not available in the later
months of pregnancy, owing to the presence of the distended uterus.
The history of previous attacks, and the fact of the pain being
localized and the part being tender to pressure, and, above ail, the
appearance of the woman and the blood-count, must be one's guides
when there is little disturbance of pulse or temperature.

Many conditions may simulate, or be simulated by, appendicitis—
viz.,, ovarian tumour with twisted pedicle, painful myoma upon
the left lateral wall of the uterus, extra-uterine pregnancy. But,
after all, mistakes regarding this condition are not so serious, for
operation is generally necessary in all of them.

[ have had once or twice under my care patients who complained
of severe uterine puin, but in whom I could discover absolutely nothing
abnormal.  The pain in most of these cases was diffuse. As the
women were multipare, I looked upon the condition as being the
result of chronie metritis. Should it happen that the pain is localized,
as in one of my cases, the diagnosis is extremely difficult. Fortunately,
in my case the pain was left-sided.

During labour a chronic appendicitis may be lit up, or an old
abscess burst, and a free escape of pus occur into the general peri-
toneal cavity. In such cases the severe and acute pain persisting
even during the intervals between the uterine contractions would
arouse suspicion. In extreme cases the condition might simulate
rupture of the uterns. Zalachos! records two cases where the two
conditions coexisted.

But in all probability the greatest diagnostic difficulties occur in
the puerperium, for then any pain, tenderness, and rise in pulse and
temperature are naturally put down to septic infection of the uterus.
When, however, the labour has not been severe, and there has heen
no reason for sepsis occurring, and especially when the uterus is well
retracted and the os firm and closed, then in all right-sided iliac pain
one should think of appendicitis. I am convinced that the abdomen
should always be opened if one is suspicious of appendicitis or
salpingitis.

All of us who have had much experience of appendicitis compli-
cating pregnancy, labour, or the puerperium are agreed that the same
surgical principles should guide one in treating a ease of appendicitis
in the pregnant as in the non-pregnant.

The appendicitis should be treated and the uterus left severely

! Epitome, Brit. Med. Journ., November 11, 1905,
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alone. If abortion or labour follows, the delivery must, of course, be
completed, every possible care being taken to prevent infection of the
uterus, for cases of this nature are the most serious.

The condition of the parturient after delivery must be carefully
watched, and the abdomen opened if it is deemed necessary. Should
the latter become imperative, an attempt must be made to shut off the
vagina and vulva as far as possible from the field of the abdominal
operation by carefully packing the vagina. After the abdominal
operation is completed, the vaginal packing should be removed.
Should it be necessary to drain the abdominal cavity, it should be
done through a counter-opening in the loin.

All cases occurring in the puerperium must be promptly dealt
with, and if there is any suspicion of abscess formation the abdomen
must be immediately opened.

The recent results in the cases associated with an extensive pus
formation have, as I have already said, been very satisfactory. FKven
some of the cases where general peritonitis has been present have
resulted in recovery.

The great difficulty in dealing with these cases is in establishing
proper drainage, for the gravid uterus makes it extremely difficult to |
reach the pouch of Douglas where the pus generally tends to collect.

My own procedure is to open the abdomen in the middle line, and
make a counter-opening in the loin, and then insert two wide rubber
drainage tubes and bring the ends out through the lumbar wound.
The abdomen is then closed, and the whole operation only lasts a
few minutes. In such cases it is of supreme importance to complete

the operation in the shortest possible time.

=




CHAPTER XIX

DYSTOCIA THE RESULT OF ABNORMALITIES AFFECTING THE
PARTURIENT CANAL—Continued

Alterations in the Axis of the Canal—Displacements Back vard,
Forward, and Downward — Displacements the Resuit of
Vaginal and Abdominal Fixation of the Uterus.

Uxper this heading of alterations in the axis of the parturient canal,
several very interesting conditions call for consideration. The one
which naturally occurs to one's mind, and which we shall first discuss,
is backward displacement of the gravid uterus. In addition to that,
however, there is the forward displacement associated with a pendulous
abdomen, and the alterations in the uterine axis which result from
ventral and vaginal fixation.

It is unnecessary, I think, to consider here the lateral deviations
of the uterus so constantly present during pregnancy, and so generally
directed to the right, for, beyond the fact that they favour occasionally
malpositions and malpresentation, they disturb but little either preg-
nancy or parturition. The late Milne Murray made an interesting
contribution to this subject some years ago.!

Backward Displacement of the Gravid Uterus.

Of all the displacements of the gravid uterus this one is, without
doubt, the most interesting. It is also the one most frequently
encountered. Kvery obstetrician has met with it many times, and
I doubt if there is any general practitioner of experience who has
not had experience of it. The subject, therefore, is of very great
importance to all who practise obstetrics. Of special interest is it to
us in this country, for to William Hunter belongs the honour of
having been the first to consider exhaustively the complication.
Others before him, Gregoire in France and Kilmann in Germany,
for example, knew of the condition and incidentally referred to it, but

! Edin. Obst. Trans., vol. xxii., p. 39.
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all are agreed that IHunter was the first to consider it in detail.
The students of Glasgow University should take particular pride
and interest in the matter, for the specimen-—the uterus was removed
post mortem—upon which Hunter lectured on October 21, 1754, is
still to be seen in all its beauty in the IHunterian Museum of our
University. Hera is a drawing of the specimen (Fig. 127). Hunter
seems to have taken peculiar pride in the specimen, for it is seen

Fira. 127, Drawing of Specimen 48,158, Hunterian Museum, Glasgow University.

The specimen was obtained from the case of retroversion of the gravid uterus which
formed the text of Hunter's historie lecture on the subjeet,

resting upon the table in the portrait of him by Sir Joshua Reynolds.
The history of the specimen appears to be of such interest as to
warrant me inserting it here, especially as one can give it in Hunter's?
own words :

‘A young woman, about four months advanced in her first pregnancy,
after a fright was taken ill; and could not without great difficulty go to

! *Medical Observations and Inquiries by a Society of Physicians in London,’
2nd edition, vol. x., p. 401
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stool or make water. Her complaint grew worae daily, till on Saturday,
October 12, both these evacuations were entively suppressed. The sup
pression of urine continued, without any relief heing given, till Thursday,
the 17th, when Mr. Walter Wall, surgeon, was called to her assistance.  He
drew off by the catheter about 7 or 8 quarts of urine.  He then attempted
to throw up a clyster ; hut very little passed up, and it had no manner of
effect.  In the afternoon about 3 quarts of water tinged with blood were
drawn off by the catheter.

“In order to discover the canse of these symptoms, Mr, Wall introduced a
finger into the vaginu, which could not pass up on aceount of a large tumour
that lay behind the vagina and pressed it close to the inside of the ossa
pubis.  As there was not room to pass the finger, he conld neither reach the
extremity of the vagina, nor conld he discover anything like the os uteri.

¢ After this he examined the rectum, and found that the same tumour,
which lay above and hefore the gut, pressed it so strongly against the gut
inside of the os coceygis, ete., that the finger conld only be passed a very
little way.

“These circumstances made Mr. Wall recollect a case of retroverted
uterus which M. Gregoire had given in his lectures at Paris. He then
concluded that this was a case of the same nature, and attempted to reduce
the uteras by lying the patient on her back, and hy assisting with one
finger in the vagina and another in the rectum, as M. Gregoire had directed,
but without any suceess. The poor woman continning in great pain,
| Mr. Wall came to me on Saturday, the 19th, gave me an account of what

had passed, and desired me to visit her with him. We fonund her exceedingly
! weak, and suffering great pain.  She was lying upon her back. I passed my
| finger hetween the tumour and the inside of the os pubis, a little to one side
of the urethra, upon which a considerable quantity of urine was discharged,
as my finger removed the pressure upon the urethra.  We then proposed a
second attempt to reduce the uterus to its natural situation, for which
purpose we placed her upon her knees and elbows, with her head and
shoulders as low as possible. Then I introduced one hand into the vagina
and two fingers of the other hand into the anus, and endeavoured to replace
the uterus by pushing it up with the two fingers, and at the same time by
trying to draw down the upper purt of the vagina, which was considerably
[} retracted from its natural situation. But these attempts were all in vain;
she became weaker every hour, and died on the Monday following,

‘On Wednesday we were allowed to open the hody. Upon eutting into
the abdomen we found the bladder amazingly distended with urine, and
filling up almost the whole anterior region of the abdomen, like the uterus in
the last months of pregnancy.

“When urine was discharged by opening the bladder, we observed that
the lower part of the bladder, which is united with the vagina and cervix
uteri, and into which the ureters are inserted, was raised up as far as the
brim of the pelvis by a large round tumour (viz., the uterus), which entirely
filled up the whole cavity of the pelvis. We then passed a catheter up the
vagina, and observed that it raised up the bladder at the top of the tumour
a demonstration that the upper end of the vagina, and consequently the os

 W——
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uteri, was situated there; and upon making a erneial ineision through the
bladder and vagina at that place, we found that it actually was so. The os
uteri made the summit of the tumour upon which the bladder rested, and
the fundus uteri was turned down towards the os coceygis and anus.  The
uterus in that retroverted state was grown so large, and thence so wedged
in the pelvis, that we could not take it out until we had cut throngh the
symphysis of the ossa pubis, and torn these bones considerably asunder to
enlarge the space within the hones of the pelvis.’

After Hunter's communication the subject seems to have given
rise to a great deal of interest, for one finds in the ‘Medical
Observations and Inquiries,” vol. v., no fewer than four different
communications. In addition, there seem to have been discussions
regarding it, for Hunter speaks of ‘the very existence of such a
disease having been contradicted, till of late, at least, in a neighbouring
enlightened eountry.’

Varieties of Backward Displacement of the Gravid Uterus.
In backward displacement of the uterus in the non-pregnant it is
customary to distinguish two varieties—viz., retroversion and retro-
flexion ; for, although the two have mueh in ecommon, each has a
significance peculiarly its own. If this distinetion is admitted to
be useful and desirable in the non-pregnant, should it not also be
adopted in the gravid ?

In writing on this subject, Leishman' remarks : ‘As the clinical
history of the two classes of cases is essentially different, it is necessary
that a clear distinction be drawn between them.” Such was the attitude
of all writers in the middle of the last century, as may be seen from
the descriptions by Burns, Righy, and others, Towards the end of
the century, however, less importance was attached to the matter,
and the two terms were employed indiseriminately. In our country
retroversion was, and still is, the term most favoured —in all probability
because it was the one employed by Hunter. The same also applies
to France. In Germany, on the other hand, retroflexion is the one
in more general use. More recently, however, in such important
monographs as those of Dihrssen® and Chrobak,® the essential
differences between the clinical features of the two displacements
have been again emphasized.

Not content with the broad distinction between the two groups
mentioned, some writers have subdivided retroversion into three
different degrees—it is impossible to do this with retroflexion. This
subdivision of retroversion goes back to Hunter's time, for in his last

!+ System of Midwifery,” 2nd edition, p. 280.
* Archiv f. Gyn., Bd. lvii., 1899,
3 Samml. Klin. Vortrige, No. 877, 1904.




BACKWARD DISPLACEMENT OF THE GRAVID UTERUS 273

paper on the subject, published in 1776 under the title ‘ Summary
Remarks on the Retroverted Uterus,’ he says: * In this distressing state
the uterus may be (1) fully retroverted, (2) half retroverted, (3) so far
in its natural state that the body of the uterus shall be downwards.’
One sees from this division how ecarefully Hunter had been
observing the cases that had come under his notice; indeed, so
accurate is his classification that it practically is the same as the
one given in the monographs already mentioned. Hunter, however,

Fia, 128, —Saceulation and Partial Retroversion of the Gravid Uterus
(Dr. W, L. Reid.)

did not recognize a retroflexion, although Lynn suggested the term in
the case he reported.

While agreeing in the main with the contention of Duhrssen and
Chrobak, that the two varieties are distinet, 1 am inclined to side with
Wertheim,! who thinks the distinetion more of theoretical interest
than of practical importance. It is perfectly true that with extreme
retroversion symptoms appear later, and the replacement of the
uterus is more difficult to effect than when the organ is retrotlexed
or only half retroverted. The essential features of the two conditions
are the same, however.

! Winckel's * Handbuch,’ Bd, ii,, Teil i,, p. 419,
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But there is yet another variety, and in some respects it is the
most interesting, where a portion of the uterus remains imprisoned
in the pelvis, while the anterior and upper part of the wall, as the
organ enlarges, extends into the abdomen. It has been variously
deseribed as ‘ partial, “incomplete,” and ‘spurious’ retroflexion. In
recent years, however, another term for the condition has come to
be employed—viz., ‘sacculation’ of the uterus. The historical
example of the variety, and the one generally quoted, is Oldham'’s,
although the condition was known long hefore Oldham described his
case. The illustration (Fig. 128) given here is from a case described
by Dr. W. L. Reid,! of Glasgow.

Features and Progress of the Condition.— As has heen already
indicated, the condition is found almost without exception in women
who have suffered from a backward displacement. Tt is stated to have
followed once or twice some fall or jerk when the bladder was over-
distended, but if such cases have oceurred, they are very exceptional,
as the overdistension of the bladder is the result, not the cause, of the
complication. Very occasionally old adhesions, tumours, deformities
of the pelvis, especially undue projection of the promontory, have
been found.  These conditions will be referred to later.

At first the condition gives rise to little discomfort. As a rule the
third month has almost been completed, and the uterus has become
slightly incarcerated, before any symptoms present themselves. 'I'his
statement, however, must be qualified, for occasionally reflex dis-
turbances, such as hyperemesis, are more marked, and are immediately
relieved if the displacement is recognized and corrected.

It is the bladder which suffers in retrodisplacement of the uterns
during pregnaney, for, beyond emptying itself, the uterus escapes as
a rule. The first evidence of the displacement is in most cases a
difficulty in urination, and, indeed, so characteristic of the condition
is this symptom that dysuria in the early months of a pregnancy
should always arouse in one's mind the suspicion of backward dis-
placement.

The time of its onset is, as a rule, the twelfth to the fourteenth
week, but the size of the uterus, and especially the variety of dis-
placement, indluences this not a little.  With retroversion of the
second degree and retroflexion, difficulties in urination appear earlier
than with extreme retroversion. In these latter cases the fourteenth
or fifteenth week, or even later, may be reached before symptoms
manifest themselves. The difficulty in urination, at first slight,
gradually increases, although it must not be forgotten that occa-
sionally it may come on quite suddenly, and so simulate retention,

! Edin. Obst. Trans., vol, v., 1879,
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the result of an acute displacement. Finally, complete retention of
urine oceurs, or sometimes an incontinence, due to an overflow; and
this has frequently led a casual observer to overlook the real nature of
the condition.

Mechanical pressure upon the neck of the bladder by the displaced
cervix is generally given as the reason for the retention, although, at
first, the latter probably results from wdema of the bladder wall,
produced by the cervix pressing upon the veins and retarding the
circulation about the neck of the bladder. Reed' discusses this
matter in detail, and considers it due chiefly to pressure upon the
nerves supplying the bladder.

Several writers, including Barnes, deseribe and figure the hladder
cavity becoming divided by the cervix into two unequal parts. This,
however, as Dithrssen points out, can only oceur in cases of extreme
retroversion. I have certainly observed it in one or two cases.

As a result of the retention of urine, the bladder becomes enor-
mously distended. Its wall becomes also mueh thickened : in one
case, at which I assisted Professor Murdoch Cameron, the wall was
as thick as that of the gravid uterus. In part this increase in
thickness is a true hypertrophy, but to a considerable extent, owing
to pressure upon the veins about the neck of the bladder, the wall of
the latter becomes (:dematous and more or less extensively necrosed.
Portions of mucous membrane, sometimes the whole mucous mem-
brane, and occasionally, in exceptional cases, even the muscular and
peritoneal coats of the bladder, become separated and expelled per
urcthram. The eases of this nature in which practically the whole
bladder wall is shed are of extreme interest. In the Fnglish language
Haultain's paper is very complete up to 1890.°  Since then, Duhrssen,
Chrobak, and others, have referred to a number of cases. One can
understand how the mucous membrane may be shed, and even how
a layer of the muscular tissue may come away, but how the whole
muscular and even the greater part of the peritoneal coat may hecome
detached is more difficult of comprehension. Such on occurrence,
however, is now admitted by everyone. In the cases which recover, a
new receptacle for urine forms.

With the injuries to the bladder mentioned, conditions are most
favourable for the invasion of septic organisms, with the result that
all degrees of local inflammation follow, and neighbouring structures
and organs become matted together. Although this, to a great extent,
forms a protection against a general peritoneal infection, it may very
decidedly prevent reduction of the uterus. At any time these pro-

v Amer. Journ. of Obst., 1904, vol. xlix., p. 135,
* Edin, Med. Journ., June, 1890,
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tecting adhesions may give way owing to the growth of the ovum or
as a result of artificial attempts at reduction. A general peritonitis
naturally follows.

Rupture of the bladder, which may oceur spontaneously or may
follow manual attempts at rectification, is the most serious of all

‘ Fre 120, Fatal Septic Cystitis, with Rupture of the Bladder, following Retroversion

| of the Gravid Uterus,  (Lloyd Roberts,
accidents, and is invariably fatal.  Lloyd Roberts! has recorded
a case, the illustration of which he has kindly allowed me to
introduce here (Fig. 129).  Gottschalk, in his collected series of

U Journ. Obst. and Gyn, Brit. Empire, vol. x., July, 1906, p. 51.
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seventy cases, found it occurred eleven times, while Berge,' in his
collection of ninety fatal cases of incarceration of the gravid uterus,
fourd that the cause of death proceeded from the bladder in
80 per cent. Personally, I have had one case of rupture of
the bladder.

Following the overdistension of the bladder, the necrosis of its
walls, and the infection of its contents, distension and infection of the
ureters and kidneys—pyonephrosis and pyelitis—may supervene.

Very much less severe than the urinary complications described
are disturbances of the bowels. Constipation is often very persistent,
and Dienst * quite recently deseribed a ease of obstruction of the howel,
but, as far as I can gather, there is only one fatal case on record, that
by Treub, where, at the post-mortem examination, the compressed
colon was found gangrenous.

A still rarer complication is where the distended uterus has been
pushed down between the vagina and rectum, and finally protrudes
through one or other of these canals. The most striking example
of this kind, where the fundus bulged into the vagina, is recorded by
Grenser and Halbertsma and quoted by Barnes.® They record one in
which the uterus cansed the rectal wall to bulge throngh the anus.
The uterus itself, however, did not bulge through the anus, as some
writers have stated.

A very rare occurrence is rupture of the uterus; Maiss' has
deseribed such a case.

As the disease advances and remains untreated, a variety of
symptoms appear, such as rapid pulse, febrile temperature, furred
tongue, and, shortly before death, great restlessness and delirium.
These, however, are for the most part the results of septic in-
fection.

So far as we have considered the complication, its progress has
been from bad to worse. But while such is the course run by many of
the cases which come under observation, there is a very large number
in which the displaced organ spontaneonsly rights itself, and an
equally large number, probably, in which abortion occurs. The relative
frequency of these two occurrences is difficult to estimate, but con-
sidering how common backward displacement of the uterus is, and
how frequently such a displacement is discovered when dealing with
cases of abortion, one is justified in the conclusion that each of
the terminations, spontaneous rectification and abortion, frequently

' Monat. f. Geb, u. Gyn., 1901, vol, xiii., p. 812,
¥ Deut. Med. Woch., April 20, 1905,

4+ Obstetrie Operations,’ p. 222

Y Archiv f. Gyn., Bi. Wviii., p. 125,
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happen. A most interesting paper by Herman' deals with this
subject. Taking his own cases in the London Hospital from 1885 to
1903 inclusive, and those of Champneys for St. Bartholomew’s Hospital
from I881 to 1892, there were 115 cases treated, and in these only
5 aborted, or 1 in 23. In this paper Herman quotes Charles’ results

1 in 8, and Busch's—1 in 17.  Without doubt, when the pregnancy
has advanced to the stage of causing symptoms of incarceration,
abortion is not nearly so frequent.  Amongst recent writers who make
a distinetion between retroversion and retroflexion it is generally
agreed that with both abortion is liable to oceur, and with both, except
in the case of extreme retroversion, spontaneous rectification occurs
infinitely more frequently than incarceration.

The generally accepted explanation of spontaneous rectification,
which, by the way, rarely occurs after any manifestation of inearcera-
tion, is that the uterus, as it distends, drags the retroflexed part out of
the pelvis. Under strong uterine contractions this may occur suddenly,
hut in many cases it is a gradual process. Contractions of the round
liganment are not generally accepted as having much to do with spon-
taneous rectilication.

But there is the third group, in which a portion of the uterus is
left behind in the pelvis. 'This is now referred to as partial retro-
flexion or saceulation of the gravid uterus. It is quite possible in
certain cases, where, for exammple, a tumour of the uterus or the ovary
exists, that the retrodisplacement is really secondary, the tumour
preventing the uterus from extending upwards in the abdomen, but in
other cases it is certainly the result of adhesions. I once saw a case
where a myoma of the uterus prevented the fundus from rising and
caused sacculation, while a few years ago a case was sent to me where
a broad-ligament cyst had a similar effect. Croom,® Diithrssen,” and
others, have recorded similar cases. examples of saceulation, the
result of a portion of the gravid uterns remaining behind, mention
may be made of the cases described by Oldham,* Merriman,” Barnes,"
Hicks, Reid,” and Diihrssen.®

A case of very great interest is one recorded by Macleod,” where
pregnancy went on to term and the child was delivered hy Cwesarean
section. When the abdomen was opened, a small fibroid was dis-
covered in the anterior uterine wall, and the fundus could not be
raised beeause of the adhesions to the neighbouring structures.

3

U Brit. Med, Journ., 1904, vol. i., p. 877

¢ “Clinical Papers,’ 1901, p. 203 3 Op. cit., p. T0.
¢ Lond. Obst. Trans,, vol. i,, p. 817

" * A Synopsis of the Various Kinds of Diflicult Parturitions,”

Op. cit,, p. 217 7 Edin. Obst, Trans., 1879, vol. v., p. 6
S Op. ity p. 70, Y Brit. Med. Journ., 1901, vol. i., p. 14
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As stated before, I do not consider that it serves any purpose to
distinguish between sacculation and partial retroflexion, particularly
as the features of both are in all essentials the same.

Although bladder troubles oceur with saceulation, they arve seldom
so extreme, and there is never the extensive destruction of the bladder
walls which is so common an occurrence in the ordinary varieties of
displacement.  Abortion is common, but in not a few pregnancy has
continued to term.

Diagnosis. -The diagnosis of retrodisplacement of the gravid
uterus is not, as a rule, diflicalt. Prior to incarceration there are
generally no symptoms whatever, although on passing the examining
finger into the vagina a large swelling is felt, and the vaginal eanal
is found to run directly upwards behind the symphysis. High uap,
sometimes higher than the finger can reach, is the cerv A bimanual
examination reveals the absence of the uterine body in front, and its
presence in Douglas’ pouch behind.  Suppression of menstruation,
alteration in the breasts, ete., and enlargement of the uterus, decide
one in favour of pregnancy, in addition to a backward displacement.
It is unnecessary to explain that tumours of the ovary, myomata,
and hematocele may simulate or be simulated by a retrodisplaced
uterus, and that each of these conditions, especially if there is a
coexisting pregnancy, is only to be determined by a careful considera-
tion of the case in all its aspects, and, above all, by a most careful
bimanual examination.

Later, when symptoms of incarceration exist, and especially if
they have existed for some time, and the bladder wall has become
much thickened, exact palpation of the lower abdominal and pelvic
contents becomes most difficult. All are familiar with the error of
mistaking a distended bladder for a tumour, and the simple means of
preventing such an occurrence—viz., emptying the bladder by catheter.
jut in cases in which difficulty in urination has existed for some time,
even after the bladder has been emptied and retracted, so thick are
the walls of the latter that the organ can sometimes be felt above the
symphysis, just like a uterus gravid to the third or fourth month;
thus the retracted bladder may be mistaken for the gravid uterus, and
the swelling in Douglas’ pouch—the gravid uterus—for an ovarian
or myomatous tumour. In cases of doubt the true nature of the
condition can be determined by passing a sound into the bladder and
feeling the point of the instrument through the abdominal parietes.
This procedure, however, is not without danger, for the bladder wall
may be readily perforated.

There is a feature invariably present, and one which eeldom
exists to any extent in other conditions simulating incarceration of




280 OPERATIVE MIDWIFERY

the retrodisplaced gravid uterus, and that is the great difficulty,
often the inability, to pass urine. As far as I have seen, no tumour,
be it uterine or ovarian, incarcerated in the pelvis and pressing upon
the bladder and uterus ever gives rise to such extreme and persistent
difficulty of micturition as does the incarcerated retrodisplaced uterus.
Certainly I have seen both ovarian cysts and myomata of the uterus
causing urinary trouble, once or twice to tlie extent of requiring
catheterization, but never the persistent obstruction one finds with
the complication at present under discussion.

There is one other condition which, occasionally, very closely
resembles retroversion of the gravid uterus—viz., extra-uterine preg-
nancy, especially if the sac has ruptured and there is a pelvic hemato-
cele. Curiously enough, in this condition also there is often some
difficulty in micturition, although it is never so extreme as in retro-
displacement. IHere is a case which was under my care :

Extra-Uterine Pregnancy simulating a Retroflexion of the
Gravid Uterus.

Jo C——, aged thirty, 3-para, was admitted to the Western Infirmary
on March 11, 1898, while T wa

The patient complained of pain in the right side and diffienlty of

sistant gynweologist.

micturition and deficcation of four weeks' duration.  She had had two
children, the last eight years before,  Menstruation had always been regular
since the age of fifteen.  Her last period was on November 12, About four
weeks prior to admission she began to have pain in the lower part of her
abdomen. A week later she took to hed, where she remained until trans-
ferred to hospital. ~ While confined to bed, she had considerable diffienlty in
passing urine and very obstinate constipation.

On bimanual examination, the cervix was found pressed against the
symphysis pubis and higher than normal.  This was caused by a large
tumour filling up the pouch of Douglas and extending slightly above the
brim.  There seemed to he a certain amount of mobility in the tumour. On
careful palpation, the anterior wall of the uterus seemed to be continuous
with the upper part of the tumour, and the posterior lip of the cervix with
the lowermost part.

I had no hesitation in making the diagnosis of retroflexion of a gravid
uterus, a diagnosis that the patient’s medical attendant had made before
sending her to hospital.  Attempts at replacement under chloroform were
made, but although the tumonr conld be raised, it was impossible to get it
completely above the promontory of the sacrum.

For some days after these manipulations there was bleeding and pain in
the lower part of the abdomen, These symptoms, however, disappeared
with rest and morphia suppositories. Ten days later she was again carefully
examined under chloroforn:, when I hegan to be doubtful about the correct-
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ness of the diagnosis. The condition of the parts was exactly the same as
on her admission,

On the day following the second examination, Professor M. Cameron
having returned, we saw the case together, and he quite agreed that it had
all the appearances of retroflexion of the gravid uterus. As, however, the
patient’s condition was not satisfactory, he advised passing the sound, which
was done. It passed into the uterus about 3 inches in the normal dircction.
The case was therefore cleared up. The following day the abdomen was
opened, and a large sac of an extranterine pregnancy moulded to the
posterior wall of the uterns removed. It was adherent to the surrounding
parts, and was sitnated exactly in the middle line deep in the pouch of
Douglas.  The pregnancy had advanced to almost the fourth month, to judge
by the fortus contained in the sac.

Muany examples of this mistake have been deseribed. Most of the
text-books on midwifery mention it, and not a few monographs and
communications to various societies exist on the subject. For
example, Giles' records two cases, while Darbour® has made two
communications on the subject. The more recent monographs of
Diihrssen, Chrobak, and Wertheim, all refer to it in some detail.

As illustrating the danger of a mistaken diagnosis, mention may
be made of the case reported by Van der Haeven." The woman was
a primipara three months pregnant, where a diagnosis of retroversion
of the gravid uterus was made. After the tumour in Douglas’ pouch
was apparently replaced, profound collapse eame on and a retro-uterine
hiematocele formed, evidently from rapture of a gravid tube. An
error of the opposite nature is a case recorded by Asterblum,' where
the pouch of Douglas, and then the retroflexed uterus gravid to four
months, were opened, in the belief that the condition was a hwma-
tocele. Death followed from sepsis. When the abdomen was
examined post mortem, an inflammatory exudation covered the retro-
flexed uterus.

Undoubtedly, the diagnosis between the two conditions is often
difficult. Indeed, judging by the reported cases, the symptoms may
be almost exactly similar. The fact, however, that with extra-uterine
pregnancy one usually gets a history of attacks of pain and of
irregular discharges of blood, that the retention of urine is seldom
o complete, that the contour of the sac is less uniformly smooth, and
that the cervix is seldom so much displaced upwards, will usually
clear up the diagnosis.

Barnes® lays special stress on the position of the cervix. He says:

! Lond. Obst. Trans., vol. xxxix. 2 Trans. Edin. Obst. Soe., vol. xix., p. 156,
3 Epitome No. 818, Brit. Med. Journ, 1898, vol. i.
4 Zent., f. Gyn., 1905, p. 154, 5 Op. cit., p. 226,
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“One general fact of great service in forming a diagnosis is this—
almost all bodies which get into Dougles’ pouch come from above,
and so push the uterus, not only forwards, but at the same time
downwards, thus bringing the os uteri within easy reach and pointing
downwards.  On the other hand, retroversion of the uterus lifts the
os upwards and tends to throw it forwards.” Theoretically that may
be correct, but in practice it is not always so, as witness Barbour's
case, where the cervix was ‘ above reach,” and the case I have reported,
where it was distinetly higher than usual. The irregular discharges
of blood, so helpful in the differential diagnosis, as pointed out by
Barbour, are not always present, as in my case they occurred only
after manipulative attempts at replacement. On the other hand, in
retroflexion they may occur if abortion threatens, as was illustrated
by a ease recently under my care.

In the case of partial retroflexion or sacenlation, the diagnosis is
often extremely difticult, and the records of ahmost all the cases already
referred to show this. Indeed, in a number the true state of matters
was only appreciated when the finger was introduced into the uterus.
Besides, in many cases a tumour was also present.  What adds to the
diffienlty is the fact that the sacculation is often wdematous, and so
simulates a tumour of ovary or uterus. Undoubtedly, in some few
cases the fietal head has been felt through the thinned-out wall,
but this was not so in Reid's ease (Fig. 128), for the placenta was
implanted in the sacculation.

Advanced extra-uterine pregnaney is stated to simulate the con-
dition of sacculation, although in neither of the two cases of the
condition which I have seen was there any very marked projection
of the tumour into the pelvis. There are, of course, exceptions, as
in Phillips'! case, but in a very large number of recorded cases of
advanced ectopic pregnancy which I have consulted projection of the
sac into the pelvis has not been a feature.

It is obvious, therefore, that no rule can be laid down for guidance
in such cases. This, however, may be said, that a consideration of
the history and a careful examination, repeated if necessary, will
usually result in a correct appreviation of the nature of the condition.

Treatment.— Before discussing the treatment of cases in which
the retrodisplaced gravid uterus has become incarcerated, it is well
that we consider for & moment the means that should be adopted to
prevent the oceurrence of this complication.

As retrodisplacement of the uterus, without doubt, is occasionally
a barrier to pregnaney, there is much to be said in favour of correcting
all cases of backward displacement in the married prior to the meno-

1 Obst. Trans., 1900, vol. xlii., p. 121,
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pause, even although no symptoms are present. Whatever view one
takes as regards that matter, all are agreed that, whenever a dis-
placement is discovered during pregnancy, it should be corrected,
particularly if the case is one of extreme retroversion.

In most cases rectification is easy, and can be carried out by
pressing the fundus upwards from the vagina. In a certain number,
however—and I had one of the kind recently under my care—the
uterus cannot be replaced by such means, even although it is not
fixed by adhesions behind. Under such circumstances, the other
means at our disposal, which we shall consider later, may be tried,
or the patient may be kept in bed and spontaneous rectification
allowed to occur. If the latter course is pursued, an examination
should be made from time to time, and a little pressure exerted upon
the fundus. It must be remembered, however, that examples of
extreme retroversion are not suited for such expectant treatment.

After the uterus is replaced, a valeanite pessary of the Hodge or
Albert Smith form should be inserted into the vagina, and retained
there until about the fourteenth or fifteenth week. By that time the
uterus has become so enlarged that the pessary may be safely removed
without any risk of the uterus falling back into the hollow of the
sacrum. In the early weeks of pregnancy, while the pessary is being
worn, the patient shounld be very careful, and I always put such
patients to bed at the times which would have heen menstrual periods
had pregnancy not existed.

Whenever, upon examination, one finds a retrodisplacement pre-
senting features of incarceration, replacement naturally becomes
imperative. It must, however, be remembered, in the treatnient of
this condition, what has been frequently remarked regarding its
symptomatology, that attention to the bladder is everything. So
important is this that in the majority of cases, if the patient is put to
bed and the bladder kept empty by catheter, the malposition of the
uterus will correct itself. It is therefore my rule to keep the bladder
empty for a day or two before making any attempt at replacing the
uterus, if there has been any great urinary difficulty. Particularly
should this rule be followed if there are evidences of cystitis and
extensive necrosis of the bladder wall, for during forcible attempts at
replacement, under such circumstances, rupture of the bladder has
oceurred on several occasions.

It has occasionally happened that difficulty has been experienced
in passing the catheter, but if a gum-elastic one is used that is never
serious. There are, of course, cases where there is difficulty in
withdrawing the urine, owing to necrosed portions of bladder wall
blocking up the catheter. Such cases we shall consider immediately.
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When cystitis exists, the bladder should be regularly irrigated
with a weak saline solution. In the extremely severe cases, where
there is a large quantity of blood-clot, necrosed bladder wall, and
stinking urine, much more radical treatment becomes necessary, or
the debris cannot be washed out. The bladder must be emptied
through the dilated urethra, or if that is impossible it must be opened
into. The former proceeding is not much favoured, for under the
circumstances, a suflicient dilatation of the urethra is hardly possible.
One is left, therefore, to choose between making the opening from
above or from below. Sinelair and Pinard have recorded cases in
which the bladder was opened and washed out from below. A most
inferesting ense is recorded by Cameron,' where the bladder was
opened into from above, all blood-clot and debris cleared out, and
finally stitched, after which the uterus was replaced and the abdomen
closed. 'The patient not only recovered, but pregnancy was uninter-
rupted, and she was delivered of a living child at term.

Having attended to the bladder in the manner indicated, one is in
a position to attempt replacement of the uterus. In most of the cases
simple manual manipulations are all that is necessary. After huving
placed the patient in the knee-elbow position, or, what is equally
eflicacious, the Sims position, two fingers are passed into the vagina,
and steady pressure exerted upon the fundus.  The advantage of the
Sims position is that it does not preclude the administration of an
anwsthetie, while attempts at replacement are being made.

When pushing up the uterus in order to avoid the promontory,
pressure should be made more to one side, and preferably to the right
of the pelvis, for the fundus is most commonly directed to that side,
and there is a little more room there. It will be remembered that
Hunter recommended carrying out the manipulations per rectum.,
In recent years this has also been advocated by a few operators,
notably by Herman,* who claims that one can exert pressure higher
up.  This is certainly the case if the patient is anwsthetized,

If after several attempts suceess does not follow, one should desist
for twenty-four hours, and be satisfied with simply keeping the
bladder emptied, for upon several oceasions I have observed that the
uterus righted itself after fruitless attempts at manual replacement.
Here is an example of the first case of this nature which came under

my notice :
Y Beet. Med. Journ., October 31, 1806,
2 Ibid., 1904, vol. i., p. 877.
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Incarcerated Retroflexed Gravid Uterus which after Several
Fruitless Attempts at Replacement righted Itself.

H. H——, aged thirty one, 3-para, stated she was about four months
pregnant.  She complained of great pain in the abdomen and difficulty of
micturition, with an almost constant dribbling of urine, of about four weeks'
duration.  Her first pregnancy was normal in every respeet, but her last
terminated in a miscarriage at the third month.

On examination, the ahdomen was much distended and tender to pressure.
The bladder being emptied (60 ounces of urine were drawn off), the
distension and tenderness of the abdomen disappeared.  On bimanual
examination, the cervix was found raised and pressed against the symphysis
pubis by the very much enlarged body, situated in Douglas’ pouch. The
diagnosis of retroflexion of the gravid uterus made by her medical attendant
prior to adwmission was confirmed. Attempts were made to replace the
organ, but failed, even when she was placed in the genu-pectoral position.
I therefore advised the house surgeon to keep the bladder empty by passing
the catheter every eight hours, to sce that the howels were thoroughly
cmptied, and to prepare the patient for chloroform on the following day,
when further attempts would he made to rectify the displacement. The
woman was told to lie well round on her face, and to sometimes assume
the genu-pectoral position.  After my attempts at replacement she ex-
pressed herself as feeling much relieved, and she was able to pass urine
quite freely a few bours after.  On examination the following morning,
prior to giving her chloroform, great was my surprise to find the uterus in
normal position.  She was dismissed a few days later feeling perfectly well.

When, after repeated attempts at short intervals, manual reposition
proves unsuceessful, there are several manwuvres which should be
tried.  Amongst the simplest is pulling down the cervix with volsellum
forceps while pressure is exerted upon the fundus by the fingers
(Fig. 130). I have, however, always found, and other operators have
had a similar experience, that the cervix of the gravid uterus very
readily tears, and that one cannot, therefore, put much traction upon
it; besides, one often cannot reach the cervix. Much better is the
device of employing a colpeurynter distended with water or quicksilver,
as Albert! and Funke have advocated. The safest way of employing
the colpeurynter is to leave it distended in the vagina, and allow the
steady pressure of it to gradually push up the fundus. One can,
however—and, if I mistake not, Olshausen advocated the method—
place the colpeurynter in the vagina and distend it while the patient
is in the lithotomy position, and then allow the legs to fall down as in
the Waleher position.

Y Miineh, Med. Woch., 1903, No. 12,
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A similar device, recommended by Sinclair! and others, is the
employment of u watch-spring pessary of such a size that when intro-
duced into the vagina it maintains an oval shape, and so exerts a
steady and constant pressure upon the displaced fundus. It is quite
obvious that the colpeurynter or watch-spring pessary can only be
employed if there is room in the vagina. In Sinelair's most interesting
case this could only be attained after the bladder had been cieared

Fre. 130, Replacement of Incarcerated Retroflexed Uterus,  (After Bumm.)

of the debris it contained, and the cervix had been pulled down by
volsellum forceps.

Such are the devices to be tried for the correction of an incarcerated {
retrodisplaced gravid uterus. They almost invariably succeed, and
indeed, some operators go the length of saying that they never fail.
Such o position, however, is too extreme. It is certainly very striking
that many accoucheurs of wide experience have never encountered a

! Trans. Lond. Obst. Soc., vol. xlii., p. 838,
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case of irreducible retrodisplacement of the gravid uterus, a fact which
should always lead one to pause before pronouncing the displacement
irreducible, and to question the judgment of such an «perator as
Jacobs, who deseribed some years ago twelve cases in which he had to
perform abdominal section.

Admitting, then, that, although rare, cases are now and then
encountered in which replacement by the ordinary methods already
described is impossible, let us consider for a moment the means at
our disposal for treating such very troublesome cases.

There are two courses open to one in dealing with cases of irre-
ducible retrodisplacement of the gravid uterus: one is to empty the
uterus from below, and the other to open the abdominal cavity and
replace the uterus by pulling the fundus up while an assistant pushes
it from the vagina.

The former alternative was the only method employed until recent
years, and induetion of abortion by passing a sound or elastic bougie
was the proceeding most favoured. But in not a few cases, particu-
larly if the condition was one of retroversion, it was found impossible
to introduce the instrnment. In such cases puncture of the uterus
from the vagina or rectum was recommended, and as recently as 1886
we find Barnes writing :* “If it be found impossible to pass an instru-
ment through the os uteri, if induction be also impossible, and the
symptoms urgent, it is justifiable to puncture the uterus by the vagina
or rectum.”  Barnes preferred puncture from the rectum. He says :
‘The rectum is to be preferred, hecause puncture there is more
certain to tap the body of the uterus and to keep clear of the cervix.’
Some years later Singer® suggested ineision and emptying the uterus
from the vagina, and this proceeding was successfully carried out
only a few years ago by Wennerstrom.” Olshausen, in a case in which
the uterus was irreducible because of pelvic deformity, removed the
whole organ per raginam.

In recent years, however, the possibility of replacing the uterus
from the abdomen without sacrificing the child has become more
evident every day. Laparotomy for the condition under consideration
was suggested years ago. Burns, for example, in the tenth edition of
his text-book, published in 1863, writes (p. 298): ‘It has also been
asked whether it would not be allowable to make an incision into the
abdomen and push up the uterus. Section of the symphysis has also
been proposed.” The latter treatment—symphysiotomy—has been
suggested from time to time, and is of special interest, for it will be
remembered in Hunter's historical case that, at the post-mortem

1 Op. cit., p. 228, 2 Zent. f. Gyn., 1894, p, 175,
3 Zent, f. Gyn., 1908, p. 802.
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examination, it was only after the symphysis was divided that the
displaced uterus could be raised from the pelvis.

The successful results obtained by laparotomy have brought this
treatment more and more into favour, and many cases are now on
record. Amongst the cases are those of Cameron, already referred
to, Jacobs,! Mann,2 MacLean,® Mouchet,* and Handfield Jones.”

Fre, 181, ~Tueareeration of the Retroflexed Uterns.  (After Wertheim

In front the Bladder is being dvagged forward, thus permitting the uterus heing seen
Distinet adhesions can be seen on the posterior surfac

e of the uterus.

Jacobs operated upon as many as twelve cases, and in four of these
he found adhesions of the uterus to surrounding tissues. Handfield

Y Journ, d' Aecouchement, April, 1898 ; and Epitome, Brit. Med. Journ., June 4
1898,

3 2
: Y Annal, de Gyn, et d'Obst,, December, 1901
5 Journ. Obst. and Gyn, Brit, Empire, October, 1903,

Liner, Jouwrn. Obst., July, 1898 ¥ Ibid., August, 1898,
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Jones’ case is of special interest, for he found the andhesions so inti-
mate that owing to the patient's collapsed condition he could not
proceed to their complete separation.

In recent years Goulliond" and Maiss® considered the subject in
some detail.

Here, perhaps, it is well to mention that adhesions between fundus
and surrounding tissues may be primary and the cause of the dis-
placement, or secondary and the result of inflammation following

Fre. 182, Retroflexion of Uterus caused by Large Broad Ligament Cyst.  (Author's Case.)

The retractors are holding apart the edges of the abdominal wound while the hand is
pulling the cyst over, thus permitting the retroflexed uterus being seen.

septic infection from the bladder. In the former the adhesions will
probably be very difficult, and sometimes impossible, to break
down, as in Macleod's case, but in the latter they will readily give
way. In a few no adhesions existed. In a number where tumours
were the cause, the removal of the latter allowed of replacement.
The following case, which occurred in my practice, illustrates this
(Fig. 132) :

! Annal, de Gyn. et PObst.. 1911, p. 288,

2 Monat, f. Geb. und Gyn., 1910, Bd. xxxi., p. 778.
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Incarceration of the Retroflexed Gravid Uterus with Broad
Ligament Cyst—Laparotomy-—Removal of Cyst—Replace-
ment of Uterus--Continuance of Pregnancy.

The patient, a fairly robust multipara, aged twenty-seven, was sent to me
by Dr. Armstrong, of Kivkintilloch, She had had one child three s before.
The period prior to her present pregnancy was about December 27, 1903.
1 saw her first on April 28, 1904, when she told me that for six weeks she
had been troubled with her urine — during four with frequency of micturition,
bt during the last two with retention.  For two days Dr. Armstrong drew

off the urine with catheter.  Diagnosing the condition as an incarcerated
retroflexed gravid uterus, he sent her to me. I examined her under chloro
form with him, and agreed that such was the condition, and that the cause
was probably a tumour preventing the uterus from rising up.  On May 1,
I opened the abdomen, and removed with some difficulty a cystic tumour
about the size of a foetal head from the left broad ligament. 1 then pushed
up the uterus from the vagina. The patient made an excellent recovery,
and the pregnancy was undisturbed until seven and a half months were
reached.  The diftienlty in micturition, which disappeared after the operation,
returned slightly for a week or two before delivery.  She was delivered of
a small seven and a half months child without trouble.

It is specially pleasing and encouraging that in a large number of
cases, not only was the uterus replaced, but pregnancy continued. In
all Jucobs' eases except one pregnaney continued ; this also happened
in the cases 1ecorded by Cameron, Mouchet, Mann, Goullioud and
myself. In opecating upon such cases, steady pressure from the
vagina by an assistunt is of the greatest help, and there is no doubt
that it is an advantage to place the patient in the Trendelenburg
position.

If, in spite of such devices, I still found it impossible to raise the
uterus, I would seize the organ with volsellum forceps, and try to
get my fingers down behind the fundus, not only for the purpose of
breaking down adhesions, but to allow air to get into the pouch of
Douglas.  Should it still be impossible, I would perform Cwmsarean
section, empty the uterus, stitch it up, and lightly  ventro-fix’ the
uterus.

But a word must be said regarding those rare cases of sacculation
of the gravid uterus in which the pregnancy continues to term.
Macleod had to perform abdominal section for such a condition, and
quite recently Klein' recorded a most interesting case in which the
sacculation was caused by a myoma. The pregnancy went to term.
I'he saceulation consisted of the left corner of the uterus and contained
the child’s head. The child was dead at the time of operation, and

Y Monat. f. Geb, und Gyn., 1912, Bd. xxxv., p. 428,
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Klein performed panhysterectomy with the child in sitv. If he had
performed Cwsarean section first, and then removed the uterus or
done a myomectomy, he would almost certainly have found the
operation much easier. Naturally such a proceeding is the only
course open to one if the sacculation cannot be removed or the
child extracted. As Merriman and others have shown, however, the
uterine contractions of labour are sometimes sufficient to remove the
sacculation, and in Reid's case delivery was completed by bringing
down a leg.

Sometimes the sacculation may be removed by pulling the
vaginal portion of the uterus downwards and forwards, and push-
ing the sacculation upwards and backwards. Olshausen and Barnes
record successes after such manipulations.

If laparotomy is necessary, one should only proceed to Cwsarean
section if there are other indications for that operation, or if one
failed, as did Macleod, to pull up the sacculation. If the sacculation
can be relieved, it appears to me desirable that the child be delivered,
if possible, per vias naturales. 1f the uterus contains myomatous
tumours, or if the condition of the patient is such that a Ciesarean
section would disturb her less than a prolonged labour, then naturally
the operator would choose Cwsarean section, extract the child, and
deal with the uterus as he thought best.

One or two operators have suggested vaginal ccliotomy ; person-
ally I am opposed to it, for with a fixed retroflexion it is impossible to
tell to what extent the fundus is fixed to the bowel and other struc-
tures. Besides, replacement would only be possible if free entrance
of air into the pelvis were secured.

Forward Displacement of the Uterus during Pregnancy and
Labour.

All are aware that a feature of the early weeks of pregnancy, and
one which sometimes assists the obstetrician in coming to a diagnosis
of pregnancy in doubtful cases, is an increased degree of anteflexion.
The reason for this occurrence is the increased weight of the fundus
and the softening of the tissues at the upper part of the cervix. Asa
result of this increase of normal flexion and version, frequency of
micturition results in not a few cases ; indeed, in the early weeks of
pregnancy it is a very general complaint. There should never be,
however, any confusion of such a condition with ischuria paradoxica,
which, as we have seen, is a feature of the incarcerated retrodisplaced
uterus; for, if the story of the patient leaves any doubt, a careful
examination of the condition of the pelvic organ will clear up any
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obseurity. In addition to this ‘ irritability of the bladder,’ constipation
may be aggravated, although I have never seen it more pronounced
than one ordinarily finds it during pregnancy.

Another feature emphasized by Graily Hewitt and others is an
aggravation of the sickness of the early weeks. Without attaching
too much importance to anteflexion as a cause of hyperemesis, I must
admit that on several occasions I have seen the latter condition
associated with an undue forward displacement of the uterus. It
might only be a coincidence, but it has been too frequently remarked
by others to justify such an explanation. Besides, I have seen
the sickness relieved, and only relieved, by correcting the displace-
ment. There is no evidence that an undue forward displacement
is associated with a tendency to abortion, but pelvie uneasiness, aching
over the symphysis and down the thighs, and difficulty in locomotion,
are features that have occasionally been found associated with the
malposition.

The diagnosis of the condition of exaggerated anteflexion or
anteversion—it is unnecessary to distinguish between the two,
although they both oceur—is not difficult. On vaginal examination,
the cervix is discovered tilted back and higher in the pelvis than
usual—sometimes very markedly so—while at the same time the
fundug is unusually low. On bimanual examination, it is readily
made out that the swelling in part is the elastic antetlexed uterus.
Occasionally, I must admit, it has felt very much like a myoma in the
anterior uterine wall, but a myoma is harder.

Incarceration of the antedisplaced uterus is never of any serious
moment; indeed, it is questionable if, properly speaking, it can occur.
Should symptoms arise, and it is believed that the displacement is
the cause, occasional pushing up of the fundus, with the patient in
the dorsal decubitus and the pelvis raised, and a tampon or col-
peurynter, have proved successful.

Later in pregnancy all are familiar with the falling forwards of
the uterus in cases where the anterior abdominal wall is much
weakened, where the uterine cavity is unusually distended, and where
the vertebral column and pelvis are deformed by disease.

The cases with which we are really concerned here are those
in which the anterior abdominal wall is at fault. A pendulous
abdomen, especially amongst multiparous women of the working
class, is not uncommon. This condition allows the uterus to project
forwards and hang over the symphysis when the woman is in the
erect position. The most marked examples of the condition are
found associated with distinet separation of the recti muscles. The
worst case of the kind that has come under my care was where the
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cicatrix of an abdominal wound had given way. The displacement
was 80 extreme that the uterus hung down over the patient's thighs
when she stood up, while, on vaginal examination, the cervix conld
hardly be reached.

Rosner ' has described a case where the gravid uterus became
inearcerated in a ventral hernia. Abdominal section, and then
Ciwesarean section, were necessary. The uterus was finally removed,
because there was complete occlusion of the os externum.

Iixtreme anteflexion of the uterus, besides being a source of great
discomfort to the patient during the later weeks of pregnancy, may
he the cause of considerable trouble in parturition, Malpresentations,
especially breech and footling presentations, are very common. The
uterine axis during labour being altered, and the resistance of the
abdominal wall being lost, labour is retarded until the firm support of
a binder is supplied. It is a great mistake to employ the left lateral
position in delivering these cases, as the heavy uterus falls over and
the presenting part is prevented from engaging. This is especially the
cuse if forceps is employed. The patient should be made to assume
the dorsal decubitus throughout the labour.

The treatment of the condition is obvious—a firm abdominal belt.
T'he material to be used is of no great importance, although a broad
strip of flannel, over which is applied an elastic bandage, is probably
the hest.

It will often be found in the cases we are considering, especi-
ally amongst women of the poorer classes, that there is consider-
able irritation of the skin over the lower part of the abdomen and
pubes, owing to chafing between the two surfaces. This is a distinet
source of danger to the patient, for the irritated areas and the skin
about the pubes harbour innumerable micro-organisms. Every pre-
caution must therefore be taken to cleanse the part, and, if possible,
have the raw surfaces healed before labour comes on.

During the puerperium, anteflexion occasionally prevents the
escape of the lochia, and a condition arises sometimes termed lochio-
metra. 1 have only once or twice seen a typical example of this con-
dition.  When the anteflexion is removed and an intra-uterine
douche-tube introduced, one is surprised at the quantity of pent-up
lochia which escapes.

Prolapse of the Uterus.

Prolapse of the pregnant uterus is sometimes observed in multi-
pare who have suffered from prolapse for some time. The most

Y Zent. f. Gyn., 1904, p. 1486,
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extreme case of the kind which has come under my observation was
an elderly multipara, four months pregnant, who, after some slight
strain, had a complete procidentia of the gravid uterus, associated
with complete urinary obstruetion. On emptying the bladder, the w
uterus was easily replaced, and maintained in position with the help
of a pessary.

Slighter degrees of the displacement, where the cs uteri has
appeared or even projected beyond the vulvar orifice, I have, on a
few occasions, observed, and in these cases there was generally also
difficulty in micturition.

As far as 1 can find, there is no case on record in which pregnancy
has continued until term in a uterus completely outside the vagina,
but there are one or two recorded where a considerable portion of the
uterus, with limbs of the contained feetus, have projected beyond the
external orifice.

The older writers frequently referred to acute prolapse during ‘
labour. Mauricean and Smellie, for example, refer to such cases;
recent writers, however, rarely do so.

[ have once or twice seen the presenting head covered with the
undilated cervix just within the vulvar orifice, and during extraction
with forceps have even found the edges of the cervix appear outside.
A case such as Jentzen's,' where there projected a portion of the head
completely covered with the thinned-out cervix, is extremely rare. In
that particular case the author incised the cervix and delivered a dead
child with forceps. The patient was a primipara, and he states that |
before labour there was neither prolapse nor hypertrophy of the cervix,

Naturally, the condition that is most likely to be mistaken for
prolapse of the uterus is hypertrophy of the cervix, and, as a matter \
of fact, the two conditions often coexist. Confusion is especially
liable to arise if acute wdema of the cervix occurs. This condition,
which has been referred to recently Ly several writers, is considered [
in Chapter XIII.

The treatment of prolapse of the uterus is to replace the organ,
and maintain it in position, if need be, by means of a support. If,
however, the ordinary support—namely, a vuleanite or watch-spring
pessary—is not sufficient, the patient should be kept in bed until
the uterus is of such a size that it can no longer fall down. The
replacement of the prolapsed uterus is seldom difficult.
| The cases in which there has been difficulty in reducing the
I prolapse have invariably been successfully treated by keeping the
i patient in bed and emptying the bladder at regular intervals, and,
from time to time, pushing the cervix and lower part of the body

|
it

| ‘ Y Arch. de Tocol., Paris, 1890, vol. xvi., p. 268,
t
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upwards, for in these cases difficulty in replacement arises partly from
the overdistension of the bladder, and partly from the w@dematous
condition of the cervix.

It is conceivable that, owing to adhesions or a tumour, replace-
ment may be impossible, and although I am not aware of any such
case, | see no reason why it might not oceur, seeing that an irreducible
prolapse in the non-gravid has been more than once described, for
example, one recorded by Barbour Simpson.' In the event of such a
condition, two courses would naturally be open to one—namely, to
empty the uterus or to perform abdominal section and remove the
adhesion or tumours which were preventing replacement. By adopting
the latter means, one would hope that the pregnancy might continue.

Displacements of Uterus the Result of Vaginal and Abdominal
Fixation.

In recent years many operations have been devised for correcting
backward and downward displacement of the uterus. The three most
important have been shortening of the round ligaments (Alexander-
Adam operation) ; incising the vaginal wall, pushing aside the bladder,
and fixing the anterior wall of uterus to the vaginal wound (vaginal
fixation) ; opening the abdomen and fixing the uterus to the anterior
abdominal wall (hysteropexy or abdominal or ventral fixation). With
the relative merits of these different methods we are not concerned,
except in so far as they aflect, disturb, or complicate subsequent
pregnancies and parturitions. The one which undoubtedly does this
least—in fact, I have never heard of it eausing any trouble whatever
—is the ‘ Alexander-Adam operation.’

Quite otherwise is it with ‘vaginal fixation,” an operation which
has been practised but little in this country, but which was for some
time much favoured in Germany. After the introduction of the
operation, some twenty years ago, it was universally advocated. Very
soon, however, it was found that parturition was often very difficult,
and that even Cwsarean section was sometimes necessary as o
result of the operation. Some years ago we had, in the Glasgow
Maternity Hospital, an illustration of the extreme dystocia that might
result from vaginal fixation. A patient upon whom the operation
had been performed by one of our staff was brought into hospital in
labour.  On admission, the os was found displaced upwards and
backwards. As it dilated, the presenting part refused to engage, and
a leg was with difficulty brought down. As it was still found impos-
sible to deliver the child, the operator performed Cisarean section,

! Edin, Obst, Trans., 1904 05, vol. xxx,, p. 94.
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Similar cases have been recorded by Strassman, Martin, Wertheim,
and others. In recent years, however, since it was appreciated that
the dystocia in great part resulted from passing the ligatures too high
up on the uterine wall, one reads of few cases of difficulty. In

N

y . ;’P
#

Fre. 135, —8Showing the Distortion of the Gravid Uterus which may result from
Albddominal Fixation,  (Edgar.)

T'he arrow points to the adhiesion nuterus and abdominal wall, 1 had a case recently

most similar. The adliesions to the aldominal wall were more intimate,

Stiihler's case,’ in which great dystocia followed a low fixation, it

must be remembered that at the time of the vaginal fixation two

V Zent. f. Gyn., 1902, p. 176

e
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myomata were enucleated from the body of the uterus, and conse-
quently the adhesions to the tissues in front were very intimate. Both
Martin and Diihrssen, in their recent writings, state that no dystocia
follows a low stitching of the uterus (vesical fixation).

The more radical operation of ‘transposition of the uterus’ for
prolapse, an operation known as the Schaute-Wertheim and Watkins
operation, is so seldom performed before the menopause that the
effect of such an operation upon pregnancy and labour cannot he
stated. There are, however, cropping up in the literature at the
present time one or two cases of extreme dystocia, as, for example,
the case recorded by Iisch.!

The effect of hysteropexy or ventral fixation of the uterus on
subsequent pregnaney and labour is still sul judice, but it must be
admitted, I think, that dystocia results somewhat more frequently
than was at first imagined. There are now many contributions to
the subject, and several writers in addition have collected and
analysed the recorded cases. Noble, in 1896, discussed the subject
from 206 collected cases, while Andrews® has done the same from
395 cases which he had gathered from Fnglish, American, French,
German, and Italian literature. The paper of the latter is a very
useful one, for it contains not only a table of the cases, but also a
very full bibliography.

The following are Andrews’ conclusions :

1. Ventral fixation may be the cause of great difficulties in labour.

2. These difticulties are due to too rigid fixation of the uterus.
Rigid fixation of the anterior wall is not followed by so much difficulty
as is fixation of the fundus or posterior wall.

3. The method of fixation involving least difficulty in labour is
that in which the uterus is attached only to the parietal peritoneum,
or peritoneum and subperitoneal connective tissue.

4. In women who may become pregnant after the operation it is
not advisable to anchor the fundus or posterior wall of the uterus
by firm adhesions, such as would be useful in cases of prolapse in
older women ; in other words, ‘suspension’ should be performed in
women who may subsequently become pregnant, fixation in older
women.

Since Andrews’ paper two important contributions have appeared

one by Herman,’ and the other by Giles. Herman states (p. 11):
‘1f the operation is properly performed, subsequent difficulty in
labour need not be feared ; by ** properly performed " | mean that the

UGy, Rundschau, 1911, Bd. v., Heft 9.

¥ Journ. Obst. and Gyn, Brit. Empire, 1905, vol. viii., p. 97.
Y Ibid., January, 1906, 4 Brit. Med. Jowrn,, 1906, vol. ii., p. 1188
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anterior half of the fundus uteri is stitched to the muscle about half-
way between the symphysis pubis and the umbilicus.’

I am specially interested in Herman's remarks, as I have for
geveral years performed hysteropexy in the manner he describes,
although I have not been in the habit of stitching the fundus quite so
high. Up to the present I have had only one case of such very
decided dystocia that 1 was compelled to perform Cwmsarean section.
In this case the abdomen was twice opened before the Cwsarean
section was performed.

Giles' method of operating is more simple. Three silkworm-gut
sutures are passed through the whole thickness of the abdominal wall,
then through the anterior wall of the uterus, and out through the
abdominal wall on the other side. He says: ‘It is advisable that the
sutures be passed low down in the anterior uterine wall in women of
child-bearing age." In his cases twelve became pregnant, five mis-
carried, seven went to term, and of these latter five had normal con-
finements and two were delivered with forceps.

This same subject was recently considered at the Royal Medical
Society,' and the experience of most of the speakers, and especially of
Giles, who gave exact statistics, clearly indicated that dystocia is a
comparatively rare occurrence.

! Proc. Roy. Med. Soc., April, 1913, vol. vi
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CHAPTER XX

DYSTOCIA THE RESULT OF ABNORMALITIES AFFECTING THE
PARTURIENT CANAL - Continued

Malformations of the Uterus and Vagina.

[ is only within quite recent years that special interest has attached
to the occurrence of pregnancy in malformed uteri. In great part, no
doubt, this is because the conditions were not appreciated, and because
the general and erroneous idea prevailed that malformation of the
uterus precluded pregnancy. Many interesting cases are now recorded,
however, and every day their number is being added to. As giving an
idea of the frequency of the malformation, I may mention that twelve
cases have been under my personal supervision—four cases of uterus
didelphys, one case of uterus bicornis unicollis, one case of uterus
subseptus, four cases of uterus cordiformis, and two cases of uterus
bicornis with a rudimentary horn.

It will be remembered that the tubes, uterus, and vagina are
developed from the Miillerian ducts, and that these two ducts become
fused, except the uppermost parts, which go to form the Fallopian
tubes. The varieties of malformation encountered, therefore, are very
numerous, and depend upon the extent to which development and
fusion of the two parts, which should become blended, fail. The
illustrations in Figs. 134 and 185 diagrammatically represent the
various malformations which may be encountered.

In former editions of this work I did not deem it necessary to
detail the various malformations and their influence upon pregnancy
and labour. We are, however, gradually gaining more exact know-
ledge of the different varieties, and so in the present edition I propose
to consider each separately.

Uterus Feetalis (/nfantile 1terus).—Pregnancy in the true infan-
tile uterus is extremely rare. There are, however, one or two cases on
record in which, as far as one can judge, the uterus approached very
nearly to that type if, indeed, it was not an actual example of it. It
would appear that abortion is very frequent, and parturition pro-
tracted and difficult owing to the rigidity of the cervix. This is well
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exemplified in the case recorded by Rithl.! In the cases of rupture
recorded by Freund? and Schickele,® the question naturally arises as |
to whether they were not examples of rupture of gravid uterine
diverticula.

Uterus Unicornis.—The occurrence of pregnancy in a uterine
malformation of this variety is extremely rare. There is one recorded
by Molderhauer.* I read of one lately, but have not been able to

M

terus Cor

Uterus Bicornis Unicollis Uterus Didelphys.

Fic. 134,—Malformations of Uterus.

secure the reference. There have been quite a few cases recorded in
recent years, as, for example, those reported by Doran and Targett,
where a normal labour has occurred in the half uterus left after
removal of a rudimentary horn. These cases are referred to later.

Uterus Septus (I terus Bilocularis).—In this variety of malforma-
tion there appears to be little disturbance to the general health and
the menstrual function unless there is atresia of the cervix. Preg-
nancy and parturition, too, generally run a normal course.

| ' Winckel's * Handbuch,’ Bd. ii., Teil 1, p. 409
* Hegar, Beitr., Bd, iv,, p. 1 Ihid., Bd. viii., p. 2
Y Archiv f. Gyn,, Bd. vii., p. 175,
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Uterns Unicornis (with rudimentary Uterus Unicorni

Uterus Subseptus,

Uterus Septus.

Malformations of Uterns.
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The septum usually reaches nearly up to the os externum, some-
times even beyond, and oceasionally there is a vaginal septum. The
septum is usually thin, but it may be very thick. especially if one
uterine half is less well developed than the other. Very occasionally
one half of the cervix is obliterated when there may develop a hwma-
tocolpos.

A number of cases of this variety of malformation are recorded in
obstetrical literature. Among the most interesting is that described
by Matthews Duncan.! 'The woman had given birth to eight full-
time children. At her ninth parturition, also at full time, a portion
of chorion was retained, and Duncan inserted his hand to remove it.
He then found two cavities of equal size with a complete septum.
The uterus presented all the appearance of the normal organ, and
‘hoth cavities expanded and contracted simultaneously.” In marked
contrast to the above case is one recently recorded by Benthin? in
which Ciesarean section was deemed necessary because the septum
was pushed down in front of the head and prevented its escape.

In a few cases the head has passed through the septum and the
birth of the child has been arrested. This has been much more
frequently observed in connexion with a vaginal septum ; later |
shall refer to two cases of this kind which oceurred in my own
practice.

As dystocia is infrequent in this variety of malformation, it is un-
necessary in the majority of cases to deal with the condition surgically.
Undoubtedly the ideal treatment, and the treatment to be employed if
operation is deemed necessary, is to remove the septum. 'This would
be a simple matter in some cases—for example, in the one deseribed by
Duncan. But it would be by no means easy in those cases where the
septum is thick. Such a case was encountered recently by Fordyce,
who felt compelled to remove the whole uterus because the wall of
the gravid half was so thin and the septum so thick. In some of the
recent cases, such as Benthin's case already referred to, I am inclined
to think, although I have never had an opportunity of making the
test, that the septum might be excised after the child and placenta
are removed by Cwsarean section. I believe, too, it might be possible
in some few cases, provided the os externum is well dilated, to divide
the septum per vaginam, and allow the child to be delivered per vias
naturales without having recourse to Ciesarean section.

Uterus Subseptus.—In this variety of malformation the fundus of
the uterus may be normal in outline. In not a few cases, however,
there exists also a depression at the fundus, and the condition

! Trans. Lond. Obst. Soe., vol. xxiii., p. 21.
2 Monat. f. Geb. und Gyn,, 1912, Bd. xxxv,, p. 162,
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approaches the uterus cordiformis if the depression is slight, or the
uterus bicornis unieollis or uterus bipartitus if the depression is well
marked. I mention this because in many of the cases in which there
has been dystocia, there existed a distinet separation of the uterine
bodies as well as a septum, and so I have found it difficult in reading
the literature of the subject to decide which type of malformation
really existed. OFf special interest is the case recorded by Jakesch ;!
an illustration accompanies the paper. The head in this case lay in
the left half and the trunk in the right balf of the uterus. Recently
Klein? described a case where Cwsarean section was performed in a
case where the faetus on eight previous occasions occupied an oblique
position and had to be extracted by version.

In some of the recorded cases considerable difficulty has been
experienced in removing the placenta, more especially in cases of
miscarringe. In this connexion the case deseribed by Sigismund?
may be mentioned, for the probability is that the septum was ruptured
at the first parturition, which terminated naturally.

Personally, I have never encountered an example of pure uterus
subseptus ; in all my cases there has been a division at the fundus
between the two uterine halves. In some it has been very slight, in
others very marked. That being so I have classified my cases as
examples of uterus arcuatus or uterus bicornis.

From what I have written, sc far it is evident that the septum
has been situated at the fundus. There are, however, a few cases in
which there has been no trace of a fundal septum—the septum has
been entirely confined to the cervix. In such cases the cervix is
double, and the condition is recognized in the non-gravid by passing
a sound through each cervix and finding that they come together
above. During parturition it may be possible to recognize the
condition by digital examination.

According to Wertheim,* Gardini encountered a case where the
faetus got astride of a cervical septum, the foot projecting through
one half and the other buttock through the other cervieal half.
This, of course, has been observed in connexion with a ‘vaginal’
seplum on more than one occasion. An example of this variety of
malformation is recorded by Piquand;® a figure accompanies the
text. The woman had thrice miscarried. The septum was easily
removed.

Uterus Cordiformis or Arcuatus.—This variety of malformation
is probably the one most frequently encountered in practice. If at all

— ——————————————

 Zent. f. Gyn., 1897, No. 24, p. 729, * Ibid., 1913, No. 183, p. 452,
3 Monat. f. Geb. und Gyn., 1897, vol. vi., p. 262,
* Winckel's * Handbuch,” Bd. ii., Teil 1, p. 407, ® Revue de Gyn., 1910, p. 418,
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marked, it undoubtedly favours the occurrence of an oblique presenta-
tion of the fwetus, and in addition, if the waters have drained away,
it renders the operation of version difficult and occasionally even
dangerous. Indeed, in cases where the malformation is extreme,
Ciesarean section is the safest method of affecting the delivery of the
child. Minor degrees of the deformity are of no moment. It has
heen pointed out by a number of writers that the retention of the
placenta is not infrequent, especially when implanted in either
uterine cornu.

Uterus Bicornis Unicollis.—This particular malformation is a
much more serious one, and although many cases are on record in
which the deformity caused no disturbance of pregnancy or parturi-
tion, there are a considerable number of recorded cases where there
was very decided dystocia. In English literature the most interesting
one 1 have come acrcss is that recorded by Galabin:' ‘At full time
the fundus was in the normal position; the other fundus lay in a

retroverted position in the pelvis and contained the head of the child.’ ‘
The woman was delivered by Cwsarean section. In other cases, as,

for example, those recorded by Backer* and Wendling,” a hiematocolpos |
of the non-gravid half obstructed the delivery to such an extent that |

laparotomy had to be performed. Even the non-gravid half undis-
tended by blood has oceasionally rendered laparotomy necessary, as, |
for example, in V. Braun's case.!

Naturally, in such cases as the three last-mentioned, the diagnosis
is extremely difficult, for in the majority of cases the non-gravid half
is mistaken for a tumour of uterus or ovary if the pregnancy has
advanced beyond the sixteenth week ; while, if the case is seen early
in pregnancy, the condition is readily mistaken for extra-uterine
pregnancy, one half being looked upon as the uterus and the other
as the ectopic sac. Another complication of a very serious nature is
rupture. The most striking example of that complication is the one
recorded by Donald and Walls® (Fig. 136).

As regards the operative procedure, should abdominal section be
necessary, it will sometimes be found possible to remove the non-
gravid half and leave the delivery to be completed by the vagina;
but in other cases Cwsarean section is necessary. Generally the final
decision can only be made when the abdomen is opened and the exact
anatomical relations of the two uterine bodies have been carefully
investigated.

! Trans. Lond. Obst. Soc., vol. xxxvii., p. 834,
2 Zent. f. Gyn., 1896, p. 883. 3 Wien. Klin. Woch., 1896, No. 22.
i § Zent. f. Gyn., 1805, p. 579. 5 Practitioner, 1903, p, 82.
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F1i:. 136 —Double Uterus with Ruptures at a and ¢. (Donald.)
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This is not the place to consider in detail the various anatomical
relations found in this and the other varieties of malformations which
have yet to be considered. 1 would, however, like to remind
my readers of two important peculiarities frequently present—viz.,
the existence of a recto-vesical ligament and the absence of one
kidney.

Nor is this a suitable place to consider the plastic operations sug-
gested and suecessfully performed by Strassmann and others, by means
of which a V-shaped piece of tissue is removed and the two uterine
bodies are united and a single uterine cavity secured. Those in-
terested in the subject will find a full description of some cases in
Strassmann’s latest paper.' Recently Friinkel ® described a case in
which full-time labour terminated spontaneously after this opera-
tion.

Uterus Bicornis cum Cornu Rudimentario.- By this variety of
malformation we imply that the one half of the uterus is well
developed while the other remains rudimentary. The degree of mal-
development of the undeveloped horn is very variable. At the one
extreme there is the case where the maldeveloped horn is only slightly
smaller, is closely connected with the normal horn and has a distinet
although generally a stenosed canal, while at the other extreme we
have the case where the horn is separated by a distinet pedicle and
not only has no canal, but actually is so small as to be readily over-
looked. Between these two extremes there are all manner of gradua-
tions. Of all the examples of this variety of malformations which I
have seen described, there is none more interesting than the one
recently recorded by Duff®* The rudimentary horn in this case was so
small that even at the time of operation (rupture of the horn, which
was a few weeks gravid, necessitated abdominal section) the true
nature of the condition was not appreciated, for it was considered to
be a tubal pregnancy. At the autopsy and after more careful
examination of the parts, the ruptured sac proved to be a very small
rudimentary horn.

In the variety of this malformation usually encountered, there is
a distinet band of tissue attaching the horn to the cervix; in a few
cases it is canalized, but, generally speaking, there is no canal or only
a mere rudiment of a canal. Piquand * states that there is a canal in
only 15 per cent. of cases. The Fallopian tube of the rudimentary
horn is generally small, but the ovary is usually of normal size. The
condition may be associated with a variety of disturbances ; dysmenor-
rheea is not infrequent in some cases due to a hematometra, in others

1 Berl. Klin. Woch., September 9, 1912, 2 Ibid., 1913, p. 1589,

3 Lancet, 1914, vol. i, p. 171. 4 Op. cit., p. 429.
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simply to irregular contractions of the wall ; but in many cases there
are no symptoms until a pregnaney occurs. Should that oceur in the
normal horn the labour may terminate without any abnormal
symptoms, but in other cases the rudimentary horn may form an
obstruetion to the passage of the child, more especially if there exists
a hwmatometra in it.

But the rudimentary horn may also be the seat of the pregnancy.
This naturally can only occur in the cases where the pedicle is not
canalized by the spermatozoa passing up the normal uterus and
Fallopian tube, and fertilizing an ovam which then enters the
rudimentary horn through its Fallopian tube.

The common termination of a pregnancy in a rudimentary horn is
rupture. This, according to Kehrer,! occurs in 47 per cent., and
according to Werth in 45 per cent., of cases. In a few cases, however,
the pregnancy has continued to term. 1 have had one such case, and
others, as, for example, Becker,* Bland-Sutton,® Roberts,* have also
reported cases.

A gravid rudimentary horn simulates extra-uterine pregnancy
very closely—indeed, in some cases it is quite impossible to determine
its true nature until the abdomen is opened. Occasionally, now that
the condition is better known, it is diagnosed before operation. But
after all it is of no very great practical importance which condition is
diagnosed, for in both operative treatment should be immediately
undertaken. The great danger is in mistaking the gravid rudimentary
horn for a myoma, or an ovarian tumour complicating a normal
uterine pregnancy. For if such a mistake is made and the patient
allowed to continue on with the pregnancy in the hope that the
tumour may be pulled up out of the pelvis as the pregnancy advances,
her life may be endangered from a sudden rupture of the gravid horn.
The rupture of a rudimentary horn may oceur at any time. In many
cases it depends upon how rudimentary the horn is, for naturally the
more radimentary the horn, the less will he the resistance to the tro-
phoblast. We have seen in Duff’s case that rupture occurred as early
as the fifth week. In a case which I operated upon in the University
Gynwecological Wards of the Royal Infirmary a year ago, the rupture
occurred ahout the fifteenth week, and that is a very usual time for
rupture to oceur. Such rupture is followed by profound collapse due
to the great loss of blood. The case which was recently under my
care was brought into hospital profoundly collapsed.

! Das Nebenhorn der doppelten Uterus Dis,, 1899,

* Monat. f. Geb. und Gyn., 1905, vol. xxii., p. 587.

3 Trans. Lond. Obst. Soe., vol. xliv,, p. 316.

4 Journ. Obst. and Gyn. Brit. Empire, December, 1906, vol. x., p. 604,
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The accepted treatment at the present time is to remove the
gravid rudimentary horn, and leave the normal one behind, and that
is the treatment which 1 employed in the case already referred to.
By such a procedure the other horn is left to functionate as regards
menstruation.  Besides, in quite a number of cases, as, for example,
those recorded by Alban Doran, Targett, and others, pregnancy has
oceurred and continued to term, and the child been born without any
special difficulty. In some cases the removal of the rudimentary horn
has been impossible, and total hysterectomy has had to be performed.
The subject is considered again in connexion with extra-uterine
pregnancy.

Uterus Pseudo-Didelphys. In this variety of malformation we
have two complete uteri, each with a distinet body and cervix. Both
cervices are closely connected although the bodies diverge at an angle.
The vagina is generally double at least, it has been so in the cases
which have been under my care. In a number of recorded cases,
however, the vagina was single without any trace of a septum. The
septum is generally median, and the two vaginal canals of equal size :
not infrequently, however, one canal is smaller than the other.
Where intercourse has taken place generally only one canal has heen
used.

It will be observed that I have described this variety of malforma-
tion as pseudo-didelphys, for, according to Piquand and others, who
have given very special consideration to the subject, the true uterus
didelphys is very rarely encountered; indeed, Piquand could only
discover some nineteen or twenty genuine cases. Gemmell's ¢
recently described, I shall refer to later.

Regarding cases of didelphys, which to be absolutely exact are
mostly examples of uterus pseudo-didelphys, much has been written.
Naturally we are here concerned with the condition as it affects
parturition. My own experience of parturition in this malformation
is limited to four cases; in two the parturition ran an absolutely
normal course at term, but in the other two the birth of the child was
arrested by the vaginal septum. The following <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>