
March 2h, 1958

Paul A. Harper, HM. D.
The Johns Hopkins University
Sehool of Hygiene and Public Health
615 North Wolfe Street
Baltimore 5, Maryland

Dear Doctor Harper:

Twenty-four days ago you asked me to prepare an
outline for a one hour and a two hour seminar on perinatal
problems. No doubt you think I have forgotten your request,
but no, here they are. First, there is an outline for a sem-
inar which might take two or three days. The subheadings sug-
gest the direction which the shorter suminars may take. The
two hour seminar deale with all three specialties involved,
while the one hoursseminar is focused entirely on the infant
during birth, Please feel free to criticize them frankly.

Thank you very much for the reprint on Hospital
Care of the Premature Infant. It is clear, concise and to the
point.

Enclosed also are a few pages of some personal
thoughts on the Perinatal Problem. Back in Jamary, Mr. Leon-
ard Mayo asked me to put my thoughts on paper and I have been
struggling with it ever since. I have submitted it to hin
along with a request for consideration of some kind of a grant,
This morning I have an interview with Dr. Willard C. Rappiiye
who dispenses the Macy Foynmdation money. Your suggestion of
the slight possibility of the Childrens Bureau Fellowship is
beltingkept in mind.

Thank you very moh for your efforts in my behalf.
I hepe to show you my appreciation this coming fall, in con~
crete fort.

Sincerely,

Virginia Apgar, H. D.
rrofessor of Anestheslology

VA?EHD
Enel.
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Suggestions for an Unlimited Seminar on
Perinatal Problems.

Controversial subjeets

i. Obstetrical factors.

Ae

Be

Prevention of prematurity

1. Endoerine factors in patients with habitual abortion

2. Yharmagologieal methods of inhibiting (7) labor

3 Teeatment of patients with bldeding in the 2nd trimester

4. Treatment of toxemlas

Prevention of postuaturity

1. Pharmacologieal induetion of labor

2e Diagnosis of dysproportion

30 ieray diagnosis of fetal age and size

4. Comparison of gestionational age and weight of infant

Condugt of laber and delivery

1. Administration of antepartum oxygen

2. Maternal acid-base balance during labor

3 Fluids and nutrition during labor

lL. Diagnosis of fetal distress

5e Early induction of laber in diabetie mothers

5. Early induction of labor in ri sensitized mothers.

7s Management of posterler positions

8. The place of version and breech extraction

9 Fundal pressure vs. outlet forceos extraction

10. Causes of asphyxia during delivery

li. The ease for expeditious deliveries

 

aayGacsarian seotion as conservative therapy

13. Advantages and disadvantages of low flap inedeion in esesarian seotion



14. Sosition of the infant in relation to the placenta

15. The eord, to eaime‘or noi 40 lamp preppbly

16, Head-down position of infant during delivery

Il. Anesthetic factora.

A. Maternal pain relief

le The value of prenatal elasses

2. The place of hypnosis in obstetrical anesthesia

3f 2sychologieal advantages and disadvantages of being conscious

during delivery

he The gontrel of apprehensions barbiturates or tranquillizers

S, The eontrol of pain; opiates, regional or inhalation technies

6. The effect of anesthetics agents on the uterine blood flow

7. Cbhjeetive measurements of pain

8 Individual selection of drugs and deses

9. The full stomach

10. How to relax a tight uterus

LL. Anesthesia for Caesarian scetion

12. Pweevembion of spinal headaches

B. Anesthesia and the fetus

1. ‘Transfer of anesthetie drugs and relaxants aeross the placenta

2. Intrauterine enviroment ~ before labor

3. Intrauterine environuent - curing labor

lh. Fotal changes with asphyxia

I... fefjatric factors:

A. In the delivery roon

1. The normal asphyxia of birth

2. The place of placental transfusion

3. Position of the infant during and after deiivery

lh. Methods of obtaining a free airway



When to assist ventilation

How to assist ventilation

Direet laryngoseopy as a dlagnostie moasure

Value of mechanical devices in resuseitation

Diagnosis of operable anomalies

Value of routine gastrie aspiration

Biochemical adjustments at birth

Ciroulatory, respiratory and thermal adjustments at birth

Methods of evaluating condition of nowbomum infant

B. In the mrsery
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6.

Care of promature infant

Value of rooming-in plans

Neonatal bloshemieal adjustments

Diagnosis and treatment of respiratory distress

Cardiag failure in respiratory distress

Prevention of infection

IV. Biueation fastorsy

& Division of responsibility in the delivery room
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Education of peciatrislans in delivery room problens

Education of anesthesiologists in obstetrical problems

“ducation of obstetricians in pain relief and resuseitation

ducation of obstetrical nurses in resuseitation

B. Sdueation of the Gemeral practitioner

C. Hdueation of the nurse midwife
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Perinatal Preblen

Ome Hour Seminar

Normal intrauterine environment

Factors in fetal asphyxia

a. Uterine blood flow

bo Sord sompression

@. Flaeental separation

Diagnosis of fetal agghyxia

Obstetrical management of fetal aszhyxia

Pain relief for delivery

Resuseltation as treatment for aspuyxie of the infant

a Fromt ventilation

be Free airway

Resu&ts of fetal asphyxia

Diagnosis and treatment of anomalic:

Edugation of delivery room personnel in resuscitation



A.

B.
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Ferinatel rreblom

(Onset of Labor to 4G Urs. after Birth)

Two Hour Seminar

Obstetrical factors

1. Prevention of prematurity

2. Prevention of postmaturit;

3. Prevention of maternal aeidosis

4. Conduet of labor

5he Methods of minimizing asphyxial factors by expeditious delivery

: a. Uterine bleed flow

b. Cord sonpression

@. Piseental separation

Anesthetics factors

1. Minimal use of indleated drugs

20 Individually seleeted doses

3. Effect of anesthetile agents on labor

he Effect of anesthetie agents on fetus

5. Regional va. general anesthesia

Pediatrie fagtors

1. Questionable value of placental transfusion

2. Establishment of a free airway

3. Fosition of infant during delivery

lL. Assistange to ventilation

5. Newborn environment

6. Results of maternal and fetal asphyxia



Virginia Apgar, M. D.

The Perinatal Preblem,

The highest death rate during viable human life ccocurs

from the onset of labor to two days after birth. An unimown amount

of temporary or permanent damage to tissue metabolism results from

complications of delivery in infants who survive. This is evidenced

by derangements of pulmonary, cardiac, renal, cerebral, hepatie and

endocrine functions. The results of animal experiments are being du-

plicated in the study of human newborn infants, espeelally with res-

pest to pulmonary, cardiac and renal functions. The miltiple factors

which contribute to this morbidity and mortality are well recognized,

but a conserted effort to correct the errors in the condust of labor

and delivery, and the immediate eare of the newborn infant has been

lacking.

Three groups of physielans are directly ceneerned with the

perinatal period; the obstetrician, the anesthesiologist and the

pediatrician. Im the past, there has been little eommmieation

among them. The obstetrician perforee has had to manage pain relief

and labot without assistance, and has fallen into eertain rigid grooves

of thought and practice. The pediatrician has not considered the new~

born infant to be his responsibility witil he or she reaches the nur-

sery. Only recently have the anesthesiologists begun to accept re-

sponsibility for pain relief during labor, and resuseitation of the

infant when indieated, and te learn enough obstetrics and pediatries

to make them useful members of the team. The economic aspects of

an obstetric practice for the pediatrielan and anesthesiologist have

been deterrents to progress in this ficld. A splendid liagon ehal-

lenge among these three specialties awaits solution.
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The anesthesiologist is in a wnique pesition to assist in

this solution. Beeause of his experience with respiratery obstruc-

tion, hypoventilation and apnea, it has been aesepted that he should

lead the way in newborn resuseitation. Also, beeause of his experi~

anes with surgical pain relief, he is well sequainted with reaetion

of patients to the many drugs used for pain relief in obstetrics.

In addition, researeh in anesthesiology has led to the development

of many useful teehnics sueh as micromanometrie blood gas analysis,

einewadiography of newbern infants, fctal eleetroeardiography, ote.

In 1997, for the first time, I had an opportunity to take

part in three Public Health meetings; in Conneeticut, New York City

amd Florida, There seemed to be a genuine interest in neonatal orob-=

ems and an appreclation that this ficid has been negleeted. A pro«

gram of cdusation and development in this Meld should be effeeted

as soon as possible. A number of separate efferts arc already under

way and making good progress: i.0., the Subsommlttes on Infant More

tality, Medieal Soelety of the County of New Yorks the Committee on

the Fetus and Newborn, Ameriean Academy of Pediatrics; The New York

City Department of Health Postgraduate Assembly, ete. Co-ordination

of these effort should result in a saving of time and money, and a

Wider distribution of the results.

Sueh programs could be implemented in several ways.

1) Trouble-shooting in areas in the Unkted State with high

perinatal mortality. Physicians with sound elinical training in cb-

stetries, anesthesia and pediatries, and with a publie health bagk~

grown would be ideal to transform public health prineiples into aetion

at the local or personal level. Such shysielans could live in areas
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with high perinntal mortality for several weeks and observe closely

the praetices surrounding the perinatal pericd. Appropriate changes

would be advised and follow-up visits to these areas would assure

continued public health interest. It will not be diffieult to find

such physicians if an edugational effort is begun new.

2) A neonatal team would undertake to put on panel diseus~

sions in eonjunction with eounty and state medieal meetings.

3) A scrles of short movies eould be prepared on the var-

lous aspects of the perinatal periods i.e., comluct of labor, pain

relief, immediate care of the newbom, vermature nursery care.

& broad approach to the problem will inevitably open up new

possibilities and methods for teaching.

in seme ways I feel well qualified to institute a national

program along these lines, After graduating from P and S in 1933

(A.0.A.) and a two year surgical resideney at the Presbyterlan Hospi-~-

tai in New York City, I ehose the Meld of anesthesia for economic

reasons. After a year of graduate work with Dr. Ralph M. Waters and

Dr. 4. A, Rovenstine, I had the oppertumity to develop a division of

medical anesthesiology under the Department of Surgery at the Presby=

terian Hospltal.: This was begun in 1936. In the next eleven years,

the number of physicians in training or teaching anesthesiology under

my dircetion grew from one to 32, Sinee 19h9, when Dr. E. M. Papper

besame the exceutive offieer of the newly ereated Deparument of Anes~

theslology at Columbia University College of Physielans and Surgeons,

this number has inereased further, to 52 physteians.

Sdnee 1949, I have had the rare opportunity of spending as

much time as possible on the obstetrical servise. Over 16,000 deliv~
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eries have been observed personally, and over 100 residents in anes-

thesiology have been given personal teaching in obstetrieal and nov¥-

born problems. Iediatric and obstetrie residents have also reeeived

P
t oss formal instruction. With the assistanee of the obstetrie, ped=

datric and anesthesiologie departments at ° & 5, ami U.S.F. HLS. grants,

LT have develoned a neonatal research laboratery, adjoining the deliv-

ery rooms of the Sloanc Hospital for -onen, Almost daily, new in-

formation is being cbtained as to acidebase imbalanee during birth

and resolratory and elreulatory adjustments after birth. Teehnies

of eineradlography with an image intomsifler, mleromanometry of blood

gases, and oxygen polarography have been refinod. Drs. Lunean A.

Holaday, L, Stanley James and Irwin il, Velsbrot have been mest active

asso@lates in this Meld.

In order to gain a broader view of the Bublic Health fleld

as it now exists, I am spending a sabbatieal leave at the Johns Hop=

tins Sehiool of Hyrgicne and Sublic Usalth under the guidanee of Br.

raul Harper. I hope to attain the degree of M.r.H. and with another

leave of absones, a DDH. relating to porineatal mortality as a

publie health scroblem

Thers arc at least four sosslbls ehannels for expansion of

perinatal nortality as a publie health problem: 1) The U.S.°.H.5.3

2) The Childrong Bureau under the Doparinent of Health and Ueononmle

Welfarss 3) a W.1.0. program and 4) a division of erinatal Health

at the Sehool of public Health, Colunbla University, under Dr. Harold

Brown's dircetion. A decision as tu a future course must await

further lmowledge of the field.


