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PREFACE TO FIFTH EDITION.

The continued success of Landis’ Compend of Obstetrics seems
to warrant its revision. Most of the original teachings, which
have so long made it popular as an aid to the student of mid-
wifery, have been retained. A few subjects seeming incompatible
with modern obstetric teaching have been omitted. Several
pages have been added; principally upon the subjects of the
most modern obstetric operations, and the congenital defects and
diseases of early infancy. A number of illustrations, which it is
believed will be found of interest and use to the student, have
been introduced. : W. H. WELLS.

Philadelphia, October 24, 1893.



PREFACE TO FIRGF EDITIHN.

The design of this book is to furnish a useful compend and
Quiz-book for the student, and also, by the system of question
and answer, to bring out the more important facts in Obstetrics
more clearly than can be done in the method of continuous com-
position. On many points it is difficult to determine what is the

”

“received doctrine,” except by the mere numerical weight of
authorities. The author has, therefore, attempted to maintain a
judicious eclecticism, instead of undertaking the task, imprac-
ticable within the limits of the book, of recording all the various

and more or less received teachings of all authors. H. Gl

PREFACE TO: SECOND - EDITIIN:

The author desires to return thanks for the uniform kindly
criticism bestowed upon the first edition of this little work, and
has endeavored by carefully revising its matter and manner to
prepare it for continued usefulness. It has been made more com-
plete by-the addition of paragraphs and illustrations upon subjects
before overlooked or inadequately treated, and by an index.
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QUESTIONS

OBS T LS.

INTRODUCTION.

What is Obstetrics?
The science and art of affording aid to women in labor.

What are the synonyms for obstetrics ?
Midwifery, accouchement, maieutics, tocology.

* What is meant by science and art ?

The science of Obstetrics embraces the definite rules of procedure
founded upon a correct knowledge of the nature of Labor and its
complications ; the @77 consists in the skilful carrying out of these
rules. The science may be taught in books and lectures; the art
must be acquired by practice at the bedside.

How may the subject be divided ?

1st. The Anatomy of the parts concerned in labor, viz.: the repro-
ductive organs and their surroundings.

2d. The Physiology of these parts.

3d. Their Pathology, including all deviations from the natural
course of labor.

4th. The treatment of natural and complicated labot.

What are the reproductive organs of woman ?
Ist. Internal, viz.: the ovaries, oviducts, uterus, and vagina.
2d. External, viz.: the mons veneris; labia majora and minora;
B 9



10 QUESTIONS ON OBSTETRICS.

clitoris; vestibule and fossa navicularis ; hymen, or caruncula
myrtiformes; fourchette and perineum ; and also the breasts, or
mammary glands.

Where are they situated ?
With the exception of the breasts and mons veneris, they are

BaGeia,

VULVA OF A VIRGIN.

1. Labia majora of right side. 2. Fourchette. 3. Labia minora. 4. Clitoris. s. Ureth-
ral orifice. 6. Vestibule. 7. Orifice of the vagina. 8. Hymen. g. Orifice of
vulvo-vaginal gland. 10. Anterior commissure of the labia majora. 11. Orifice of
the anus.

placed within the Zz/v7s, or below it, between the thighs. The
mons veneris is placed directly upon the symphysis pubis, and the
breasts on the pectoralis major muscle of either side, from the 3d
to the 7thrib.



THE PELVIS. Il

THE PELVIS.

What is the Pelvis ?

A bony structure, placed at the inferior extremity of the verte-
bral column, which it supports above, while it rests on the femora
below. Itis divided into the true and false pelvis.

Why is it called the pelvis?

Because, when clothed with muscles, ligaments, and fascia, it
resembles a basin.

Of how many bones is the obstetrical pelvis composed ?

Five: the last lumbar vertebra, sacrum, coccyx, and two ossa

* innominata.

What is the sacrum ?
A wedge-shaped bone, apparently formed by the fusion of five
vertebree. Itis curved, being concave in front.

How many articular surfaces does it present?

Six: by three it is connected with the last lumbar vertebra
above; by one on each side, with the ossa innominata, and by one
below, with the coccyx.

‘What is the coccyx ?

A small and similarly wedge-shaped bone, apparently formed
by the fusion of three or four vertebral bodies. It has one articu-
lar surface above, by which it is connected with the sacrum. It
tapers from that bone, and is supposed to be the remains of the
caudal vertebrae of animals.

What are the ossa innominata ?

The haunch bones, of irregular shape, articulating internally
with the sacrum behind and with each other in front. Each os
innominatum is composed of three separate pieces, the z/zum,
ischium, and pubes. Their point of juncture is found in a cup-
shaped depression on the outside of the bone, called the acefabu-
lum.

When do the several parts of the os innominatum unite ?

By the twenty-fifth year.

What uses has the pelvis ?
1st. To support and transmit the weight of the body.
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2d. To contain and protect certain organs.
3d. To serve as a parturient tube or canal, through which the child

may be definitely guided during labor.

To what parts is the weight of the body transmitted ?

To the femora in the erect posture, and to the tuberosities of
the ischia in the sitting posture.

How is the weight of the body transmitted to the femora ?

By two beams of bone, consisting of the upper part of the
sacrum and body of the ilium on either side.

What are these beams called ?

The sacro-iliac beams (see Fig. 2).

What prevents these beams from being pushed in and out at
their distal ends ?

Another beam is placed between them, extending from one
acetabulum to the opposite one, consisting of the upper part of

the pubes on either side.
F1G. 2.

fiok

B, with half of A = the left sacro-iliac beam, transmitting weight to the femur F.
C = the body of pubes, constituting with its fellow the pubic beam.

What is this beam called ?

The pubic beam (see Fig. 2).

Why are these beams not straight ?

They are arched outwardly to make more room in the pelvis,
to enable it to fulfil its second and third uses.
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How is the diminution in strength of the sacro-iliac beams,
caused by this arching, remedied ?

By buttressing the beams by that expansion of the sacrum and
iliac bones called the wzngs of the ilia and sacrum (Fig. 4).

The same as in Fig 2, but with the beams arched; the dotted lines show the original
E direction of force.

F1G. 4.

s S

The same as in Fig. 3, with the arches strengthened by the addition of the iliac wings,
etc. The dotted lines below show the sub-pubic arch in front and the beginning
of the ilio-ischiatic beams.

How are jarring and concussion prevented ?

By placing joints at the center of each beam.

How is the diminution of strength caused by these joints
remedied ?

By covering them with powerful ligaments.
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How is weight transmitted from the vertebral column to the
tuberosities of the ischia ?

By two beams of bone, placed directly under the sacro-iliac
beams, consisting of the ischium and under portion of the ilium
on either side.

What are they called ?

The ilio-ischiatic beams.

How are they held together in front ?

By another arched beam, placed directly under the pubic beam,
and called the sub-pubic beam.

What is the great sacro-sciatic notch ?

The arched space under the ilio-ischiatic beam.

What bony projection is found in it ?

The spine of the ischium.

What is the lesser sacro-sciatic notch ?

The part of the arch below the spine of the ischium.

What is the obturator foramen ?

The space between the pubic and sub-pubic beams on each side.

How is it closed ?

By a membrane which gives attachment to muscles.

How may the female pelvis be distinguished from the male ?

In the female, the sub-pubic beam is more roundly arched and
its edges more everted; the transverse diameters are relatively
greater, and the antero-posterior diameters relatively less; the
transverse diameter of the inlet crosses the antero-posterior at a
point in front of the intersection of the oblique diameters, and the
ischial spines are to the outer side of plumb lines dropped from
the posterior superior iliac spines. (Some female pelves, especi-
ally among the lower races, approach the male type.) See Fig.

‘What joints exist in the pelvis?

Three lumbo-sacral above (one between the bodies and two be-
tween the articular processes), two sacro-iliac (one on each side),
the pubic joint, in front, and the sacro-coccygeal joint, behind.

What are the pelvic joints called ?
Symphyses, and the pubic joint is often called, by way of dis-
tinction, #%ze symphysis.
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What kind of joints are they ?

Amphiarthrodial, with the exception of those formed by the
articular processes of the sacrum and last lumbar vertebra, which
are arthrodial, and are lined by synovial membranes. The
sacro-coccygeal joint is always freely movable, and has a demon-
strable synovial sac; the other joints can only be shown to have
sacs during pregnancy.

What is the sacral promontory ?

The projection or angle formed by the top of the sacrum in front
at its junction with the vertebra above. It is often called simply
the promontory.

FiG. s.

What is the ilio-pectineal line ?

A bony ridge or raised line, which, beginning at the promontory,
extends around each side of the pelvis, within, until it meets the
opposite line at the symphysis pubis.

What parts lie above it ?

The wings of the sacrum, iliac fossa, and crests, and the last
lumbar vertebra forming the bony parts, or the false pelvis.

What lies below it ?

The true or obstetric pelvis.

What is the ilio-pectineal line said to bound ?

The znlet of the pelvis, because the child must first enter the
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pelvis through this bony ring. It is called also the superior strait
and the pelvic brim. :

Where is the pelvic outlet ?

It is bounded by the tip of the coccyx behind, by the tuberosities
of the ischia on the sides, and by the sub-pubic arch in front. It
is called also the zuferior strait.

What is the pectineal eminence ?

The point in the ilio-pectineal line which is opposite the aceta-
bulum, and is slightly raised above the ordinary level of the line.

What is the ilio-ischiatic line ?

A slightly raised ridge, on the inside of the pelvis, which begins
at the pectineal eminence and ends in the ischiatic spine on either
side.

What are the cardinal points of Capuron ?

The sacro-iliac joints and ilio-pectineal eminences.

What are the diameters of the pelvis?

Lines drawn from various points of the pelvic cavity, to facilitate
the description of the relations which the child’s surface bears to
the pelvis during its passage through it.

What are the diameters of the inlet?

The conjugate, two oblique, and the transverse.

Whatis the conjugate (or sacro-supra-pubic)diameter of the inlet?

A line drawn from the promontory to the top of the symphysis
pubis. Itis about 4% inches, or 11.5 centimeters.

What are the oblique diameters ?

Lines drawn from the sacro-iliac symphysis of either side to a
point in front of the pectineal eminence of the opposite side
(Meadows). The one drawn from the right sacro-iliac symphysis
is called the right oblique; the one from the left symphysis, the
left oblique. They are about 5.3 inches, or 13.5 centimeters.

What is the transverse diameter of the inlet?

A line drawn directly across the pelvis from one pectineal emi-
nence to the other. In the normal pelvis it is about 4.8 inches, or
12.5 centimeters.

What is the circumference of the pelvic inlet ?

About 15.8 inches, or 40 centimeters.
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What are the diameters of the outlet ?

The conjugate and transverse.

What is the conjugate diameter of the outlet ?

A line drawn from the tip of the coccyx to the under edge of the
symphysis pubis. It is of variable length, owing to the mobility of
the coccyx, but when the latter is extended, during labor, it is the
longest diameter of the outlet, and may measure five inches, or
about 15 centimeters ; ordinarily it measures about 4.3 inches, or
11 centimeters. =

What is the transverse diameter of the outlet?

A line drawn from
one tuberosity of the Fi. 6.
ischium to the opposite | f
one, and measures
about 4 inches, or ‘11
centimeters in the nor- o) )
mal pelvis. » «

What is the depth of
the pelvic cavity ?

1% inches, or 3.8 cen-
timeters in front ; 3% in-
ches, or 8.9 centimeters
at sides ; posteriorly, 4%
inches, or 10.8 centime-
ters, or following the
curve of the sacrum, it
is about 5% inches, or

2 a 4. Conjugate diameter of Inlet.
Ii3°8  centimeters.. The ¢ /. Conjugate diameter of Outlet.

average diameters are
about 43 to 5 inches, or 12 centimeters.

What are the planes of the pelvis ?

Imaginary levels, drawn through any part of the pelvic circum-
ference (Playfair), to facilitate the description of the relations of
the pelvis to the child, vertebral column or horizon. They may
be illustrated by pieces of card-board cut so as to fit the pelvic
cavity at any level.

What planes are important ?

The plane of the inlet and of the outlet.
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What is the plane of the inlet ?

A plane drawn transversely through the conjugate diameter of
the inlet and limited by the circumference of the inlet.

What is the plane of the outlet ?

A plane drawn transversely through the conjugate diameter of
the outlet, and limited by the circumference of the outlet.

How are these planes used to show the position of the pelvis in
different postures ?

In the erect posture the plane of the inlet makes an angle of
60° with the horizon. In the semi-recumbent posture the same
plane is directly horizontal, and in the recumbent posture it forms
a reversed angle of 45° with the horizon.

What is the axis of the pelvis?

As usually given it is a line drawn from the center of the conju-
gate diameter of the inlet, parallel to the face of the sacrum and
coccyx, to the center of the conjugate diameter of the outlet.
(The line g # in Fig. 6.)

What is the obliquity of the pelvis ?

The planes of the pelvis and the spinal column stand in the
relation of an obtuse angle; this is the obliquity of the pelvis.

How is the pelvis lined within ?

By certain muscles, blood-vessels, nerves, and fascize.

What muscles are contained in it?

1. The Psoas-iliacus muscle on either side, consists, first, of the
iliacus internus, which, in its origin, covers almost the entire
inner aspect of the wing of the ilium, uniting with the psoas
magnus, which passes over the upper border of the sacrum.
Their conjoined body passes along the border of the sacro-iliac
arch, and by a common tendon passes out of the pelvis, between
the anterior inferior iliac spine and the ilio-pectineal eminence,
to be inserted upon the femur.

2. The Pyriformis muscle on either side, which covers with its
insertion the face of the sacrum, and passes out of the pelvis
under the sacro-ischiatic arch, to be inserted upon the femur.

3. The Obturator internus muscle on either side, which covers the
anterior pelvic walls and passes out under the sacro-ischiatic
arch.
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What obstetric uses have these muscles?
Besides serving as a soft lining to the bones, the psoas iliacus
furnishes a cushion, or guard, for the iliac vessels and nerves, pre-

F1G. 7.
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serving them from pressure, while the pyriformis performs the
same office for the sciatic nerve, which lies along its border.
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THE REPRODUCTIVE ORGANS.

THE INTERNAL ORGANS.
What and where is the Uterus ?
The uterus or womb is a hollow muscular organ, situated in
the center of the pelvis, between the bladder and the rectum.

What are its shape and dimensions ?

It resembles a pear cut in two, the anterior surface being flat,
and the posterior rounded. It is three inches long, two inches
broad (above), and one inch thick, and weighs in the virgin about
one ounce.

F1aG. 8.

A. Fundus. B. Cavity of uterus. C. Internal os. D. Fallopian tubes or oviducts.
E. Fimbriated extremity. F. Ovary. G. Round ligament. H. Ligament of ovary.
I. Tubo-ovarian ligament. J.-External os. O. Cavity of cervix, showing rugz.
V. Vagina. &. Mouths of oviducts.

Into what parts is it divided ?

Into, first, the cervix or neck, about an inch long ; and second,
the body or fundus.

What are the cornua of the uterus ?

The upper and outer angles are called the cornua.

How is the cavity of the uterus divided? r

Into the cavities of the cervix and body. The first is fusiform,
and appears to be an ante-chamber to the main cavity; the latter
is triangular in outline, but with its walls in apposition (see Fig. 9).

What openings are found in the cervix ?

The os externum, or os uteri, called also ##¢ os (), is a small
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opening into the cavity of the cervix at its lower end. The con-
striction between the cavities of the neck and body is called the
os internum (c).

What is the structure of the uterus ?

It is mainly composed of muscular tissue, with fibrous connec-
tive tissue, blood vessels and nerves. On the outside, it is mainly
covered with peritoneum, and on the inside, is lined with mucous
membrane, called the endometrium.

How are the muscular fibers arranged ?

For the most part they are irregularly and
inextricably interlaced and surround the
large blood-vessels which penetrate between
them, but a circular arrangement of fibers
is found in the cervix, while in the body the
majority are longitudinal.

What kinds of blood-vessels are found
in the womb ?

The arteries are mainly small, and heli-
cine or spiral, and are derived mainly from
the two uterine and two ovarian arteries ;
the latter also supply the ovaries and
oviducts. The veins are short, of large
caliber, and freely communicating ; these,
after emerging from the uterus, form on
each side a large plexus, situated in the
folds of the broad ligament, known as the utero-ovarian plexus.
During pregnancy large sinuses are formed. These peculiarities
warrant us in regarding the uterus as composed of a modified
erectile tissue.

How is the uterus supplied with nerves ?

ist. The main nerves proceed from the plexus uterinus magnus,
formed by branches from the superior mesenteric plexus and from
the ovarian ganglia,

2d. The sympathetic nervous system also furnishes fibers.

3d. The vaso-motor apparatus has much influence upon the womb.

4th, Independent ganglia, like those found in the heart, are em-
bedded in the uterine tissue.
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How is the uterus supplied with lymphatics?

These are divided into three sets, one for each coat of the organ.
They are connected with the pelvic and lumbar ganglia, into which
they empty.

What kind of mucous membrane lines the uterus?

The membrane lining the body is quite thick and vascular, and
is composed—

1. Of a mesh of connective tissue containing many spindle-shaped
cells.

2. Of many tubular glands, which give the surface of the mem-
brane a perforated appearance.

3. Of ciliated cylindrical epithelium, which lines the glands and
the outer surface of the whole membrane.

The membrane lining the cervix is continuous with that of the
body, and is substantially the same, except in being thrown into
numerous longitudinal folds, and in containing racemose, not
tubular, glands. Cilia are only found in the upper two-thirds, the
lower third being formed of pavement epithelium.

What distinguishing peculiarity has the uterine mucous mem-
brane ?

It has no basement layer of connective tissue, and merges
irregularly into the muscular tissue.

What kind of mucus is secreted by the uterine mucous mem-
brane ?

A viscid, alkaline mucus.

What are ovula Nabothi ?

These are racemose glands in the cervical mucous membrane
which are sometimes occluded, while the secretion continues until
the gland becomes quite large and globular. They are often a
source of much irritation.

How does the peritoneum cover the uterus ?

It completely invests the uterus above, in front, as far as the
junction of the body and cervix, where the bladder touches the
womb, and behind as far as the junction of the uterus and vagina.

What is the broad ligament of the uterus ?

The extension of the peritoneum over the uterus causes two folds
of peritoneum to be brought together at its sides, and these extend
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across the pelvis, to be merged into the common abdominal peri-
toneum. These transverse folds, enclosing muscular and fibrous
tissues, blood-vessels, nerves, and lymphatics, are called the broad
ligaments, and divide the pelvis into two compartments; in the
anterior one the bladder is situated, in the posterior, the rectum.

What are the round ligaments ?

They are two rounded cords, composed of fibrous tissue, inter-
spersed with muscular fibers, which extend underneath the peri-
toneum, from the cornua of the uterus to the top of the pelvis in
front, where they pass through the inguinal canal to be inserted
in the connective tissue of the labia majora.

What are the utero-sacral ligaments ?
Bands of fibrous tissue which pass from either side of the uterus
to the sacrum, and are of considerable strength.

What are the vesico-uterine ligaments ?

Small folds of peritoneum which pass between the uterus and the
bladder.

What is the normal position of the uterus ?

The uterus is placed nearly in the center of the pelvis; so that
a line drawn from the top of the symphysis to the middle of the
second bone of the sacrum would touch its top. Its long axis is
nearly parallel to the face of the sacrum and to the posterior wall
of the symphysis pubis. But it must be remembered that the uterus
is movable, and 1st, rises and falls with the respiratory movements,
and, 2d, is pushed backward and forward by the varying con-
ditions of fulness in the bladder and rectum.

What supports the uterus?

1st. The uterus is swung from the sacrum by the utero-sacral liga-
ments.

2d. It is slightly supported or belayed by the broad, round, vesico-
uterine ligaments.

3d. The walls of the vagina act as a fleshy column of support,
being in turn supported by the perineum.

4th. “The retentive power of the abdomen ’ (Duncan), due to the
existence of a partial vacuum in the abdominal cavity, aids in
maintaining the uterus in its normal position.
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What is a double uterus ?

A uterus containing two cavities separated by a longitudinal
septum. Occasionally the whole genital tract is double, the
septum extending to the vulva, so that there are two vaginz.

Sometimes a single cornu of the uterus is developed to such an
extent as to be capable of containing a fetus during gestation.

What are the Fallopian tubes ?
The Fallopian tubes, or oviducts, are small tubes which extend
from each cornu of the uterus.

What is their structure ?

They are continuous in structure with the uterus, being mainly
muscular, covered with peritoneum and lined with mucous mem-
brane, which is identical with that of the uterus. The average
caliber is one-sixteenth of an inch, and their length about five
inches.

How do they terminate ?

In an expanded or trumpet-shaped end, called the fimbriated
extremity, because it is fringed with little prolongations of tubal
tissue, one or more of which is adherent to the ovary of the same
side.

What and where are the ovaries ?

Two glandular bodies embedded in the posterior surface of the
broad ligament, one on each side of the uterus, but not covered
by peritoneum. They are about the size and appearance of
blanched almonds.

What is the structure of the ovary ?

It is mainly composed of dense fibrous tissue, containing mus-
cular fibers and covered by a delicate cortical layer of fibro-plastic
tissue, in the meshes of which are found the ovisacs in different
stages of development (see Ovulation).

What is the parovarium ?

The parovarium, or organ of Rosenmiiller, consists of several
tubes placed between-the folds of the broad ligament. There is
one on each side of the uterus. They are supposed to be the
remains of the Wolffian bodies, and have no known function.
They are analogous to the epididymis of the male. Very large
cysts are sometimes developed from them.
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What is the vagina ?

A tube which serves to connect the uterus and its appendages
with the outside of the body. It is attached above to the uterus
and terminates below in the vulva.

How is the vagina attached to the uterus?

It is inserted upon the outside of the womb, at the junction of
the body and neck, so that the neck of the uterus projects into the
tube.

What is the structure of the vagina?

It is composed of fibrous connective tissue and of muscular
fibers, for the most part circularly arranged. The external coat is
continuous with the ordinary cellular tissue or packing of the
pelvis; the middle or muscular coat is composed of two layers
of fibers, longitudinal and transverse. It is composed of unstriped
or involuntary muscle. Within; it is lined with mucous mem-,
brane, which is reflected over the cervix uteri above, and below is
continuous with the mucous membrane of the vulva.

How does the mucous membrane of the vagina differ from that
of the uterus?

It is composed simply of flat or pavement epithelial cells, and
has only a few glands. Numerous depressions or crypts in the
membrane answer a similar purpose and secrete a mucus of acid
reaction. In the virgin it is disposed in many transverse ridges,
called ruge.

How long is the vagina?

Its anterior wall is quite short, extending from the vulva almost
directly to its point of insertion, a small pouch being formed
above, called the anterior vaginal pouch. The posterior wall is
longer, being prolonged upward to form a larger pouch behind the
uterine neck, called the posterior vaginal or retro-uterine pouch.
The average length of the vagina is from three to five inches,
varying in individuals and in races, two and one-half inches for
anterior and a little over three inches for the posterior wall (Lusk).

Where is Douglas’ cul de sac ?
It is situated in the abdominal cavity, directly behind the poste-
rior vaginal pouch, and therefore between the vagina and rectum.
€
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It is a very important space, because, being the most dependent
portion of the abdominal cavity, effusions of blood or other fluid
and tumors of various kinds are often to be found in it.

How does the vagina terminate below ?

It terminates in a circular fold of mucous membrane called the
Jiymen. From the fact that this fold is often more developed in its
posterior half, it usually appears as a crescentic fold, stretching
across the opening of the vagina. (See 8, Fig. 1.)

What is an imperforate hymen ?
The membrane sometimes completely closes the opening of the
vagina, and is then said to be imperforate.

What is the structure of the hymen?
It is composed almost entirely of mucous membrane, and is
easily torn by the entrance of the male organ, but is sometimes
_firm enough to resist any ordinary pressure, and may cause delay
in labor by its presence.

What are the caruncula myrtiformes ?

When the hymen is torn and greatly stretched, as by the
passage of a child’s head, or a large fibroid tumor, its fragments
undergo atrophy, and there remain little, wart-like elevations in
the line of the hymen, called carunculee myrtiformes. It is said,
however, that these bodies sometimes coexist with the hymen,
being placed a little distance behind it.

What are the bulbs of the vagina?

They are masses of erectile tissue, mainly composed of short,
venous sinuses, shaped somewhat like a pair of saddle bags, and
placed over and at the side of the vagina. They are supposed
to correspond to the two halves of the male bulbous urethrzae.

What are the vulvo-vaginal glands ?

The vulvo-vaginal glands, or glands of Bartholin, are two small
bodies situated just behind the hymen, one on each side. “They
are embedded in the cellular tissue around the vagina, and empty
by a small duct on either side. They secrete a thin mucus,
which is expelled freely, and even by jets, during venereal excite-
ment and coitus.
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THE EXTERNAL ORGANS, OR PUDENDA.
A See Fig, 1,
What is the vulva ?
The name given to the external organs collectively, but often
used to denote the genital fissure or vulval canal.

What are the labia majora ?
Elevated folds of cutaneous tissue, which are found on either
side of the genital fissure.

What is the structure of the labia majora?

They consist of cutaneous folds containing loosely arranged cel-
lular tissue, with some fat. On the outer surface they are covered
by a free growth of stout, curly hair, similar to that found in the
axilla. On their inner surface they are furnished with a consider-
able number of sebaceous follicles.

What is the mons veneris ?

An eminence of cutaneous tissue, the anterior termination of the
labia majora, situated directly upon the symphysis pubis. Itis well
padded with fat and covered with an abundance of hair.

What is the anterior commissure ?
The point just under the mons, where the labia meet in front.
The anterior limit of the genital fissure.

What is the posterior commissure ?

The posterior limit of the genital fissure, or the point where the
labia meet posteriorly. It marks the anterior boundary of the
perineum.

What is the fourchette ?

When the genital fissure is made to gape by the fingers pulling
apart the labia majora, a fold of mucous membrane is made to pro-
ject behind the posterior commissure, which is called the four-
chette. The little dimple or cup between this fold and the com-
missure is called the fossa nawvicularis, but neither of them have
any existence until artificially produced in this manner.

What is the clitoris ?
A small, cylindrical body, about an inch in length, which resem-
bles and is the analogue of the male penis. It consists of two
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corpora cavernosa, which are attached to the under edge of the
pubic bone, and by their free end project slightly under the anterior
commissure. The part which is visible is about the size of a pea.

What are the labia minora ?

Called also the Nymphe. They are two folds of dartoid tissue,
covered by skin, which cover the clitoris in a manner similar to the
prepuce of the penis, and extend backward along the sides of the
labia majora for about one-half their extent.

What is their structure ?

Is nearly resembles that of the male scrotum, inclosing also some
erectile tissue.

What is the vestibule ?

The space which extends from the clitoris to the opening of the
vagina, and is bounded laterally by the labia minora.

What and where is the meatus urinarius ?

Itis the opening of the urethra, and is placed at the posterior
limit of the vestibule, and therefore just above the opening of the
vagina. It is situated in a tubercle or slight eminence.

How long is the female urethra ?
About one and one-half inches.

How is the urethra situated with respect to the vagina ?

It lies directly over it, and can be distinctly recognized, by the
finger introduced into the vagina, as a tubular ridge above the
anterior wall of the vagina.

What is the perineum ?
The space between the vulva and anus, and bounded laterally
by the tuberosities of the ischia.

What is the perineal body ?

It consists of a wedge-shaped band of fibrous elastic tissue, which
stretches across from one ischial tuberosity to the other, and is
interposed between the termination of the vagina and rectum.

What other structures of importance are found in the perineum ?

The transversus perinzi and levator ani muscles, and also fibers
of the sphincter muscles, which are placed about the ends of the
vagina and rectum.
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PHYSIOLOGY.

OVULATION.

What is the function of the ovaries ?
To furnish ova, or eggs, which are the primitive germs of the
human being, and the necessary female element in reproduction.

What is the function called ?

Ovulation.

How early in life does ovulation begir;?

In childhood. (Sinedy and Hausmann found evidence of ovula-
tion in 10 per cent. of infants examined by them.) But it does
not occur with much vigor until womanhood.

0. Ovarian tissue. v. Yolk. z.p. Zona pellucida or vitelline membrane. G.v. Germ-
inal vesicle. G.s. Germinalspot. p.». Discus proligerous. M.G. Membrana granu-
losa. m™.p. Membrana propria.

Where are the ova found ?
In small cystic bodies called ovisacs, or Graafian vesicles (or
follicles), there being usually but one ovum in each ovisac.

How many ovisacs exist in each ovary ?
They are variously estimated from 30,000 to 650,000, but only a
score or so can be observed at any one time.

Describe the ovum when fully developed.
The ovum, when fully developed, is a spherical mass of proto-
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plasm, t15th of an inch in diameter. It is structureless, except
that it contains at one point a small body like a nucleus, called
the germinal vesicle, which in turn contains a smaller body, like
a nucleolus, called the germinal spot. The ovum is surrounded
by a thin envelope of albuminous matter, called the zona peliu
cida, or vitelline membrane, but which is not a distinct membrane
until after impregnation, the ovum itself being called, also, the
vitellus or yolk.

Describe the process of ovulation.

The ovisac, at first very minute, is embedded in the cortical
layer of the ovary. Its wall consists of a layer of cells, called the
membrana propria, within which is found a second layer, the
membrana granulosa. An accumulation of these cells form a
little mound, called the proligerous disk, and in this the ovum is
situated. These cells secrete within the ovisac an albuminous
fluid. While the ovisac increases in size, it also approaches the
surface of the ovary, having then attained a diameter of one-fourth
to one-half of an inch. At this point it sZops growing, while the
fluid continues to be secreted in its interior. This finally subjects
the ovisac and the overlying covering of the ovary to a bursting
pressure ; the ovisac is ruptured, and the ovum, with some of the
fluid and epithelium of the ovisac, is extruded upon the surface of
the ovary.

What happens to the ovisac after the discharge of the ovum?

Several things may occur :—

-

. The entire contents of the ovisac may be extruded, the walls
collapse, and within a week or two a small linear cicatrix only
is left to show that ovulation has occurred.

2. Some blood may be effused into the sac at the time of rupture.
A clot is formed, which is slowly absorbed ; as its hematin be-
comes faded and yellowish, it is called the corpus luteum.

. Should the woman become pregnant, the walls of the ovisac
may continue to secrete fluid. Thisis due to the increased blood
supply which pregnancy occasions; and this leads to.the forma-
tion of a large, yellowish body, called the corpus luteum of preg-
nancy.

w
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What coverings has the ovum when it escapes from the ovisac ?

It is covered externally by a layer of cells from the membrana
granulosa, called the discus proligerous, internally by a thick
transparent membrane termed the vitelline membrane, or, from
the way in which it transmits light it is called the zona pellucida.
The ovum and zona pellucida are not, however, in immediate con-
tact, for between them there is found a space, termed the perivi-
telline space, which permits ameboid movement of the protoplasm
of the egg.

How is the appearance of the ovary affected by age ?

In youth it is smooth ; after repeated ovulation it becomes fis-
sured and wrinkled ; in old age atrophy takes place, and it returns
to nearly its infantile appearance.

What happens to the ovum after its escape from the ovisac?

1. It may drop into the abdominal cavity and perish.

2. It is wafted toward the open end of the Fallopian tube by means
of a current in the fluid bathing the tissues, which current is
caused by the action of ciliated epithelial cells, and is always
directed toward the tube.

3. The end of the tube may, by a spasmodic movement, clasp the
surface of the ovary and draw the ovum into the tube.

4. When in the tube it is passed on to the womb (@) by a ciliary
current, and (4) possibly by peristalsis, and from the womb it
is discharged with the mucus, etc., unless fecundated.

5. It may become fecundated and remain within the mother
until developed into a child.

How often does ovulation take place ?

It is irregular in its occurrence. A number of ovisacs are con-
stantly being developed, with greater or less rapidity, and the
amount of the blood supply of the ovary controls the rate of de-
velopment. Frequent coitus leads to frequent ovulation for this
reason.

What is the usual interval between the discharge of successive
ova?

Usually once a month, because the greatest increase in the
blood supply occurs once a month, during menstruation.
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MENSTRUATION.,
What is Menstruation ?
A periodical disturbance in the female, characterized by—
I. An increase in the vascular tension throughout the body.
2. A special determination of blood to the pelvic organs (or pelvic
hyperemia).
3. A renovation of the uterine mucous membrane.
4. A discharge of blood mixed with mucus from the uterus.

How often does menstruation occur ?

Once every twenty-eight days; but the interval varies in some
women from three to six weeks.

What is the first evidence of menstruation ?

An increase in the vascular tension and a sense of fulness in
the pelvic region, which may be accompanied by pain.

What effect has the pelvic hyperemia on the ovaries ?

By increasing the blood supply it hastens the development of
the ovisacs, and one or more usually rupture at this time.

What effect has the pelvic hyperemia on the uterus?

The uterus becomes larger and softer, and its mucous membrane
undergoes changes as follows: 1. New cells are formed. 2. The
outer layer or layers of epithelium are thrown off. 3. The mem-
brane is turgid with blood and thrown into folds. 4. There is
increased functional activity in the mucous follicles, and a more
abundant secretion of mucus. 5. Some of the superficial capilla-
ries break down, and an oozing of blood takes place.

What is the clinical course of menstruation ?
1. The woman notices a leucorrhea for one or two days.
2. A discharge of blood for three days (average).
3. A continuance of leucorrhea for one or two days.

Is menstruation attended with pain ?

Not normally, but the majority of women experience some de-
gree of pelvic pain, because the parts are hypersensitive, from
some departure from the normal condition. The pain is usually
referred to the ““small of the back;” also to the ovarian regions
and to the hypogastrium. There also may be present sensations
of rapid changes of temperature, chilliness or heat; the bladder
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may be quite irritable, and diarrhea may appear. Some women
become hysterical at these times.

What peculiarities has the menstrual blood ?

. It is blood mixed with epithelial cells.

. It does not coagulate when moderate in amount, because it is

made acid by the vaginal mucus.

How much blood is discharged during menstruation ?

From 3ss to 3iij in all; but the amount varies.

Is the blood during menstruation always discharged from the
uterus ?

No. The uterine mucous membrane sometimes fails to undergo
its usual changes, and weakened capillaries in any part of the
body may break down under the increased vascular tension. Thus
we may have menstrual hemorrhage from the stomach, lungs,
breasts, or any part whatever.

What is this condition called ?

Vicarious menstruation, or xenomenia.

What are the popular names for menstruation ?

To be unwell; to see anything; to be regular; the periods;
courses; sickness; monthlies; turns; changes, and flowers.

What is the object of menstruation ?

To insure the development of ova by a periodical increase in
the ovarian blood supply, and to favor the detention of the ovum
in the uterus by the changes in the mucous membrane.

When do women begin to menstruate ?

As soon as they become women, which period is called puberty.

When does puberty begin ?

It varies, from race, climate, and social condition. The average
is at the age of fifteen years.

What physical signs attend the age of puberty ?

The reproductive organs are fully developed, the breasts enlarge,
the pubes is covered with hair, and the whole form of the girl be-
comes rounded and womanly.

When do women cease to menstruate ?
At about the age of forty-five years, which period is called the
menopaiuse or climacteric, or ‘““the change of life.”
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What symptoms usually herald the approach of the menopause?

Menstruation becomes irregular and finally ceases. Sudden
flushes of heat and cold, and hyperemias of the cerebrum or of
other organs of the body may appear. Some women are quite ill
at this time.

What happens to the reproductive organs at the menopause ?
They gradually atrophy, but the possibility of child-bearing may
continue until the age of fifty-five years (F. Barker).

Does the capacity for child-bearing cease with the menopause ?

Usually it does ; but as ovulation occasionally outlasts the men-
strual function, impregnation may in some cases take place after
the menopause.

Does impregnation ever take place before menstruation begins ?
Ovulation sometimes precedes menstruation, and consequently
such a case is possible.

What is the main function of the uterus ?
To receive the fecundated ovum, and to retain it until it is de-
veloped into a mature fetus.

What is the function of the oviducts ?

To convey the ova to the uterus, and the spermatozoa to the ova.

What is the function of the vagina?

It serves as a duct or outlet for the discharge of the uterine
secretions, including the escape of the child in labor, and also to
admit the male organ, so that the semen may gain access to the
ovum.

What is the function of the external organs?

They are endowed with great sensibility, and are mainly con-
cerned with the function of coitus. The nympha also serve to
direct the stream of urine as it passes from the meatus urinarius.

What is the structure of the breast?

The breast is a gland of the racemose variety, and is composed
of fifteen or twenty lobes of glandular tissue, with a packing
of areolar and adipose tissue. The lobes are compounded of the
lobules produced by the aggregation of the terminal acini, in
which the milk is formed. The ducts of each lobule unite with
each other to form a terminal canal, called the galactophorous
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duct, of which there is one for each lobe (Playfair). These empty
upon the face or extremity of the cylindrical appendage called the
nipple.

What is the areola ?

A circular patch of cutaneous tissue around the base of the
nipple, of pink color in virgins, and darker in those who have
borne children and in brunettes. Itcontains also many sebaceous

F1G. 12.

ACINUS OF MAMMARY GLAND.

glands in addition to the glands or
tubercles of Montgomery or Mor-
gagni. No fat is found beneath the
skin of the areola.
What are the glands of Mont-
gomery or Morgagni ?
Small tubercle-like projections oc-
N cupying the inner circle of the are-
1. Galactophorous duct. ola. They enlarge greatly during

2. Lobuli of the mammary
glands. pregnancy.

What is the nipple ?

The nipple is a conical projection arising from the center of the
areola. It is about half an inch in height.

Of what is the nipple composed ?

Principally of the terminals of the galactophorous ducts, seba-
ceous glands, fat, connective tissue, longitudinal and transverse
muscular fibers, and skin. It has also been supposed by some to
contain erectile tissue.

Affections of the mammary glands will be treated in the chapter
on “ The Period After Delivery.”
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PREGNANCY.

What is pregnancy ?

The condition in which a woman contains a living and growing
fetus.

What are the essential requisites for the occurrence of preg-
nancy ?
1. That a fully matured ovum shall be recently discharged from

the ovary.
2. That male semen shall come in contact with such an ovum

before it leaves the uterus.

What synonyms are given for this act?

Fecundation, impregnation, incarnation, conception.

FiG. 13.

HEAD AND UPPER PART OF SPERMATOZOA.
1. Seen from above. 2. Side view.

What is fecundation ?

The act by which the male semen imparts to the ovum the power
of developing into a fetus.

What part of the semen has this property ?

The spermatozoa; each spermatozosn resembles a ciliated epi-
thelial cell, except in being apparently structureless or homo-
geneous. Each drop of semen contains thousands, all of which
are in constant vibratile motion during life. Their length is about
%50 t0 g5 of an inch.
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How long do the spermatozoa retain their vitality ?

They have been found in full vigor eight days after their intro-
duction into the vagina.

What is the average rate of motion in a spermatozodn ?

About an inch in five minutes ( Henle). ¥

What agents lengthen the life of the spermatozoon ?

Their vitality is promoted by warmth, a slightly alkaline solution,
the secretion of the uterus. It would seem also that it is possible
for them to live for a considerable time in menstrual blood.

What agents destroy the life of the spermatozoén ?

Injection of vinegar, acids generally, strong alkaline solutions,
and bichlorid of mercury in a strength of 1 to 10,000 or 12,000 ;
cold, while retarding their movements, does not kill them.

When is sexual intercourse most liable to be followed by con-
ception ?

During the week following the cessation of the menstrual flow,
the probability being greatest in the earlier days and diminishing
as the week advances.

How and where is contact between the spermatozoa and ovum
brought about?

1. During coitus the semen is ejected against the cervix uteri
and upper part of the vagina.

2. During the orgasm of the female the uterus sucks or pumps
the spermatozoa into its cavity, after which their own vibratile
motion causes them to ascend the oviduct until they meet the
ovum. ¥

3. Fecundation probably occurs most frequently in the oviduct,
but it can occur at any point between the ovary and the os
uteri internum.

Is it necessary for the uterus to aid the entrance of the semen ?
No ; fecundation has occurred when the woman was perfectly
passive, or unconscious, from drugs, drink, or sleep.

What further means are provided for the retention of the semen?
1. During venereal excitement the round ligaments of the uterus
pull it forward and upward. This permits the penis to glide past
the cervix and to deposit the semen in the posterior vaginal
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pouch. When the ligaments are relaxed, the cervix resumes its
former position, and thus retains the semen in the pouch above ;
the spermatozoa may then, at their leisure, enter the uterus.

2. It has also been demonstrated that fecundation can take place
when the semen escapes upon the vulva, so that the whole dis-
tance may be traveled by the spermatozoa unaided.

What changes take place in the ovum after fecundation ?

. When the ovum is mature, two small cells are detached from
the main body of cells; these are called polar globules. It was
formerly supposed that these were associated with the disappear-
ance of the germinal vesicle, but recent experiments have de-
monstrated that the germinal vesicle plays an active part in their
formation. This can take place independently of fecundation.

2. The portion of the ovum remaining after the throwing off of

the polar globules is called the ‘“ female pronucleus.”

—

SEGMENTATION OF THE VITELLUS.

3. Fecundation is effected by the penetration of the head of one
spermatozoon. This is called the ‘“male pronucleus.”

4. The male and female pronucleus coalesce. The ovum is now
called the odsperm.

5. The segmentation of the nucleus and vitellus, 7. e., they both split
into two masses, these into four, and so on until a large number
of segments are formed. (See Fig. 14.)

6. A clear fluid is secreted within the ovum, which presses these
segments to the surface of the ovum, where they form a double
layer of cells, differing somewhat in size, The outer and largeris
termed the epiblast, and the inner and smaller .the hypoblast.
Together they are known as the blastodermic vesicle.

7. There then appears upon the outside of the vitellus, a small






Diagram of the fetal membranes (structures which either are, or have been at an
earlier period of development, continuous with each other are represented by the same
color). In the center of the ovum can be seen the embryo itself. The diagram also
shows the manner in which the three embryonic layers form the new being.

Red, Epiblast; Bl/ue, Mesoblast; Ve/low, Hypoblast.
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oval elevation, surrounded by a depression, which is called the
area germinativa.

8. There appears in the area germinativa a small, dark line,
called the primitive trace. About this line will be grouped the
various parts of the embryo, the rest of the ovum serving only as
a covering and for nutriment. (See Fig. 15.)

9. A covering for this trace or embryo is now formed. Thus far
the vitelline membrane has been sufficient. The embryonic line
sinks into the center of the ovum, while the edges of the exter-
nal blastodermic layer about the area close around it, inclosing
it in a sac called the amnion. Between the amnion and the
embryo, fluid at a later period is deposited ; this constitutes the
liquor amnii. (See Fig. 16.) The vitelline membrane then dis-
appears.

F1G. 16.
THE OUTER LAYER OF CELLS SECTION OF OVUM,
N Shows embryo sinking in
The primitive trace in the toward the center of the ovum,
center of the area germina- and the way in which the
tiva. amnion is formed.

What is the mesoblast ?
A line of cells developing later between the epiblast and hypo-
blast.

What are formed from each of these layers?

1. From the epiblast, the epidermis, hair, nails, the epithelium of
the mouth, nose, and of the cloaca, glands_of the skin, brain,
and spinal cord, and organs of special sense.

2. Hypoblast ; epithelium of walls and glands of intestines, epithe-
lium of lungs and air passages.

3. Mesoblast furnishes the corium, muscles, bones, connective
tissues, muscular layers of digestive tract, blood-vessels, and the
genito-urinary system.
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How is the chorion formed ?

The outer surface of the external blastodermic layer, or that
part which did not follow the embryo within the ovum, now be-
comes covered with small, shaggy tufts, which are the primitive
chorial villi.

What is the allantois ?

A vascular mass, called the alantois, shoots out from the mid-
dle of the embryo, and when it has reached the inner surface of
the ovum, spreads out, carrying loops of blood-vessels into the
villi of the chorion.

Fi1G. 17. F1G. 18.

VILLI OF CHORION. Same as Fig. 17 but seen with a high
power.

In what manner, then, does the embryo receive its nourishment?
. Before the formation of the allantois, the nutriment needed for
growth is furnished (@) by osmosis of fluids from the tissues of
of the mother into the ovum, and () by the fluid materials of
the ovum contained within the internal blastodermic layer.
While the allantois is formed, this internal layer contracts, its
shrunken bulk constituting the wmbilical vesicle, which finally
disappears. (Fig. 20.)

2. By the time the allantois is fully formed, if not before, the ovum

—
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has reached the womb. Its villi, thus provided with blood-ves-
sels, become enlarged and arborescent over that part of the ovum
which is in contact with the uterine wall, but atrophy and dis-
appear from the rest of its circumference.

. When the ovum has reached the uterus, it is detained in a fold
of mucous membrane. The edges of the fold grow over the
ovum, so as to give it an additional covering of mucous mem-
brane, called the decidua reflexa.

. When the ovum is thus fastened to the uterine wall, the chori-
onic villi increase in size, and form attachments to the uterine
wall underneath it, forming the placenta, by which a definite

FiG. 2o0.

THE AMNION NEARLY COMPLETED. THE AMNION COMPLETED.
The allantois carrying blood-vessels a. The allantois completed, having
to the circumference (a). carried vessels into all the projections
(villi) of the chorion. 4. The umbili-
cal vesicle.

vascular connection is established between the embryo and
mother.
5. The placenta being formed, the embryo is suspended in the
amniotic sac by a cord reaching to the placenta, called the fuzzs,
or umbtlical cord, and continues to develop to the end of preg-
nancy.

What coverings has the embryo at the period when placental

circulation is established ?

First, the amnion, the membrane nearest the fetal body.
Second, the chorion.

7hird, the decidua reflexa and the general uterine wall.
D
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What is the length of time taken by the ovum in passing
through the oviduct to the uterus?
From seven to ten days.

What is the size of the ovum on its entrance into the uterus?
From 45 to s of an inch.

What changes in the mucous membrane of the womb follow
fecundation ?

1. The mucous membrane of the womb becomes hyperemic and
hypertrophied ; it develops new and soft connective tissue, and
is thrown into folds. In this thickened state it is called the
decidua vera, or uterine decidua. (This occurs whether the
ovum enters the womb or not.)

2. When the ovum enters, adjacent folds grow over it, forming
the decidua reflexa, or ovular decidua. As the ovum increases
in size, the decidua reflexa becomes united or welded with the
superficial layers of the general mucous membrane, or decidua
vera (about the fourth month).

3. That part of the membrane directly under the ovum, and to
which the placenta is attached, undergoes greater changes, and
is called the decidua serotina, or placental decidua.

What is the nature of the placenta?

1. The villi of the chorion enter depressions in the decidua sero-
tina, and bands of connective tissue unite the decidua and villi.

2. The venous sinuses under the serotina increase greatly in size,
and the villi, by pressure and erosion, finally dip into them. As
a result, we have a flat, cake-shaped mass, mainly composed of
blood-vessels, which serve to convey nutriment from the mother
to the child.

Does the maternal blood enter the circulation of the child ?

No. The fetus derives nutriment by endosmosis, through the
delicate walls of the villi floating in the maternal sinuses—like the
rootlets of a plant—absorbing the elements needed for growth,
and discharging effete products by exosmosis. According to some,
the villi dip into crypts or depressions of the decidua serotina and
not into the sinuses, and absorb a secretion called wZerine milk,
which is furnished by these crypts.
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What other function has the placenta ?

That of respiration. The fetal blood is oxygenated in the
placental tufts.

What is the funis or umbilical cord ?

The veins of the placenta ultimately unite in a single vein,
which passes to the umbilicus of the fetus. Two arteries pass
from the fetus to the placenta, and are wound spirally about the
vein. These three vessels are imbedded in a substance called
Wharton's gelatin, and covered by a membrane derived from the
amnion. The whole is called the funis, or umbilical cord.

What are the knots in the funis ?

The fetus in its active movements sometimes passes through a
loop of the funis, and this, when drawn tight, forms a true knot.
False knots are mere knobs or masses of Wharton's gelatin,
formed at intervals along the cord.

What are the dimensions of the placenta and funis at full term ?

The placenta is about nine inches in diameter, and weighs one
pound. The funis averages about twenty inches, the extremes
being from three to forty inches in length.

Describe the fetal circulation.

The blood is propelled from the left ventricle of the fetus through
the aorta and iliac arteries to the point where the umbilical arteries
are given off; through these to the placenta, and back again
through the umbilical vein, to the liver, where most of the blood
passes through the portal circulation and empties by the hepatic
vein into the wena cava,; the remainder, passing through the
ductus venosus, empties directly into the vena cava without passing
through the liver. From this it enters the right auricle, and is
deflected by the Eustachian valve, through the foramen ovale,into
the left auricle, and thence into the left ventricle. The blood,
returning from the head and upper extremities, passes from the
right auricleto the right ventricle ; to the pulmonary artery through
the ductus arteriosus, into the aorta. It will be noticed that the
venous blood of the fetus is more oxygenated than the arterial.
After birth the foramen ovale closes and the peculiarly fetal vessels
disappear.
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What is the liquor amnii ?
A clear, slightly saline fluid, secreted from the inner surface of
the amnion, and in which the embryo floats.

How much liquor amnii is found at full term ?
From half an ounce to several pints—f3iv on an average.

How large is the ovum (and fetus) in different months ?

By the end of the first lunar month of pregnancy the ovum is
about the size of a pigeon’s egg.

End of 2d month, size of a hen’s egg ; fetus an inch long.

S iad e goose Ui 4
S qths e Bathie Metusiisi6io inches long.
srsncth Gt gt 7 -10Y% pr
Eige6th. o g fepds 11 -13 o
fos 7 than s 13.7 -1§ £
G peth fhr. gt 15 -17 -
Eeasotht i 16 -17% o8
g8 Tothe® o 17%-18Y% 4

[According to Schroeder.] American children are usually
larger at birth.

How soon can the sex of a child be recognized ?
Not certainly until dw7ing the fourth month.

What is vernix caseosa ?

An unctuous sebaceous secretion covering the skin of the child
for the purpose of lubricating it for delivery. It does not appear
until the seventh month.

What is meconium ?

The dark-green, semi-fluid contents of the fetal intestine, cor-
responding to fecal matter in the adult. It contains granular
bodies, called meconium granules, the presence of which is char-
acteristic of meconium.

What changes occur in the womb itself during pregnancy ?

It greatly enlarges, to accommodate the growing ovum, and at
the end of pregnancy has a weight of two pounds, and its cavity
is a foot in diameter. The cervix enlarges but little (not more
than one-half), and its cavity remains separate until the last week
or weeks of pregnancy, when the os internum is stretched open and
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the two cavities of the cervix and fundus become one.

The tissue
of the cervix becomes softer to the touch.

What changes in position does the womb undergo ?

During the first month the increased weightof the uterus causes
it to descend somewhat in the pelvis, or become prolapsed.

Fi1G. 21.

XXVIIT—

XXV

End of 2d mo. Still low in the pelvis, and unusually anteverted.

Bimanual touch shows it to be as large as a
small orange.
£ 3d “  The same, but as large as a child’s head.
“  4th ¢ Funduscan be felt just above the symphysis, and
being too large for the pelvis, it now ascends.
Fundus midway between umbilicus and sym-
physis,

“ Sth “
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End of 6th mo. Fundus at level of umbilicus.

£ 7th i 2 to 3% finger breadths above umbilicus.

“ Sthie " I to 2 finger breadths below ensiform
appendix.

S wigth e o touches the ensiform appendix.

4 LTotheas 5 has descended to same position as in

eighth month.
Why does the fundus of the uterus descend during the last
month ?
Because the cavity of the cervix is added to that of the fundus
at that time, and the contents of the womb settle toward the pelvis,
leaving more room above.

ABNORMAL PREGNANCIES.

MULTIPLE PREGNANCY.

How many children may a woman have at one time ?

Two, or twins; three, or triplets; four, or quadruplets; five, or
quintuplets.

How frequently do multiple births occur?

Twins, once in eighty-nine cases; the others are rare, and any
over five are apocryphal.

How are multiple pregnancies caused ?

1. Two or more ova may be fecundated and simultaneously de-
veloped.

2. Two primitive traces may appear on one ovum, and each
develop an embryo.

These two causes may be combined in the case of triplets, etc.

How may the cause be demonstrated ?

Twins developed from separate ova will each have its own
placenta and membranes; from a single ovum will have a single
placenta, and usually but one set of membranes, though there may
be two amniotic sacs.

What is superfecundation ?

The fecundation of two ova at different times, 7 ¢., with an
interval of several hours, or even days.
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How is this demonstrated ?

By cases in which a woman has borne twins, one white, the
other a mulatto, from separate intercourse with a white man and
negro.

What is superfetation ?

The fecundation of a second ovum after a first ovum has
entered the uterus. It may occur during the first four months of
pregnancy, or before the decidua reflexa and decidua vera have
become united.

How is this demonstrated ?

1. By cases in which the birth of a fully-developed child has been
followed by a second birth, after an interval of one, two, three,
or four months.

2. By the expulsion at one birth of a fully-developed child and a
fetus evidently one or more months less advanced in develop-
ment.

What is the clinical course of twin pregnancy?
1. Both children may be safely carried to term.
7k o i ‘“  prematurely expelled.
3. One twin may be prematurely expelled and the other remain
until born at term.
4. One twin may die in utero and be retained until the birth of the
other.
What is a fetus papyraceus ?
A twin dying in uteroat an early period may be partly desiccated,
and compressed by the growth of the other twin, being flattened
and parchment-like in appearance.

What is a lithopzedion ?

A dead child may be infiltrated and encrusted by calcareous salts
until it is stone-like in appearance. This occurs only after long
retention in extra-uterine cysts.

ECTOPIC OR EXTRA-UTERINE PREGNANCY.

What is extra-uterine pregnancy ?
Pregnancyin which the fetusis developed in some other locality
than in the uterus. 5
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What are some of the causes of ectopic pregnancy ?

Broadly speaking, it may be produced by any condition which
prevents or renders difficult the passage of the ovule to the uterus,
but which at the same time is not sufficient to keep the ovule from
being impregnated by the spermatozoa. The most common causes
are old inflammations which have destroyed the cilia of the tubes
or small polypoid growths obstructing their lumen. They also
appear in old primiparae, and in those who have been previously
sterile. Fright during coition has also been given as a cause.

How is it classified ?

1. The ovum, after fecundation, may remain in the ovisac and be
developed in the ovary, called ovarZan pregnancy.

2. The fecundated ovum may be arrested in the Fallopian tube,
and be there developed, called 7zxéa/ pregnancy. This is the
most common form.

3. It may be arrested at the junction of a tube and the uterus (the
narrowest part), and be developed partly in the womb and partly
in the tube, called Zubo-uterine or interstitial pregnancy.

4. It may drop from the ovary into the abdominal cavity, and be

there developed, called abdominal pregnancy.

. The ovum may develop in one horn of a bicornate uterus.

. It is also possible for the impregnated ovum to develop up to

a certain stage in a hernial sac.

[e ¥,

Are ovarian and abdominal pregnancies common ?
No, they are extremely rare; indeed, the most recent investiga-
tions throw a doubt on their existence as a primary condition. -

What effect has extra-uterine pregnancy on the womb?

It enlarges as in normal pregnancy, up to the fifth month, and
its hypertrophied mucous membrane or decidua is cast off in one
piece, in several pieces, or in flaky shreds, at from the second to
the fifth month.

What are the symptoms of extra-uterine pregnancy ?

1. The symptoms of pregnancy in general.

2. The presence of a cystic tumor in the abdomen, usually to be
felt also in Douglas’ cul de sac.

3. The enlargement of the womb, and

4. The displacement of the womb by the tumor.
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Irregular, sanguineous discharges from the womb.

6. The expulsion of the enlarged uterine mwucous membrane

7/

(decidua).
Pain, irregular in occurrence, and of intense character.

What points are especially important in diagnosis ?
A rapidly growing tumor in Douglas’ cul de sac, with an en-

larged but empZy womb, from which portions of decidual mem-
brane have passed, can be nothing else than an extra-uterine cyst.
The pain, if present,is characteristic. Abdominal pregnancy may
proceed to term without exciting any suspicions of its presence.

—

What is the termination of extra-uterine pregnancy ?

. Rupture of the cyst occurs in 35 per cent., followed by internal

hemorrhage, shock, peritonitis, and usually .death.

. The pregnancy may continue until full term, the child dies and

(@) the tumor is partially reabsorbed, and remains innocuous, or
(6) inflammation supervenes, and the child is decomposed and
evacuated by ulcerationr into the rectum, vagina, bladder, ab-
dominal walls, or uterus—the ‘'woman running the gauntlet of
peritonitis, septicemia, pyemia, etc.

When does the rupture of the cyst occur?

In the first half of pregnancy ; seldom in second half.

What is the treatment where rupture has occurred ?

If sure of the diagnosis, open the abdomen by an incision, ligate

bleeding vessels, and remove all blood and fluids.

—

8]

—

What is the general treatment of extra-uterine pregnancy ?

. If discovered in the first half of the course, arrest it by destroy-

ing the vitality of the ovum.

. If in the second, operate as in ovariotomy, in hope of saving the

child, and as near term as possible. (This is the most modern
treatment and is regarded as the best.)

. If the child is dead, await developments, and interfere only

when inflammation, abscess, or other complications demand
treatment.

How can it be arrested ?

By the faradic current of a battery.

. An electrode, insulated except at its tip, is to be applied to the

tumor, as felt in Douglas’ cul de sac, per vaginam. The other
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electrode is applied to the upper part of the tumor through the
abdominal walls. The choice of poles is immaterial.

2. A moderate current is to be passed through the tumor, and
gradually increased ; the application to be made for an hour, and
repeated every day for at least six days. The galvanic current,
with negative pole in vagina, pressed against the tumor, while
the positive is placed on the abdomen.

3. A large dose of morphia should be given before each applica-
tion of the battery. Injections of strychnine have also been
made into sac, in the hope of destroying the life of the fetus.
This treatment is certain if enough electricity is used, and for a

sufficient length of time. No other treatment is either certain or

safe.

What becomes of the tumor after its arrest ?

It is rapidly absorbed, and becomes so small as to be inappreci-
able and innocuous.

What caution is necessary in opera.ting surgically for the re-
moval of the child ?

The placenta must not be removed, because there is no contract-
ing uterus to check hemorrhage after its detachment. It must,
therefore, be allowed to remain, and become separated by the
sloughing process.

What do we understand by missed labor ?

It is a condition in which the fetus is retained in the uterus for
any length of time beyond term. Usually some of the earlier
symptoms of true labor come on, but do not continue. The fetus
generally dies.

HYDATID PREGNANCY.

What is hydatid pregnancy?

Pregnancy in which cystic degeneration of the chorionic villi
occurs, caused by a hyperplasia of the mucous tissue, normally
forming the fundamental structure of the villi and giving rise to
what is called a hydatiform mole.

1. The villi are converted into cysts arranged like bunches of
grapes, in size from a hemp seed to a bean.
2. The embryo dies and is absorbed.
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3- The uterus is finally filled entirely with small cysts, whose
average size and appearance is that of a white currant.

What is the microscopical
appearance of these cysts?

Their surfaces show the usual
epithelium of the villus, but be-
neath this is a delicate layer of
cells, spindle or stellate in charac-
ter. These enclose the gelatinous
semi-fluid masses which are pro-
duced by a myxomatous degener-
ation of the cells. The blood
supply of the vesicles is generally
much decreased. A secondary
increase of the fibrous portion of
the villi sometimes occurs.

What are its symptoms and
termination ?

1. The pregnancy begins nor-
mally, but in the second or
third month—

2. A sudden and rapid increase
in size of the uterus occurs,
accompanied—

3. By pain and irregular dis-
clarge of blood and water.

4. Labor supervenes and the mass of cysts is expelled.

It should be remembered that true hydatids (ecchinococci) may
occur in the uterus, but not as a result or accompaniment of preg-
nancy.

What secondary dangers have resulted from this condition ?

Destruction of uterine tissue by penetration of the diseased villi
into the sinuses, causing adherence of the placenta. Perforation
of the uterus may occur. Uterine rupture has followed this disease.

What is hydrorrhea ?
A watery discharge from the uterus, from—
1. Hydatid pregnancy.
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2. A tear in the fetal membranes at a point remote from the os
uteri, with gradual leaking of liquor amnii.

3. Probably from a watery Secretion, or transudation from the
uterine mucous membrane, caused by increased proliferation
of the uterine glands of the decidua vera.

MOLE PREGNANCY.

What is mole pregnancy ?
I. At some time during the first three months of pregnancy a
hemorrhage takes place in the ovum.
. The embryo is destroyed and disappears, while the vitality of
the chorion is maintained for several weeks or months.
3. Labor supervenes, and a fleshy, laminated mass or mole is
extruded, in which close search will always reveal chorionic villi
and patches of the fetal membranes.

N

SPURIOUS PREGNANCY.

What is spurious pregnancy ?

Called also pseudocyesis, is a condition in which some of the
symptoms of pregnancy are present, especially enlargement of the
abdomen, changes in the breasts, and subjective feeling of the
fetal movements, the woman not being pregnant. It is to be dis-
tinguished from fezgned pregnancy.

How may it be disposed of ? ;

A vaginal examination shows the womb to be unenlarged, and
the administration of ether will cause the abdominal enlargement
to suddenly disappear, when not due to increase of fat in the
abdominal walls. It sometimes terminates in spurious labor, a
condition in which the clinical phenomena of labor are present
in some degree.



PREMATURE LABOR. 53

PREMATURE LABOR.

What is meant by abortion, miscarriage, and premature labor ?

Abortion is properly the premature expulsion of the fetus before
it is viable; when occurring during the first three weeks it is
known as ovular; up to the fourth month embryonic ; after the
fourth month fetal abortion. It is also subdivided into sponta-
neous and artificial, the latter including () therapeutic, (8) criminal.
Premature labor is the expulsion of the fetus after viability, but
before full term. The older writers restricted the term abortion to
the period before quickening (the child not being supposed to be
living until then), and miscarriage to the period between quicken-
ing and viability. The term miscarriage is now usually applied.
to expulsion of the product of conception between the fourth and
seventh months or after the placenta is formed ; after that time it
is known as premature labor.

What is meant by the term viable?
A child born after seven lunar months of pregnancy may live,
and is called viable—liveable.

What are the causes of spontaneous abortion ?
Disease or injury (1) to the ovum or fetus, ovular,
Disease or injury (2) to the mother, maternal, }as
Disease in the father (3), paternal,

(1) Ovular—

(a) Syphilis.

(¢) Placental apoplexy and detachment, from hemorrhage.

(c) Placental degeneration; amyloid or fatty (cystic, wide
hydatids).

(d) Dropsy of amnion.

(¢) Violence, accidental rupture of the membranes, etc.
The death of the fetus from any cause is not always fol-
lowed by its premature expulsion.

(2) Maternal—

(@) Hyperemia of the pelvic organs from over exercise, coitus,
lifting, use of sewing machine, displacements of the uterus.

(6) Irritation of the uterus, as from tumors, mental shock,
high temperature in fevers.
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(3) Paternal—
(@) Syphilis.
(6) Coitus.
When may artificial abortion or premature labor be performed?
Where, after due consultation, it is determined, that, in the first
case the mother’s life, and in the second, the lives of either mother
or child, or both, are in danger.
Name some indications for therapeutic artificial abortion?
Eclampsia, obstinate uncontrollable vomiting of pregnancy, bad
and persistent cases of albuminuria, extreme pelvic narrowing,
advanced cases of uterine tumors, placenta previa. Premature
labor may be induced in cases of pelvic narrowing, where for any
.reason symphysiotomy cannot be performed at time, where
eclampsia is present or expected; in cases of habitually large
fetal head or premature ossification of cranial bones; and in any
condition gravely threatening the life of mother and child. (For
method of inducing premature labor see chapter on ‘“ Induction of
Labor.”)
What are the symptoms of abortion?
1. Pain, more or less constant, felt in the back, hypogastrium, or
ovarian regions.
2. Uterine contractions.
3. Hemorrhage.
4. Dilatation of the os uteri, with softening of the cervix.

What are the dangers of abortion ?
1. Hemorrhage ; often great, because of the difficulty with which
the ovum is separated from the womb.
. Retention of the placenta, in whole or in part, with subsequent
septicemia, hemorrhage, and other dangers.
3. The womb is apt to remain enlarged (see Subinvolution), and
uterine disease may result.
4. Pelvic and peritoneal inflammation are more common after
abortion.

[§)

When are the dangers of abortion most experienced ?

In the middle third of the pregnancy. In the first three months
the ovum is usually expelled entire, and the chief danger is from
hemorrhage during the slow process of dilating the os uteri. In
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the next third, the attachments of the placenta are firmer Fic. 23.

than at any other time ; the fetus is first expelled, and the
placenta often expelled with great difficulty and piecemeal,
combining all the risks at their greatest. In the last three
months the process differs but little from normal labor,
except in being slower.

What are the chief indications for treatment ?

. If patient is seen in time, rest in bed, cold drinks,
hypodermic injections of morph. sulph. gr. %4, and a
light diet. The cause should be searched for and treated.
Failing in this, the indications are :—

2. To control hemorrhage.

3. To secure complete expulsion of the uterine contents.

—

How is hemorrhage to be managed ?
. By applying a tampon until the os is sufficiently dilated.
2. By securing complete delivery and stimulating uterine
contractions.

—

How is retained placenta to be managed ?

The placenta must be detached by the fingers or curet,
as soon as possible after the expulsion of the fetus. If
pressure is made by one hand in the hypogastric region,
the womb can usually be forced down low enough to
enable the finger to reach to the fundus. A very good
method of removing the placenta is by gently scraping it
from the uterus by means of the douche curet of Braun,
a hot antiseptic fluid of carbolic acid 1:40 or creolin 3ss
to the quart being passed from a fountain syringe through
the curet during the operation. A strip of antiSeptic
gauze should be carried to the fundus and the vagina
tamponed carefully.

What rule should guide us in difficult cases ?

To persevere in efforts to remove the placenta as long as
we are sure that our efforts are less injurious than allowing
it to remain.

What is to be done when the placenta cannot be re-
moved ?

1. Use frequent antiseptic injections.
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2. Employ remedies to guard against inflammation and septi-
cemia.
3. Renew the efforts to remove the placenta every day.

THE SIGNS OF PREGNANCY.

What are the signs of pregnancy ?

The symptoms and physical signs caused by the changes taking
place in the woman, and by which we recognize the occurrence.

How may they be classified ?

I. Into certain and presumptive, or
2. Into objective and subjective, or
3. According to their etiology, viz:—
I. Signs due to the increase of vital activity.
1T s & - developmentiofitthe womb:
B H S {8 O presencelofiaifetis:
LVias. 5i “ “  unequal development of the general and

generative systems, or semi-pathological signs.

What do we understand by the objective, or certain signs of
pregnancy ?

They are those which the obstetrician can see, feel, and hear for
himself, by the use of various scientific methods.

What are the subjective signs of pregnancy ?

Those which are given us by the words of the patient herself.

What are signs due to an increase of vital activity ?

The pregnant condition requires that the woman shall supply,
not only the needs of her own organism, as before, but shall also
build up from ten to twenty pounds of highly organized tissue,
viz.: the child and its envelops. Z%erefore, she will need more
blood, and, in general, all the vital forces must be increased. This
is brought about by the sZmulus of fecundation, and results in (@)
increase of appetite, (&) weight, (¢) vigor, and, perhaps, (#) sexual
appetite. She must eat more in order to make more blood ; the
increased blood supply will increase her weight and general vigor,
while locally the hyperemia of the pelvic organs will cause, at
first, an increase in the sexual desire.
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Is this class of signs always present in pregnancy ?

No. The general system may fail to respond to the stimulus of
fecundation, and these signs will be absent or defective, being
replaced by the fourth class.

What signs are due directly to the development of the womb ?

1. The descent of the womb, due to its increased weight, causes
the abdomen to become smaller and flatter during the first
month or two. The umbilicus also becomes deeper, for the
same reason.

2. Afterward the womb enlarges at a particular rate, differing from
that of other tumors. (See page 45.)

3. Certain changes occur in the cervix, vagina, and external
organs.

What changes are found in the cervix ?

It becomes sof7er and deeper red in color. The ascent of the
uterus and retraction of the vagina gives the sensation of skorten-
ing, though in reality it becomes longer. Some increase in the
mucous secretion of its cavity is also noticed.

What changes occur in the vagina and external organs ?

The increased blood supply causes the vagina to become deep
red or violet in color ; the external organs are somewhat enlarged,
and the perineum is doubled in its antero-posterior measurement,
during pregnancy.

With what other things may the pregnant womb be confounded ?

The enlargement of the abdomen may be due to fiéroid, ovarian,
and other pelvic tumors; to ascites, flatulence, or even excessive
deposits of fat in the abdominal walls or mesentery.

Give differential diagnosis between fibroid tumors and preg-
nancy. -

In fibroids, palpation shows the uterus to be hard, resisting,
and irregular in shape. Menstruation is present, often profuse.
The fetus cannot be outlined, nor its heart-sounds heard ; they are
of slow growth. In pgregnancy, the uterus is more regular in shape
and growth; menstruation is generally absent; the growth is
rapid ; fetal heart-sounds can be heard, and the fetus outlined by
palpation.

E
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Between ovarian cyst and pregnancy.

An owarian cyst is apt to be unilateral in location, its growth is
slow, and the general health is bad, as is shown in the face and
form of the patient. Fluctuation and signs of fluid are present;
menstruation present. The objective symptoms of pregnancy are
absent. In pregnancy, the tumor is median in position; grows
more rapidly ; the health is generally good ; very little or no fluc-
tuation, except in hydramnios, when the fluctuation is principally
in the upper part of the abdomen ; subjective and objective symp-
toms present.

Between ascites and pregnancy.

In ascites there is general fluctuation, percussion dulness in-
creasing from above downward. When patient is lying on her
back, it is clear in the median line, becoming dull as we proceed
toward the flanks. Subjective and objective signs of pregnancy
are absent. In pregnancy, fluctuation is absent, except in hydram-
nios; percussion shows dulness in the median line, clear at the
flanks ; dulness remains constant.

Between excessive deposits of fat in the abdominal wall and
pregnancy.

The first occurs late in life ; the patient shows similar deposits of
fat in other parts of the body; objective and subjective signs
absent.

What changes are due indirectly to the development of the
womb?

Lines from distention, a median brown line, the cessation of
menstruation, contractions of the uterine walls, and certain changes
in the breasts.

Are these signs found only in pregnancy ?

Each one of them is found to accompany other conditions, but
when all or many of them are present, they furnish strong pre-
sumptive proof.

What are lines from distention ?

Called also Zinee albicantes, they are small patches of shining
tissue, whiter than the surrounding skin, found on the lower part
of the abdomen, especially in the iliac regions, upon the flanks,



THE SIGNS OF PREGNANCY. 59

thighs, and sometimes upon the breasts. They look like small
‘““gores " inserted in the skin, or like cicatricial tissue. Average
size one inch long and one-quarter inch broad.

Are they due to distention or stretching of the skin ?

Being found on the thighs, and also in young girls with rapid
development of the hips, they are probably due only to rapid
growth of the skin. They rarely disappear, and are, therefore,
only of value in a first pregnancy.

What is the median brown line?

A narrow, brownish discoloration of the abdominal skin, ex-
tending from the symphysis to the ensiform appendix, in the
median line, and of little value as a sign of pregnancy.

Is menstruation always suspended by pregnancy ?

In the great majority of cases. Some women continue to men-
struate for a month or for several months; a very few menstruate
throughout pregnancy; a few cases are recorded in which the
women menstruated only when pregnant. As the decidua reflexa
is not usually united to the vera for the first three months, there
may be a menstrual hemorrhage from the womb during that time ;
but it is probable that any bloody discharge from the genital tract
after the first month of pregnancy is not a true menstruation, but
a hemorrhage, and an indication of threatening abortion. The
real reason for the cessation of menstruation is the effect which
fecundation produces upon the system.

Is menstruation stopped by other things than pregnancy ?

It often ceases for a few months in newly-married women, and
may be stopped for one or more periods by mental emotion,
change of climate, especially if following a sea voyage, acute or
chronic disease, and especially by phthisis.

What is meant by contraction of the uterus during pregnancy? -

The walls of the uterus are always in a state of intermittent
contraction. Hence the hand of the physician placed on the
abdomen of a woman may detect them (the womb becoming
harder) every twenty or thirty minutes (Braxton Hicks).

What changes occur in the breasts ?
1. They may become enlarged.
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2. Pain or discomfort may be felt.

3. They may contain milk, which can be pressed from the nipple.

4. The nipple and areola become darker (sometimes almost black).

5. A circular ring of dark splotches may be developed at a short
distance from the areola, called the secondary areola, developed
after the fifth month.

6. The sebaceous follicles about the areola become enlarged, and
contain sebaceous matter.

7. Linea albicantes may appear on them.

One or more of these changes are a/ways present in pregnancy,
though any of them may occur in other conditions. Their gresence,
therefore, is of less importance than their abdsence, in settling a
diagnosis.

What are the signs due to the presence of a fetus?
. The sounds of the fetal heart.
. Fetal movements.
. Fetal parts found on palpation.
. The utero-placental souffle.
. The funic souffle, and
. Ballottement.

ANVt B W N -

What is meant by the fetal heart sounds ?

At any time during the latter half of pregnancy, the beating of
the fetal heart may be heard by placing the ear (or stethoscope)
over the abdomen of the mother, being distinguished from the
maternal pulsations by difference of rhythm.

What does the sound resemble ?
The ticking of a watch under the pillow, with a rate of 115-160
pulsations per minute.

Where and when are heart sounds best heard ?

When at the earliest period (about the fourth month) at which
the heart sounds are audible, they are best heard over the fundus
uteri; after that time the point of maximum intensity varies with -
the position and presentation.

Where are they best heard in the various presentations ?
The abdomen being divided into four parts by two imaginary
lines, one extending from the ensiform cartilage to the pubes, the
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other, the transverse, dividing the uterus into two equal parts; in
vertex presentations the heart sounds are best heard below the
transverse and to the left or right of the perpendicular line.

In Face presentations, on the transverse, and to the left or right
of the perpendicular line.

In Breech presentations, usually to the left or right of the central
line and somewhat higher than the corresponding vertex presenta-
tion would be.

In Shoulder presentations the heart sounds are usually heard
on or near the perpendicular line.

What are the fetal movements ?

The fetus moves about freely, and strikes out with feet and
hands against the uterine wall. If the hand of the observer is
placed upon the mother’s abdomen, these slight blows may be
felt. If not felt at once, they may sometimes be produced by
wetting the hand in cold water and applying it suddenly to the
abdomen. This causes contraction of the uterus, which incon-
veniences the fetus and causes it to make demonstrations.

When can the fetal movements be first felt ?
Not until after the fourth month, or until the uterine and ab-
dominal walls have come in contact.

Can the fetal movements be simulated by anything else ?

Some women have the power to contract their abdominal
muscles suddenly and irregularly, so as to simulate the fetal move-
ments. Such instances are rare. Women often deceive them-
selves into feeling the fetal movements when they are not preg-
nant,

What is palpation?
This consists in gentle manual pressure made with both hands
for the purpose of ascertaining the position of the fetus in utero.

How is palpation performed ?

The woman after having her bladder emptied and the rectum
thoroughly evacuated either by an enema or purgative, lies on a bed
with limbs extended, the abdomen being covered only by a sheet.
The physician, standing at the side of the bed, places his hands
with the palms together, the ulnar side down, the finger tips being
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immediately above the mons veneris. The hands are now grad-
ually separated and passed upward along the abdomen, gently
pressing and outlining the fetus between them.

How are the different fetal parts recognized by palpation ?

The head can be recognized as a hard globe more or less mov-
able; the breech as a larger, less movable, body at some distance
from the head; in its neighborhood small movable bodies, the
feet, can be felt. Between the head and breech a ridge, hard and
little movable, can be made out; this is the back of the fetus.

What is the utero-placental souffle ?

A bruit or whirring sound, which may sometimes be heard in the
abdomen. It is variously supposed to be produced in the uterine
sinuses, the placental circulation, the uterine or hypogastric
arteries, and elsewhere. It is heard also in some fibroid tumors.
It is of little use as a positive sign of pregnancy.

What is the funic souffle ?

A similar but less intense bruit, synchronous with the fetal heart,
and supposed to be produced in the vessels of the funis. It is
rarely heard.

What is ballottement ?

If, when the woman is in the erect posture, a finger (introduced
into the vagina) is pushed suddenly against the anterior wall of
the womb, the fetus, if present, will first be pushed up into the
liquor amnii, and will then drop back. If the finger is held in
position, the return of the fetus to its resting place may be felt and
recognized. The maneuver is called ballottement, and may be
practised between the third and fifth months, inclusive.

What is quickening ?

The time at which the mother first feels the fetal movements.
The escape of the uterus from the pelvis (which is a requisite for
feeling the movements) is sometimes sudden, and attended by
peculiar sensations and faintness.

What is Braxton Hicks’ sign of pregnancy ?

Intermittent uterine contractions felt when the hand is placed
on the abdomen. They are felt about the end of the third
month.
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What is Hegar's sign of pregnancy ?

With one finger in the rectum and the other hand applied to
the abdomen, the body of the uterus above the utero-sacral liga-
ments is found to be softened.

What are the semi-pathological signs of pregnancy ?

1. When the general system fails, in whole or in part, to respond
to the stimulus of fecundation, the mother’s blood has a double
call upon it, and is either diminished in quantity or deteriorated
in quality.” This leads in turn to the imperfect nutrition and im-
poverishment of the nerve centers and of various organs, and as
a result we may have such symptoms as :— '

(a) Morning sickness.

(6) Protracted vomiting.

(¢) Neuralgia.

() Neuroses and mental disturbances.

(¢) Dyspepsia.

2. Ordinarily the growing womb finds a sufficient amount of
room to expand in, but it sometimes, owing to natural defects,
corsets, etc., exercises injurious pressure upon its surroundings,
causing :—

(2) Difficulties in micturition.

() Constipation and hemorrhoids.

(¢) Albuminuria and edema.

(a) Dyspnea. :

3. From excess of natural functions we may have (@) plethora,
(£) salivation, (¢) hirsuties, (#) chloasma.

What is the condition of the blood during pregnancy ?

It is found to be more watery, its serum being deficient in
albumin and the number of colored corpuscles considerably di-
minished. It is usually considered that the fibrin increases at this
time.

What is morning sickness ?

Nausea and vomiting, just after rising in the morning. It is usu-
ally limited to the early months of pregnancy, or when the volume
of blood is not yet increased, although there is not enough for
mother and child. It is, therefore, due to the want of sufficient
blood, and the consequent cerebral anemia due to the sudden
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change in the circulation upon awakening from sleep and resuming
the upright position. The cause, probably, is the same as produces
other reflex disturbance at this time—namely, a sympathetic dis-
turbance caused by the stretching of the uterine fibers by the
growing ovum and consequent irritation of the uterine nerves.

A similar form of vomiting is sometimes met with at other times
of the day, after special exertion, and especially mental effort.

How should morning sickness be treated ?

It is sometimes relieved by slowness in arising, and by taking a
cup of coffee before rising, and may be cured by the use of nutri-
ents and blood-making agents.

What is the ¢ vomiting of pregnancy ’’?

Continuous or protracted vomiting in pregnancy depends—

1. On the deficiency and deterioration of the blood.

2. The irritable condition of the nerve centers, due to their impov-
erishment from defective blood supply.

3. To an exciting cause, such as disease of the uterus, acting with
the other sources.

It may be so grave as to apparently threaten life (rare), and this
being well known, the quack calls every fit of nausea by this name,
and cures it !

What are the indications for treatment in severe vomiting ?

. To remove any sources of irritation which may coexist with the
general state of the blood. Thus, inflammation and abrasions
of the cervix uteri may exist in some cases, and their removal
by proper applications may cure it.

2. To control the irritability of the nerve centers, which may be

done by rectal enemas of chloral and bromid of potassium.

3. To improve the blood supply, by administering nourishing fluids
in small doses, frequently repeated, beginning with milk and
lime water.

In mild cases any of the anti-emetics may be used, as the oxalate
of cerium, with or without the subnitrate of bismuth, etc.,

—

What forms of neuralgia are met with in pregnancy ?

Almost any form. The most common is odontalgia. Toothache
is due (1) to the “cry of the nerve for healthy blood,” and (2) to
the fact that phosphate of lime is largely needed in the construc-
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tion of the fetus, and when not sufficiently present in the food
may be absorbed from the teeth.

What mental disturbances are met with in pregnancy ?

The woman may become irritable, peevish, and capricious. She
may have absurd cravings for strong food (pica), or may even
develop mania.

How is difficulty in urination caused ?

During the first months the descent and anteversion of the
uterus may cause pressure on the bladder. After the womb has
ascended above the pelvis, there is rarely any difficulty until its
descent, during the last week, when pressure is again caused.

How are constipation and hemorrhoids caused?

Constipation may be due to the deteriorated (hydremic) state
of the blood, but it is also due to direct pressure of the uterus upon
the bowel, impairing its tonicity, or even acting mechanically.
Hemorrhoids are caused in the same way.

What displacements of the womb may occur during pregnancy ?
1. Early in the pregnancy the increased weight of the womb may
increase the natural tendency of the womb to fall forward (aznze-
wersion), causing some disagreeable pressure on the bladder.
This will be relieved by rest in the recumbent posture, and will
soon cease.

. When the womb is about to ascend from the pelvis, a full blad-
der or unusual action of the abdominal muscles may push the
Jfundus uteri back and under the promontory, so as to incarcer-
ate the womb in this position (reZzoversion). This causes great
pain and retention of urine. The woman is to be placed in
Sims’ position, or on her hands and knees, and the womb
pushed up and a little to one side, so as to clear the promontory.

3. Prolapse of the womb sometimes occurs, but generally gives no

trouble after the womb is large enough to rest above the mlet.

8]

How are the albuminuria and edema caused ?

Albuminuria may be due to the state of the blood or to the
pressure upon the kidneys or renal veins.

Bright's disease may coexist or originate with the pregnancy.
Generally the disorder is transient and terminates with delivery.
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Edema, usually limited to the lower extremities and vulva, may
be consequent upon renal disease or due to pressure upon the
abdominal and pelvic venous trunks.

How is dyspnea caused ?

By pressure upon the diaphragm. It therefore appears late in
pregnancy, and is usually relieved during the last weeks by the
descent of the uterus.

‘What is meant by plethora in pregnancy ?

The natural increase in the blood-making function is occasion-
ally excessive, and too much blood is furnished, leading to attacks
of vertigo and other symptoms of that condition.

What are salivation, chloasma, hirsuties ?

() Salivation is an increased flow of saliva, usually found only in
the latter half of pregnancy, and" often accompanied by ulcera-
tions in the mouth.

(6) Chloasma is an excessive deposit of pigment in the skin.
Though usually confined to the mammary areola and the brown
line, it may occur on the face, the entire abdomen, and flexures
of the joints, suggesting Addison’s disease.

(¢) Hirsuties is an excessive or abnormal growth of hair, usually
on the face, and fortunately rare.

Which of the signs of pregnancy are certain signs ?

Those due to the presence of the fetus, and of these but two are
absolutely certain, viz. : the sound of the fetal heart, and outlining
the fetus by palpation. Except in the very rare instances before
mentioned, the peculiar feeling caused by the impact of the fetal
parts against the abdominal wall can be counted among the posi-
tive signs of pregnancy.

Which of the presumptive signs are the most important ?

The cessation of menstruation; the regular and sympnetrical
development of the uterus; the changes in the breasts; morning
sickness, and quickening.

At what date are the important signs available ?

1. The fetal heart, rarely before the fourth month.
2. Ballottement, third to fifth month, but its failure may be due
to want of skill and other causes.
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3. The cessation of menstruation, usually after the time for the
first period, or immediate. Amenorrhea is always a suspicious
circumstance in /4ealthy women, previously regular, whether
married or not, when not accompanied by ill health in some
form. :

4. The increased size of the uterus may almost always be made
out by bimanual touch, at from four to six weeks. If at a second
examination, a month later, a further symmetrical enlarge-
ment, at the usual rate, is noted, the fact of pregnancy is
scarcely to be doubted.

5. The changes in the breasts may begin in the second month,
but are rarely marked until the middle of pregnancy, which is
true of most of the presumptive signs.

What is the duration of pregnancy?

It is somewhat variable, but it is sufficiently accurate to regard
it as continuing through ten menstrual periods, ten lunar months,
or 280 days.

What are the limits of variation ?
From 245 to 300 days, with possibilities in either direction.

What method is usually employed to calculate the duration ?

Count nine calendar months forward (or three backward) from
the date of the last menstruation ; add to this seven days. Ex.
End of menstruation, Jan. 1oth; 3 months back = Oct. 10th; add
7 days = Oct. 17th, as the probable date of confinement.

What causes pregnancy to come to an end ?
The important theories are—

1. Power’s. The uterus is a peristaltic tube, with circular fibers in
the cervix acting as a sphincter. As the child grows it presses
upon this sphincter, and the sum of all successive irritations
finally causes it to relax, and the uterus to expel the child.

. King’s. The uterus has a definite limit of growth. The fetus
does not attain its limit of growth zz uZero, and therefore dis-
tends the uterus when the latter stops growing. This irritates
the uterine fiber and causes it to contract and expel its contents.

3. The foreign body theory. The womb is always irritated into

contracting upon a foreign body, and the fetus becomes such a

8]
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body at the end of pregnancy. There is probably truth in each
.view of the matter.

Why is the ovum not a foreign body during pregnancy ?
Because of the intimate vascular connections between the
chorion and the uterine mucous membrane.

How does the ovum become a foreign body ?

By the fatty degeneration and atrophy of the connections be-
tween the ovum and uterus, which occurs during the last weeks of
pregnancy.

What effect has this upon the uterus?

It causes a gradually increasing irritation of the muscular fibers,

until contractions are excited sufficiently powerful to expel the
child.

LABOR.

What is labor ?
The process by which the child and its ovular attachments are
expelled from the womb.

What changes take place in the female organism immediately
before labor begins ?

1. Owing to the descent of the presenting part, #%e wuierus sinks
lower in the pelvis. The abdomen then becomes somewhat
smaller, respiration less difficult, and by a decrease of pressure
on the stomach, digestion may be improved. The bladderis now
pressed on, producing irritability, walking is more difficult, and
there is apt to be edema of the lower limbs. This sinking of the
uterus is more common in primipare.

2. Hypersecretion of the cervical glands. A secretion of thick
glairy mucus is produced by the cervical glands. Later, owing
to the partial detachment of the decidua and consequent slight
hemorrhage, this secretion becomes tinged with blood, and in
common language is spoken of as ‘“ a show.”

3. The labia at this time are apt o be somewhat separated, the
secretions of the vaginal glands are increased, and relaxation
takes place in its walls.



LABOR. 69

What essential steps occur in labor?
. The enlargement of the os uteri until it is of a size sufficient to
permit the passage of the child.
2. The expulsion of the child.
3. The expulsion of the placenta and membranes, also called the
after-birth, or secundines.

—

Into how many steps is labor divided ?

Into three. I. The stage of dilatation (of the os uteri).
II. The stage of expulsion of the child.
III. The stage of expulsion of the after-birth.

By what force are these occurrences produced ?
By the contraction of the uterus, aided by the abdominal muscles.

What are the contractions of the uterus called ?
Labor-pains, because usually accompanied by painful sensations
in the back or hypogastrium.

What are painless uterine contractions ?

These are contractions of the uterine muscle felt by placing the
hand upon the abdomen, and are found in the last period of
pregnancy. They are not of sufficient force to excite the pain
sense.

What symptoms are of the greatest importance in showing
that labor has actually begun ?

Regular uterine contractions, accompanied by the dilatation
and effacement of the cervix.

How long does a contraction last ?

Each contraction lasts for from a few seconds to two minutes.
Their duration increases with the progress of the labor, becoming
longer and stronger as it advances. The average duration is a
little less than one minute (according to Westermarck about 69
seconds).

How long is the interval between them ?

At the beginning of labor they are from a half hour to ten min-
utes apart. The interval diminishes as labor advances, and
toward the end may be from five minutes to only one minute
apart.
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What effect have the contractions upon other muscles ?

When powerful, or when the second stage is half finished, they
are accompanied by contractions of the abdominal muscles<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>