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NOTE.

The Association does not hold itself responsible for the views enunciated in the
papers and discussions published in this volume.
~DR. E. GUSTAV ZINKE, Sccretary,

A W. SEVENTH AVENUE, CINCINNATL

[Minutes and discussions stenographically rep;)rted by WiLLiAM WHITFORD,
Chicago, I11.] .
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AMERICAN ASSOCIATION

OF

OBSTETRICIANS AND GYNECOLOGISTS.

CONSTITUTION.

I. The name of this Association shall be THE AMERICAN As-
SOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS.

II. Its object shall be the cultivation and promotion of knowl-
edge in whatever relates to Abdominal Surgery, Obstetrics, and
Gynecology.

MEMBERS.

III. The members of this Association shall consist of Ordinary
Fellows, Honorary Fellows, Corresponding Fellows, and Senior
Fellows.

The Ordinary Fellows shall not exceed one hundred and fifty
in number.

The Honorary Fellows shall not exceed ten American and twenty-
five foreign.

Candidates shall be proposed to the Executive Council at least
one month before the first day of meeting, by two Fellows, and
shall be balloted for at the annual meeting, a list of names having
been sent to every Fellow with the notification of the meeting.

A two-thirds vote in the affirmative of all the members pres-
ent shall be necessary to elect—fifteen Fellows at least being in
attendance. '

All candidates for active fellowship shall submit to the Executive
Council, at least one month before the annual meeting, an original
paper relating to Abdominal Surgery, Obstetrics, or Gynecology.

HONORARY FELLOWS.

IV. The power of nominating Honorary Fellows shall be vested
in the Executive Council.
xi



xii CONSTITUTION

Their election shall take place in the same manner as that of
Ordinary Fellows.

They shall enjoy all the privileges of Ordinary Fellows, excepting
to vote or hold office, but shall not be required to pay any fee.

CORRESPONDING FELLOWS.

V. The Corresponding Fellows shall be recommended by the
Executive Council and elected by the Association.

They shall enjoy all the privileges of Ordinary Fellows, except-
ing to vote or hold office, and shall be entitled to a copy of the
annual TRANSACTIONS.

They shall pay an annual fee of five dollars.

SENIOR FELLOWS.

Senior Fellows shall be nominated by the Executive Council,
and elected by the Association as provided for in the election of
Honorary Fellows, and they shall enjoy the same privileges as are
accorded Corresponding Fellows.

OFFICERS.

VI. The officers of this Association shall be a President, two
Vice-Presidents, a Secretary, a Treasurer, and six Executive
Councillors.

The nomination of all officers shall be made in open session at
the business meeting, and the election shall be by ballot.

The first five officers shall enter upon their duties immediately
before the adjournment of the meeting at which they shall be
elected, and shall hold office for one year.

‘“At the election next succeeding the adoption of these laws,
the full number of Executive Councillors shall be elected; two
for a term of three years, two for a term of two years, and two
for a term of one year.

‘“At every subsequent election two Councillors shall be elected
for a term of three years, and shall continue in office until their
successors shall have been elected and shall have qualified.”’!

Any vacancy occurring during the recess may be filled temporarily
by the Executive Council.

ANNUAL MEETINGS.

VII. The time and place of holding the annual meeting shall
! Amendment adopted September 21, 1898.
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be determined by the Association or may be committed to the
Executive Council each time before adjournment.

It shall continue for three days, unless otherwise ordered by vote
of the Association.

AMENDMENTS.

VIII. This Constitution may be amended by a two-thirds vote
of all the Fellows present at the annual meeting: provided, that
notice of the proposed amendment shall have been given in writing
at the annual meeting next preceding: and provided, further, that
such notice shall have been printed in the notification of the meet-
ing at which the vote is to be taken.






AMERICAN ASSOCIATION

OF

OBSTETRICIANS AND GYN E‘COLOGISTS.

BY-LAWS.

THE PRESIDING OFFICER.

I. The President, or in his absence, one of the Vice-Presidents,
shall preside at all meetings, and perform such other duties as
ordinarily pertain to the Chair.

The presiding officer shall be ex-gfficio chairman of the Executive
Council, but shall vote therein only in case of a tie.

SECRETARY.

II. The Secretary shall attend and keep a record of all meetings
of the Association and of the Executive Council, of which latter
he shall be ex-officio clerk, and shall be entitled to vote therein.

He shall collect all moneys due from the members, and shall pay
the same over to the Treasurer, taking his receipt therefor.

He shall supervise and conduct all correspondence of the As-
sociation; he shall superintend the publication of the TRANSACTIONS
under the direction of the Executive Council, and shall perform
all the ordinary duties of his office.

He shall be the custodian of the seal, books, and records of the
Association.

TREASURER.

IIT. The Treasurer shall receive all moneys from the Secretary,
pay all bills, and render an account thereof at the annual meetings,
when an Auditing Committee shall be appointed to examine his
accounts and vouchers. '

xv
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EXECUTIVE COUNCIL.

IV. The Executive Council shall meet as often as the interests
of the ‘Association may require. The President, or any three
members may call a meeting, and a majority shall constitute a
quorum.

It shall have the management of the affairs of the Association,
subject to the action of the house at its annual meetings.

It shall have control of the publications of the Association, with
full power to accept or reject papers or discussions.

It shall have control of the arrangements for the annual meetings,
and shall determine the order of the reading of papers.

It shall constitute a court of inquiry for the investigation of all
charges against members for offences involving law or honor; and
it shall have the sole power of moving the expulsion of any Fellow.

ORDER OF BUSINESS.

V. The Order of Business at the annual meetings of the Associa-
tion shall be as follows:

1. General meeting at 10 o’clock A. M.

a. Reports of Committees on Scientific Questions.
b. Reading of Papers and Discussion of the same.

2. One business Meeting shall be held at half-past nine o’clock
A. M. on the first day of the session, and another on the
evening of the second day (unless otherwise ordered by
vote), at which only the Fellows of the Association shall
be present. At these meetings the Secretary’s record shall
be read; the Treasurer’s Accounts submitted; the reports
of Committees on other than scientific subjects offered;
and all Miscellaneous Business transacted.

PAPERS.

VI. The titles of all papers to be read at any annual meeting
shall be furnished to the Secretary nof later than one month before
the first day of the meeting.

No paper shall be read before the Association that has already
been published, or that has been read before any other body.

Not more than thirty minutes shall be occupied in reading any
paper before the Association.

Abstracts of all papers read should be furnished to the Secretary
at the meeting.
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All papers read before the Association shall become its sole
property if accepted for publication; and the Executive Council
may decline to publish any paper not handed to the Secretary
complete before the final adjournment of the annual meeting.

QUORUM.

VII. The Fellows present shall constitute a quorum for all busi-
ness, excepting the admission of new Fellows or acting upon amend-
ments to the Constitution, when not less than fifteen Fellows must
be present.

DECORUM.

VIII. No remarks reflecting upon the personal or professional
character of any Fellow shall be in order at any meeting, except
when introduced by the Executive Council.

FINANCE.

IX. Each Fellow, on admission, shall pay an initiation fee of.
twenty-five dollars, which shall include his dues for the first year.

Every Fellow shall pay, in advance (i.c., at the beginning of each
fiscal year) the sum of twenty dollars annually thereafter.

[A fiscal year includes the period of time between the first day
of one annual meeting and the first day of the next.]

Any Fellow neglecting to pay his annual dues for two years may
forfeit his membership, upon vote of the Executive Council.

The Secretary shall receive, annually, a draft from the Presi-
dent, drawn on the Treasurer, for a sum, to be fixed by the Execu-
tive Council, for the services he shall have rendered the Association
during the year.

A contingent fund of one hundred dollars shall be placed an-
nually at the disposal of the Secretary for current expenses, to be
disbursed by him, and for which he shall present proper vouchers.

ATTENDANCE.

X. Any Fellow who shall neither attend nor present a paper
for five consecutive years, unless he offer a satisfactory excuse,
shall be dropped from fellowship, upon vote of the Executive
Council.

RULES.

XI. Robert’s Rules of Order shall be accepted as a parliamentary
guide in the deliberations of the Association.
2



xviii BY-LAWS

AMENDMENTS.

XII. These By-Laws may be amended by a two-thirds vote of
the Fellows present at any meeting; provided, previous notice in
writing shall have been given at the annual meeting next preceding
the one at which the vote is to be taken.
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1890.—SEGOND, PauL, M.D. Professor of Clinical Surgery of
the Faculty of Medicine, Paris; Surgeon to the Salpétriére. 4
Quai Debilly, Paris, France.

1899.—SINCLAIR, SiR WiLLiaM Japp, M.A., M.D. (Aberd.),
M.R.C.P. Professor of Obstetrics and Gynecology, Owens College,
Victoria University; Physician to the Manchester Southern Hospital
for Diseases of Women and Children. Garvock House, Dudley
Road, Whalley Range, Manchester, England.

1896.—STERNBERG, GEORGE MILLER, A.M., M.D,, LL.D. Sur-
geon General U. S. Army (Retired). 2005 Massachusetts Avenue,
Washington, D. C.

1888.—WiLLIAMS, SIR JoHN, Bart.,, M.D., F.R.C.P. Blaen
Llynant, Aberystwyth, Cardiganshire, Wales.

Total, twenty-two Honorary Fellows.






HONORARY FELLOWS, DECEASED.

1892.—BoISLINIERE, L. CH., A.B., M.D., LL.D., Saint Louis,
Mo., 18¢6.

1889.—CHARPENTIER, LOUls ARTHUR ALPHONSE, M.D., Paris,
France, 1899.

189o.—CorsoN, HiraM, M.D., Plymouth Meeting, Pa., 1896.
1889.—DUNLAP, ALEXANDER, A.M., M.D., Springfield, O., 1894.

1888.—Ep1s, ArtHUR WELLESLEY, M.D., Lonp. F.R.C.S,
M.R.S.C.S,, London, England, 1893.

1889.—ExLUND, ABRAHAM FREDRIK, M.D., Stockholm, Sweden.
1898.

1891.—FISHER, GEORGE JACKSON, A.M., M.D., Sing Sing, N. Y,
1893.

1896.—GasTON, JaMES McFApDEN, A.M., M.D., Atlanta, Ga.,
1903.

1892.—GREEN, TraILL, M.D., LL.D., Easton, Pa., 1897.
1889.—KEITH, THOMAS, M.D., London, England, 18¢6.
1889.—LEoPoOLD, G., M.D., Dresden, Germany, 1913.
1894.—MACLEIN, DoNALD, M.D., Detroit, Mich., 1903.

1895.—MasTIN, CLAUDIUS HENRY, M.D., LL.D., Mobile, Ala.,
1898.

1891.—MosEs, GRATZ ASHE, M.D., Saint Louis, Mo., 19o1.

1905.—MYERs, WiLLiaM HERrscHEL, M.D., Fort Wayne, Ind.,
1907.

1889.—SAENGER, Max, M.D., Prague, 1903.
xxvii
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1890.—SAVAGE, THoMAs, M.D., F.R.C.S. Eng., Birmingham,
England, 1907.

1894.—SLAVIANSKY, KRONID, M.D., St. Petersburg, Russia, 1898.

1888.—SwmitH, J. GrElG, M.A.,, C.M., M.B,, F.R.S.E,, Bristol,
England, 1897.

1899.—STORRS, MELANCTHON, A.M., M.D., Hartford, Conn.,
1900.

1888.—Tarr, LawsoN, M.D., LL.D., F.R.C.S.E., Birmingham,
England, 1899.

1905.—TAYLOR, WiILLIAM HENRY, M.D., President, 1888-1889,
Cincinnati, Ohio, 1910.

190o.—THORNTON, J. KNowsiey, M.B., M.C., Cambridge,
England, 1904. ’

19o1.—WEBER, GusTav C. E., M.D., LL.D., Willoughby, Ohio,
1912.

1889.—VoN WINCKEL, F.M.D., Munich, Germany, 1912.
1905.—WyYMAN, WALTER, M.D., Washington, D.C., 1911.



CORRESPONDING FELLOWS.

1899.—BEUTTNER, Oscar, M.D. Professor of the Faculty of
Medicine. 2 Place de la Fasterie, Geneva, Switzerland.

1903.—CROZEL, G., M.D. Professor Libre of Gynecology Col-
longes au Mont d’Or (Rhone), France.

1903.—ELL1s, GUILHERME, M.D. Chief Surgeon to the Real
Sociedade de Beneficencia Portuguese Hospital. 6 Rua Aurora,
S. Paulo, Brazil, S. A.

1891.—GRIFFIN, HERBERT SroHN, B.A,, M.D. Surgeon to
Hamilton City Hospital; Examiner in Obstetrics, University of
Toronto. 157 Main Street, Hamilton, Ontario, Canada.

1903.—LANE, HORACE MANLEY, M.D.,LL.D. President of Mac-
kenzie College, S. Paulo, Brazil. 184 Rua da Consolacao, S.
Paulo, Brazil, S. A.

1891.—MacHELL, HENRY THOMAS, M.D., L.R.C.P. Ed. Lec-
turer on Obstetrics, Women’s Medical College; Surgeon to St.
John’s Hospital for Women; Physician to Victoria Hospital for Sick
Children and to Hillcrest Convalescent Home. 9g5 Bellevue Avenue,
Toronto, Ontario, Canada.

1898.—WRrIGHT, ApAaM HENRY, B.A.,, M.D. Univ. Toronto,
M.R.C.S., Eng. Professor of Obstetrics in the University of Toronto;
Obstetrician and Gynecologist to the Toronto General Hospital and
Burnside Lying-in Hospital, President, 1891. (Transferred from
Ordinary List, 1898.) 30 Gerrard Street, East, Toronto, Ont.,
Canada.

Total, seven Corresponding Fellows.

Xxix






SENIOR FELLOWS.

1913.—BLUME, FREDERICK, M.D. Transferred from list of Ordi-
nary Fellows. Gynecologist to the Allegheny General Hospital and
Pittsburg Free Dispensary; Obstetrician to the Roselia Maternity
Hospital; Consulting Gynecologist to the Mercy Hospital; Presi-
dent of the Pittsburg Obstetrical Society, 1892. Office, Jenkins
Building, Pittsburg, Pa.

1911.—LINcOLN, WALTER RobmaN, B.A.,, M.D. Transferred
from list of Ordinary Fellows. Lecturer on Gynecology, College of
Physicians and Surgeons of Cleveland. Lennox Building, corner
Erie Street and Euclid Avenue, Cleveland, Ohio.

1913.—StAMM, MARTIN, M.D. Transferred from list of Ordi-
nary Fellows. Professor of Operative and Clinical Surgery in the
College of Physicians and Surgeons, Cleveland. 316 Napoleon
Street, Fremont, Ohio.

xxxi






ORDINARY FELLOWS.

1902.—ABRAMS, EDpwarD TnoMmas, A.M., M.D. Consulting
Surgeon to the Lake Superior General Hospital; Member of the
Michigan State Medical Society; Member of the American Medi-
cal Association. Surgeon to St. Joseph's Hospital. Dollar Bay,
Mich.

1895.—BacoN, JosepH BaRNEs, M.D. Professor of Rectal
Diseases at the Post-Graduate Medical School; Instructor in
Clinical Surgery in the Medical Department of Northwestern
University, Chicago. Macomb, Ill.

1911..—BAINBRIDGE, WILLIAM SEAMAN, M.D.; A M., M.S,, Sc.D.
Adjunct Professor, New York Post-Graduate Medical School, 1902-6;
Professor New York Polyclinic Medical School and Hospital since 1906;
Surgeon, New York Skin and Cancer Hospital; Attending Surgeon,
New York City Children’s Hospitals and Schools; Consulting Sur-
geon, Manhattan State Hospital, New York Home for Dependent
Crippled Children, College of Dental and Oral Surgery of New York
and Tarrytown Hospital, Tarrytown, N. Y.; Consulting Gynecolo-
gist, St. Andrew’s Hospital (New York) and St. Mary's Hospital,
Jamaica, Long Island and the Ossining Hospital, Ossining, N. Y.;
Assistant Surgeon, Medical Reserve Corps, United States Navy;
Honorary President International Congress for Study of Tumors and
Cancers, Heidelberg, Germany, 1906. 34 Gramercy Place, New
York City.

1895.—BALDWIN, JaMES FaIrcHILD, A.M., M.D. Surgeon to
Grant Hospital, 125 South Grant Avenue. Residence, 405 E. Town
Street, Columbus, Ohio.

1903.—BANDLER, SAMUEL WyLLIs, M.D. Instructor in Gynecol-
ogy in the New York Post-Graduate Medical School and Hospital;
Adjunct Gynecologist to the Beth Israel Hospital. 134 West
Eighty-seventh Street, New York, N. Y.

1911.—BARRETT, CHANNING W., M.D. Gynecologist, Chicago
Polyclinic School and Hospital; Professor of Gynecology and Clin-
3 xxxiii
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ical Gynecology, College of Physicians and Surgeons, Medical De-
partment, University of Illinois; Attending Surgeon and Gyne-
cologist, Marion Sims Sanitarium; Obstetrician, Cook County
Hospital. 446 St. James Place, Chicago.

1913.—BAUGHMAN, GREER, M.D. Associate Professor of Obstet-
rics, Medical College of Virginia. Residence and Office, 26 North
Laurel St., Richmond, Va.

1907.—BELL, JoHN NorvaL, M.D. Adjunct Professor of Obstet-
rics and Gynecology at Detroit College of Medicine; Gynecologist
to Harper Hospital Polyclinic. Residence, 418 Fourth Avenue;
Office, 506 Washington Arcade, Detroit, Mich.

1900.—BONIFIELD, CHARLES LYBRAND, M.D. Professor of Clin-
ical Gynecology in the Medical College of Ohio; President of the
Cincinnati Academy of Medicine, 1900; Gynecologist to the Good
Samaritan, Christ’s, and to Speer’s Memorial Hospitals; formerly
President of the Cincinnati Obstetrical Society; Secretary of the
Section on Obstetrics and Gynecology, American Medical Associa-
tion, 19o1—4; Chairman, 1905; Vice-president, 1907. Residence,
corner Washington and Gholson Avenues; Office, 409 Broadway,
Cincinnati, Ohio.

1896.—BosHER, LEwis C., M.D. Professor of Practice of Surgery
and Clinical Surgery,'Medical College of Virginia; Visiting Surgeon,
Memorial Hospital, Richmond. 422 East Franklin Street, Rich-
mond, Va.

Founder—Boyp, JaMeEs PETER, A.M., M.D. Professor of
Obstetrics and Diseases of Children in the Albany Medical College;
Consulting Obstetrician and Gynecologist to the Albany Hospital;
Fellow of the British Gynecological Society. Fellow of the Royal
Society of Medicine. 152 Washington Avenue, Albany, N. Y.

1889.—BRrANHAM, JosEpH H., M.D. Professor of Surgery in the
Maryland Medical College; Surgeon to the Franklin Square Hos-
pital. 2200 Eutaw Place, corner Ninth Avenue, Baltimore, Md.

1912—BROWN, GEORGE VAN AMBER, M.D. Gynecologist,
Cystoscopist, German Polyclinic; Gynecologist, Providence Hos-
pital. Residence, 55 Gladstone Ave.; Office, g919-922 J. Henry
Smith Bldg., Cor. Griswold and State Sts., Detroit, Michigan.
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1894.—BrOWN, JoHN YouNG, M.D. Professor of Clinical
Surgery in Saint Louis University; Chief Surgeon to St. John's
Hospital; President of the Mississippi Valley Medical Association,
1898; Vice-president, 1905; President, 1906; Executive Council,
1907-8. Residence, 303 North Grand Avenue; Office, 612 Metro-
politan Building, Saint Louis, Mo.

1908 —BuUTEAU, SamMuErL H., M.D. Former member of Cali-
fornia State Board of Medical Examiners; formerly Visiting Surgeon
to Almeda County Hospital. Residence, 1052 Telegraph Avenue;
Office, 1155 Broadway, Oakland, Cal.

1906.—CANNADAY, JOoHN EGErRTON, M.D. Surgeon to the
Charleston General Hospital;, Surgeon to McMillan’s Hospital,
Charleston; Fellow of the Southern Surgical and Gynecological
Association; Non-resident Honorary Fellow of the Kentucky State
Medical Association; Fellow West Virginia Medical Association,
Virginia Medical Society, American Medical Association, Tri-State
Society Virginia and the Carolinas, and American Association of
Railway Surgeons. Office, Capital City Bank Building, corner
Capital and Virginia Streets, Charleston, W. Va.

Founder.—CArsTENS, J. HENRY, M.D. Professor Abdominal
and Pelvic Surgery, Detroit College of Medicine and Surgery,
President of the Faculty. Consulting Gynecologist to the Harper
Hospital; Cons. Obstetrician to the Woman’s Hospital; Consulting
Obstetrician to the House of Providence; Ex-President Michigan
State Medical Society; Ex-President Mississippi Valley Medical
Society; Ex-Chairman Section of Obstetrics, A. M. A.; Member
Royal Society of Medicine; Member American College of Surgeons;
etc.,, etc. President of the Detroit Gynecological Society, 1892.
Vice-president, 1888-89; President, 1895; Executive Council, 1896—98.
620 Woodward Avenue, Detroit, Mich.

1895.—CHASE, WALTER BENAJAH, M.D. Visiting surgeon to
the Bethany Deaconess Hospital; Consulting Obstetrician and
Gynecologist to the Long Island College Hospital; Consulting
Gynecologist to the Nassau Hospital, Mineola L. I.; Consulting
Gynecologist to the Jamaica Hospital; President of the Council
of the Long Island College Hospital; Fellow of the Brooklyn Gyne-
cological Society (President, 1893); Member Medical Society
County of Kings (President, 1892); Permanent Member Medical
Society State of New York; Member of the Brooklyn Pathological
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Society; Member of the Associated Physicians of Long Island; and
Honorary Member of the Queens County Medical Society; Executive
Council, 1899—1904. 1050 Park Place, Borough of Brooklyn, New
York.

1904.—CoNGDON, CHARLES ELLsworTH, M.D. Gynecologist
to the City Hospital for Women. Office, 859 Humboldt Parkway,

19o1.—CRILE, GEORGE W., A.M., M.D. Professor of Clinical
Surgery in the Western Reserve University Medical College; Surgeon
to St. Alexis's Hospital; Associate Surgeon to Lakeside Hospital.
Vice-president, 1907. Residence, 6203 Euclid Avenue; Office,
Osborn Building, Cleveland, Ohio.

1912—CRoOTTI, ANDRE, M.D. Surgeon Grant Hospital and
Children's Hospital. Residence, 1728 E. Broad Street; Office,
151 E. Broad Street, Columbus, Ohio.

1905.—CROSSEN, HARRY STURGEON, M.D. Clinical Professor
of Gynecology in Washington University; Gynecologist to Washing-
ton University Hospital, Associate Gynecologist to Mullanphy
Hospital; Consulting Gynecologist to Bethesda, City and Female
Hospitals. Residence, 4477 Delmar Avenue; Cffice, 310 Metro-
politan Building, Saint Louis, Mo.

1912—DARNALL, WILLIAM EbDGAR, A.B., M.D. Gynecologist,
Atlantic City Hospital; Consulting Surgeon to North American
Children’s Sanitarium for the Treatment of Surgical Tuberculosis,
and Home for Incurables, Longport, New Jersey. Residence and
Office, 1704 Pacific Ave., Atlantic City, N. J.

1911.—Davis, Asa Barnes, M.D. Attending Surgeon of the
Society of the Lying-in Hospital of the City of New York; Consult-
ing Gynecologist to the Vassar Brother’s Hospital, Poughkeepsie,
N. Y. 42 E. 35th Street, New York.

1903.—Davis, Joun D. S, M.D., LL.D. Professor of Surgery
in the Birmingham Medical College; Surgeon to Hillman Hospital;
ex-President of Jetferson County Medical Society and of the Board
of Health of Jefferson County. Vice-president, 19og. 2031 Avenue
G., Birmingham, Ala.

1896.—DEAVER, JOHN BLAIR, M.D. Professor of Clinical Surgery
at the University of Pennsylvania; Surgeon in Chief to the German
Hospital; Consulting Surgeon to the Germantown Hospital. 1634
Walnut Street, Philadelphia, Pa.
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1910.—Di1ce, WiLLiaM GorpoN, A.B.,, M.D. Obstetrician to
Flower Hospital. 240 Michigan Street, Toledo, Ohio.

1909.—DickiINsoN, GorpoN K., M.D. Surgeon to the City
and Christ Hospitals; Consulting Surgeon to Bayonne Hospital.
Consulting Surgeon, Stumpf Memorial Hospital, Kearny, N. J.
280 Montgomery Street, Jersey City, N. J.

1892.—DoRrseTT, WALTER BrackBurN, M.D., F.A.C.S. Pro-
fessor of Gynecology and Pelvic Surgery, St. Louis University
School of Medicine; Gynecologist to the Evangelical Deaconess
Hospital, Missouri Baptist Sanitarium and Rebeckah Hospital.
Consulting Gynecologist to St. John’s Hospital; Member of the
Southern Surgical and Gyvnecological Society, Western Surgical
Society, Southwestern Medical Association, St. Louis Surgical
Society, St. Louis Surgical Club, Alumni Medical Society of the St.
Louis City Hospital, St. Louis Academy of Science. President of
the Missouri State Medical Society, 1892; President of the Missouri
State Medical Association, 1goo. Vice-president of the Western
Surgical Society, 1912. Vice-president of the Southwestern Medical
Association, 1913. Chairman of the Section on Obstetrics and
Diseases of Women, American Medical Association, 1907. Vice-
president, 1898; President, 19o4; Executive Council, 1905-19o7.
Office, 409—412 Wall Building, St. Louis, Mo.

1899.—EAsT™MAN, THOMAS BARKER, A.B., M.D. Professor of
the Medical and Surgical Diseases of Women, Central College of
Physicians and Surgeons; Gynecologist to the City Hospital, City
Dispensary, and Central Free Dispensary. 309 Pennway Building,
Indianapolis, Ind.

19o4.—ELBRECHT, Oscar H., M.D. Visiting Surgeon to St.
Louis City Hospital and Allied Institutions; Consulting Surgeon
to Bethesda Hospital; Consulting Surgeon to St. Louis Maternity
Hospital and Chief of Staff. Office, Nos. 423-25 Metropolitan
Bldg., St. Louis, Mo.

19g0o6.—ERDMANN, JoHN FREDERICK, M.D. Professor of Surgery,
N. Y. Post-Graduate Hospital and Medical School; Attending
Surgeon to Gouverneur Hospital and Post-Graduate Hospital;
Consulting Surgeon to St. John's Riverside Hospital, Yonkers,
N.Y.; Mt. Vernon General Hospital, Mt. Vernon, N. Y.; Greenwich
General Hospital, Greenwich, Conn.; Nassau Hospital, Mineola,
L. I. 6o West Fifty-second Street, New York, N. Y.
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1911.—FINDLEY, PALMER, B.E., M.D. Professor of Gynecology,
College of Medicine, University of Nebraska. 418 Brandeis Theater
Building, Omaha, Neb.

1910.—Fo0sTER, CurTis SMILEY, A.B., M.D. Gynecologist to
the Western Pennsylvania Hospital, Pittsburg. Residence, 5749
Ellsworth Avenue; Office, 308 Diamond Bank Building, Pittsburg,
Pa.

1903.—FRANK, Louis, M.D. Professor of Abdominal and Pelvic
Surgery, Medical Department, University of Louisville; Surgeon
Louisville City Hospital; Surgeon to John N. Norton Memorial
Infirmary; President Mississippi Valley Medical Association, 1912;
Executive Council, 1913. Residence, 1321 Fourth Ave.; Office, 400
The Atherton, Louisville, Kentucky.

1913.—FREELAND, JAMES Roy, M.D. Obstetrician to Western
Pennsylvania Hospital, Pittsburg, Pa. Residence and Office,
4715 Fifth Ave., Pittsburg, Pa.

1912.—FurNIss, HENRY DawsoN, M.D. Adjunct Professor of
Gynecology, New York Post-Graduate Medical School; Assistant
Attending Gynecologist New York Post-Graduate Hospital; Assist-
ant Attending Gynecologist New York Red Cross Hospital; Fellow
New York Post-Graduate Clinical Society, Honorary Life Member
Dallas County, Ala., Medical Society, New York Academy of
Medicine, New York Medico-Surgical Society, New York Obstet-
rical Society, New York State and County Medical Societies,
American Medical Association, American Urological Society.
Residence, 393 West End Ave.; Office, 375 West End Avenue, New
York, N. Y.

1902.—GILLETTE, WiLLIaM J., M.D. Professor of Abdominal
Surgery and Gynecology in the Toledo Medical College; Surgeon to
Robinwood Hospital. 1613 Jefferson Street, Toledo, Ohio.

1895.—GoLDSPOHN, ALBERT, M.S., M.D. Professor of Gyne-
cology, Post-Graduate Medical School; Surgeon in Chief of Evangel-
ical Deaconess Hospital. Vice-president, 19go1. Residence, 2118,
Office, 2120 Cleveland Avenue, Chicago, Ill.

1912.—GOODMAN, SYLVESTER JacoB, PH.G., M.D. Surgeon
and Obstetrician Grant Hospital; Lecturer of Obstetrics; Training
School for Nurses, Grant Hospital; Consulting Surgeon, Actor’s
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Fund of America, etc., etc. Residence and Office 238 State Street,
Columbus, Ohio. ’

1913.—GRrAY, FrRaNk D, M.E.D., M.D. Visiting Surgeon to
Christ and the City Hospitals, Jersey City; Consulting Surgeon to
North Hudson Hospital, Weehawken State Hospital for Insane,
Morris Planes, N. J.; State Village for Epileptics, Skillman, N. J.;
First Vice-president New Jersey State Medical Society. Residence
and Office, 62 Madison Ave., Jersey City, N. J.

1913.—HADDEN, Davip, B.S., M.D. Residence, 2716 Telegraph
Ave., Berkeley; Office, Oakland Bank of Savings Bldg., Oakland, Cal.

1900.—HAGGARD, WiLLIAM Davip, Jr.,, M.D. Professor of Gyne-
cology, Medical Department University of Tennessee; Professor of
Gynecology and Abdominal Surgery, University of the South
(Sewanee); Gynecologist to the Nashville City Hospital; President
of the Nashville Academy of Medicine; Secretary of the Section on
Diseases of Women and Obstetrics, American Medical Association,
1898; Fellow (and Secretary) of the Southern Surgical and Gyne-
cological Association; Member of the Alumni Association of the
Woman’'s Hospital, N. Y. Vice-president, 1904. 148 Eighth Ave-
nue, North, Nashville, Tenn.

1906.—HALL, JosepH ArDA, M.D. Clinical Assistant in Gyne-
cology at the Miami Medical College, Cincinnati. 628 Elm Street,
Cincinnati, Ohio.

1889.—HALL, Rurus BarTLETT, A.M., M.D. Professor of
Clinical Gynecology in the Ohio-Miami Medical College, Medical
Department of University of Cincinnati; Gynecologist to the Cin-
cinnati Hospital; Surgeon in charge of the Hall Hospital; Member
of the British Medical Society; of the Southern Surgical and Gyneco-
logical Association; of the American Medical Association; of the
Ohio State Medical Society (President, 19oo); of the Cincinnati
Academy of Medicine (President, 19og); of the Cincinnati Obstet-
rical Society (Ex-President). Vice-president, 1891; President, 19o0;
Executive Council, 1904-1909. Berkshire Building, 628 Elm Street,
Cincinnati, Ohio.

1go2.—HaAMILTON, CHARLES SUMNER, A.B., M.D. Professor
of the Principles of Surgery in Sterling Medical College; Surgeon
to Mt. Carmel and the Children’s Hospitals. 142 S>uth Garfield
Street, Columbus, Ohio.
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1910.—HARRAR, JaAMES AITKEN, M.D. Attending Surgeon to the
Lying-in Hospital of the City of New York. Residence and Office
29 East Seventy-seventh Street, New York, N. Y.

1894.—Hayp, HErRMAN Emir, M.D., M.R.C.S. Eng. Surgeon
to the German Deaconess Hospital; Surgeon to the German Hospi-
tal. Vice-president, 1903; Executive Council, 1908-1910; President,
1911. 493 Delaware Avenue, Buffalo, N. Y.

1908.—HEDGEs, Erris W., A.B., M.D. Visiting Surgeon to
Muhlenberg Hospital, Plainfield, N. J. 703 Watchung Avenue,
Plainfield, N. J.

1gro.—HrLL, IsaporE LeoN, A.B., M.D. Clinical Instructor
of Obstetrics at Cornell University Medical College; Visiting Obstet-
rician to the Red Cross Hospital; Attending Obstetrician to Syden-
ham Hospital. 616 Madison Avenue, New York, N. Y.

1891 —Howirt, HENrRY, M.D., M.R.C.S. Eng. Surgeon to the
Guelph General and St. Joseph's Hospital, Guelph; Member of the
British and Ontario Medical Associations; Medical Health Officer for
the City of Guelph. Examiner in Obstetrics and Gynecology for
the Ontario Medical Council 1892-1898. Vice-president, 189s.
221 Woolwich Street, Guelph, Ontario, Canada.

19o5.—HuGGINS, RaALEIGH Russerr, M.D. Surgeon to St.
Francis Hospital. Vice-president, 1910. 1018 Westinghouse Build-
ing, Pittsburg, Pa.

1895.—HumrstoN, WiLLiamM HENRY, M.D. Associate Professor
of Gynecology in the Medical Department of Western Reserve
University; Gynecologist in Chief to St. Vincent’s Charity Hospital;
Consulting Gynecologist to the City Hospital; President of the Ohio
State Medical Society, 1898. Executive Council, 190o2~1903, 1908,
1910-1911. President, 1909. Residence, 2041 East Eighty-ninth
Street; Office, 536 Rose Building, Cleveland, Ohio.

1gor.—ILL, CHARLES L., M.D. Surgeon to the German Hospital;
Assistant Gynecologist to St. Michael’s and St. Barnabas's Hospitals;
Obstetrician to St. Barnabas's Hospital, Newark; Assistant Gyne-
cologist to All Souls’ Hospital, Morristown. 188 Clinton Avenue,
Newark, N. J.

Founder—ILL, EDWARD JosepH, M.D. Surgeon to the Woman's
Hospital; Medical Director of St. Michael’s Hospital; Gynecologist
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and Supervising Obstetrician to St. Barnabas’s Hospital; Consulting
Gynecologist to the German Hospital and the Bnoth Israel Hospital
of Newark, N. J., to All Souls’ Hospital, Morristown, N. J., and to the
Mountain Side Hospital, Montclair, N. J.; Member of the Southern
Surgical and Gynecological Association; Vice-president from New
Jersey of the Pan-American Medical Congress of 1893; President of
the Medical Society of the State of New Jersey, 1907. Vice-presi-
dent, 1893; President, 1899; Executive Council, 190o1-1903. 1002
Broad Street, Newark, N. J.

1909.—JacoBsoN, Jurius H., M.D. Professor of Gynecology
and Clinical Surgery, Medical Department Toledo University;
Surgeon to Lucas City Hospital; Gynecologist to St. Vincent’s
Hospital, Toledo. 2050 Franklin Street, Toledo, O.

1910.—JENKS, NATHAN, B.S.,, M.D. Lecturer on Obstetrics at
the Detroit College of Medicine; Visiting Physician to the Woman's
Hospital and Infant’s Home; Visiting Obstetrician to the New
Providence Hospital, Detroit. Residence, 231 Burns Street; Office,
David Whitney Building, Detroit, Mich.

1906.—JoNas, ErnsT, M.D. Clinical Professor of Surgery in
Washington University Medical School; Surgeon in Charge of the
Surgical Clinic at the Washington University Hospital; Gvnecolo-
gist to the St. Louis Jewish Hospital; Visiting Surgeon to St.
Louis City Hospital; Consulting Surgeon to St. John's Hospital;
Surgeon to the Martha Parsons Free Hospital for Children. Resi-
dence, 4495 Westminster Place; Office, 465 North Taylor Avenue,
St. Louis, Mo.

1910.—JONES, ARTHUR THoMmas, M.D. Visiting Gynecologist
to St. Joseph’s Hospital, Providence; Visiting Surgeon to Memorial
Hospital, Pawtucket, R. I.; Visiting Surgeon to Rhode Island
State Hospital for the Insane, Howard, R. I.; Consulting Surgeon
to Woonsocket Hospital, Woonsocket, R. I. 81 Elm Grove Avenue,
Providence, R. I.

1902.—KEEFE, JoHN WiLLiaM, M.D. Attending Surgeon to the
Gynecological Department of St. Joseph's Hospital; Attending
Surgeon to the Rhode Island Hospital; Consulting Surgeon to the
Providence Lying-in Hospital. Vice-president, 1908. Executive
Council, 1911. 259 Benefit Street, Providence, R. 1.
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1910.—KENNEDY, JaMEs W., M.D. Associate Gynecologist and
Obstetrician to the Philadelphia Dispensary. 1409 Spruce Street,
Philadelphia, Pa.

1911.—KiNG, JaMEs E., M.D. Professor of Clinical Gynecology,
Medical Department, University of Buffalo, New York; Attending
Gynecologist, Buffalo General and Erie County Hospital and Good
Samaritan Dispensary; Fellow Royal Society of Medicine, London,
England. 1248 Main Street, Buffalo, N. Y.

190o8.—KIRCHNER, WALTER C. G., A.B.,, M.D. Formerly Super-
intendent and Surgeon in charge of the St. Louis City Hospital.
Visiting Surgeon City Hospital, Consulting Surgeon St. John’s
Hospital. Office, Metropolitan Building, St. Louis, Mo.

1898.—LANGFITT, WILLIAM STERLING, M.D. Surgeon in chief
to St. John’s Hospital. Office, 8047 Jenkins Building, Pittsburg, Pa.

1910.—LOBENSTINE, RaLPH WaALDo, A.B., M.D. Attending
Surgeon to the Lying-in Hospital of the City of New York; Gynecolo-
gist to Bellevue Hospital Dispensary. Residence, 780 Madison
Avenue; Office, 162 East Seventy-first Street, New York, N. Y.

1890o.—LONGYEAR, Howarp WiLrLiaMs, M.D. Professor of
Gynecology and Abdominal Surgery in the Detroit Post-Graduate
Medical School; Clinical Professor of Gynecology in the Detroit
College of Medicine; Gynecologist to Harper Hospital; Physician
to the Woman’s Hospital; President of the Detroit Gynecological
Society, 1889; Chairman of the Section on Obstetrics and Gynecol-
ogy of the Michigan State Medical Society, 1892. Vice-president,
1893; President, 1905; Executive Council, 1906-1908. 271 Wood-
ward Avenue, Detroit, Mich.

19r1.—LoTtHROP, EARL P, A.B.,, M.D. Gynecologist to the
Buffalo Woman’s Hospital; Consulting Surgeon to Columbus Hos-
pital, Buffalo; Surgeon to the J. N. Adam Memorial Hospital for
Tuberculosis, Perrysburg, N. Y. 153 Delaware Avenue, Buffalo,
N. Y.

1910.—Lo11, HENRY STOKES, M.D. 123 Cherry Street, Win-
ston, N. C.

1913.—LYNCH, JEROME MORLEY, M.D. Professor Rectal and
Intestinal Diseases, New York Polyclinic; Consulting Surgeon
Nassau Hospital, Mineola, L. I.; Attending Surgeon St. Mary’s
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Hospital, Hoboken, N. J.; Member New York State and County
Societies, American Medical Association, American Proctologic
Society, North Western Medical and Surgical Society; Surgeon
Medical Reserve, U. S. N. Residence and Office, 57 East Fifty-
second St., New York City.

1896.—LYONS, JOHN ALEXANDER, M.D. Instructor in Gyne-
cology at the Post-Graduate Medical School; Gynecologist and
Lecturer to Nurses at the Chicago Hospital. Residence, 6848
Anthony Avenue; Office, 4118 State Street, Chicago, Ill.

1910.—McCLELLAN, BENjaMIN BusH, A.B., M.D. Member
American Medical Association; ex-President Ohio State Medical
Society; Surgeon to McClellan Hospital. Residence, 636 South
Detroit Street; Office, 7 East Second Street, Xenia, Ohio.

Founder—McMurTrY, LEwis SaMmueL, A.M., M.D., LL.D.
Professor of Gynecology in the Hospital College of Medicine;
Gynecologist to Sts. Mary and Elizabeth Hospital; Fellow of the
Edinburgh Obstetrical Society; Fellow of the British Gynecological
Society; Corresponding Member of the Obstetrical Sociéty of Phila-
delphia and of the Gynecological Society of Boston; Member
(President, 18g1) of the Southern Surgical and Gynecological Asso-
ciation; President American Medical Association, 19o5. Executive
Council, 1891-1892, 1895-1905; President, 1893. Suite 542, The
Atherton, Louisville, Ky.

1910.—McPHERSON, Ross, A.B., M.D. Attending Surgeon to
the Lying-in Hospital of the City of New York. Residence, 26
Grammercy Park, East; Office, 20 West Fiftieth Street, New York,
N. Y.

Founder—MANTON, WALTER PorRTER, M.D. Professor of Obstet-
rics and Clinical Gynecology, Detroit College of Medicine and Sur-
gery; Gynecologist to Harper Hospital and the Pontiac and Tra-
verse City State Hospitals; Consulting Gynecologist to St. Joseph’s
Retreat; President of the Medical Board and Visiting Obstetrician
Woman’s Hospital and Infants’ Home; President Detroit Academy
of Medicine, 1892-1894; President Detroit Gynecological Society,
189o; President Wayne County Medical Society, 19g08-1909; Chair-
man, Section on Obstetrics and Diseases of Women, 1909; Fellow
of the Royal Medical Society, the American Gynecological Society,
the American College of Surgeons; the Zoological Society of London,
etc. Vice-president, 1894. 32 Adams Avenue, W., Detroit, Mich.
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1911.—MARVEL, EMERY, M.D. Chief Surgeon and Gynecologist,
Private Hospital Association’s Atlantic City Consulting Surgeon and
Gynecologist, Jewish Seashore Home, Atlantic City, 1801 Pacific
Avenue, Atlantic City, N. J.

Founder.—MILLER, AARON BENJAMIN, M.D. Professor of Gyne-
cology in the Medical Department of Syracuse University; Gynecolo-
gist to St. Joseph’s Hospital, House of the Good Shepherd and Dis-
pensary. Vice-president, 1899, 1904; President, 1910; Executive
Council, 1911. 326 Montgomery Street, Syracuse, N. Y.

1905.—MILLER, JoHN D.,M.D. Assistant to the Chair of Clinical
Gynecology in the Medical College of Ohio, University of Cincinnati;
Gynecologist to the Good Samaritan Hospital. N. E. Corner
Clifton Avenue and W. McMillan Street, Cincinnati, Ohio.

1911.—Moots, CHARLES W, B.S., M.D. Gynecologist to Flower
Hospital; President of Academy of Medicine of Toledo and Lucas
County, 1912. Residence, River Road, R.F.D. No. 4; Office,
347 The Nicholas, Toledo, O.

19o7.—MOoRr1ARTA, DoucLas C., M.D. Senior Surgeon to Sara-
toga Hospital; Surgeon in chief to Saint Christian Hospital for Chil-
dren; Director of State Experimental Station at Saratoga. 31
Broadway, Saratoga Springs, N. Y.

1904.—MOoRRrIs, LEwis CoLeMaN, M.D. Professor of Gyne-
cology and Abdominal Surgery in the Birmingham Medical College:
Secretary, Medical Association State of Alabama, 1904; Member of
Jefferson County Board of Health. Vice-president, 1911. 1203
Empire Building, Birmingham, Ala.

189o.—Mogris, RoBertT Turtie, A.M., M.D. Professor of
Surgery in the New York Post-Graduate Medical School and Hos-
pital. Vice-president, 1892; Executive Council, 1906, 1908-19IT;
President, 1907. 616 Madison Avenue, New York, N. Y.

1894.—MUurPHY, JoHN BeNjaMIN, A.M., M.D,, LL.D., F.R.C.S.
(Eng.). Professor of Surgery and Head of the Department North-
western University; Chief Surgeon to Mercy Hospital and St.
Joseph's Hospital; Attending Surgeon to Columbus, Alexian Brothers
and Cook County Hospitals; President of the American Medical
Association, 1911. Residence, 3305 Michigan Avenue; Office, 8oo
Monroe Building, 104 S. Michigan Avenue, Chicago, Ill
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1896.—NOBLE, GEORGE HENRY, M.D. Gynecologist to the
Grady Hospital; Secretary to the Section on Obstetrics and Gyne-
cology of American Medical Association, 1897; Member of the South-
ern Surgical and Gynecological Association. 186 South Pryor
Street, Atlanta, Ga.

1903.—NOBLE, THOMAS BENJaMIN, M.D. Professor of Abdom-
inal Surgery in the Central College of Physicians and Surgeons;
Consultant in the Diseases of Women at the City Hospital, City
Dispensary, and Protestant Deaconess’s Hospital, Indianapolis.
427 Newton Claypool Building, Indianapolis, Ind.

1907.—OLMSTED, INGERsoLL, M.D. Surgeon to the City and
St. Joseph’s Hospitals, Hamilton, Ont. 215 South James St.,
Hamilton, Ontario, Canada.

1899.—PaNTZER, HuGo OTT0, M.D. Professor of Clinical Gvne-
cology in the Indiana Medical College, Medical Department of
Purdue University; Gynecologist to City Hospital, City Dispensary,
St. Vincent's and Deaconess's Hospitals; Member of Indianapolis,
Indiana State, Ohio Valley, Mississippi Valley, Medical Associa-
tions and Indianapolis Gynecological Association. Executive Council,
19o7-1911. 224 North Meridian Street, Indianapolis, Ind.

18go.—PEARSON, WiLLiaM LisBy, M.D. 713 Union Street,
Schenectady, N. Y.

1899.—PFAFF, OrRANGE G., M.D. Adjunct Professor of Ob-
stetrics and Diseases of Women in the Medical College of Indiana;
Gynecologist to the City, Deaconess’s, and St. Vincent’s Hospitals.
1337 North Pennsylvania Street, Indianapolis, Ind.

1898.—PoORTER, MIiLEs F., M.D. Surgeon to Hope Hospital;
Professor of Surgery in the Indiana University School of Medicine;
ex-President Indiana State Medical Society. Vice-president, 1902;
President 1912-1913. 207 West Wayne Street, Fort Wayne, Ind.

1903.—POUCHER, JoHN WiLsoN, M.D. Consulting Surgeon to
Vassar Brothers Hospital, Poughkeepsie. 339 Mill Street, Pough-
keepsie, N. Y.

1904.—REDER, FraNcis, M.D. Surgeon to Missouri Baptist
Sanitarium; Surgeon to St. John’s Hospital; Visiting Surgeon to
St. Louis City Hospital, and allied Institutions. Residence, 6346
Berlin Avenue; Office, 518-519 Delmar Building, St. Louis, Mo.
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Founder—REED, CHARLES ALFRED LEE, A.M., M.D. Pro-
fessor of Gynecology and Abdominal Surgery in the Cincinnati
College of Medicine and Surgery and in the Woman’s Medical
College of Cincinnati; Surgeon to the Cincinnati Free Surgical
Hospital for Women; Secretary-General of the First Pan-American
Medical Congress, 1893; Member of the Southern Surgical and
Gynecological Association; Fellow of the British Gynecological
Society; President of the American Medical Association, 1g9oI.
Executive Council, 189o—1897; President, 1898. Rooms 60 and 62,
The Groton, N. E. corner Seventh and Race Streets, Cincinnati,
Ohio.

1913.—RONGY, ABRAHAM JAcoB, M.D. Attending Gynecologist,
Lebanon Hospital; Attending Surgeon, Jewish Maternity Hospital;
Consulting Gynecologist, Rockaway Beach Hospital. Residence
and Office, 154 Henry Street, New York City.

1909.—ROSENTHAL, MAURICE 1., M.D. Surgeon to Saint
Joseph’s Hospital. 336 W. Berry Street, Fort Wayne, Ind.

1902.—RUNYAN, JosepH PHINEAS, M.D. Division Surgeon
to the Choctaw, Oklahoma and Gulf Railroad; Secretary of the
Arkansas State Medical Association, President, 1904. 1514
Schiller Avenue, Little Rock, Ark.

1906.—RUTH, CHARLES Epwarp, M.D. Professor of Surgery
and Clinical Surgery in the Keokuk Medical College (College of
Physicians and Surgeons); Surgeon to the Chicago and Rock Island
Pacific Railway. Des Moines, Iowa.

1903.—SADLIER, JAMES EDGAR, M.D. Consulting Surgeon to
Highland Hospital, Poughkeepsie. Vice-president, 1909. 295 Mill
Street, Poughkeepsie, N. Y.

1909.—SANES, K. IsADORE, Gynecologist to the West Penn
Hospital; Consulting Gynecologist to the Montefiore Hospital,
Pittsburg. Residence, 234 McKee Place; Office, Jenkins Building,
Pittsburg, Pa.

1910.—SCHILDECKER, CHARLES BusHFIELD, M.D. Assistant
Gynecologist to Western Pennsylvania Hospital; Coroner’s Physi-
cian of Allegheny County. Residence, 414 Rebecca Street; Office,
1105 Park Building, Pittsburg, Pa.
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1904.—SCHWARz, HENRY, M.D. Professor of Obstetrics, Medical
Department of Washington University. Vice-president, 1911.
440 North Newstead Avenue, St. Louis, Mo.

19o1.—ScoTrT, N. STONE, A.M., M.D. Professor of Surgery,
College of Physicians and Surgeons, Cleveland; Consulting Surgeon
to City Hospital; Consulting Surgeon to St. John’s Hospital;
Surgeon to the Out-patient Department of Cleveland General
Hospital. Residence, 531 Prospect Avenue; Office, 603—604 Citi-
zens’ Building, Cleveland, Ohio.

1895.—SELLMAN, WiLLiaM ALFRED BELT, M.D. Gynecologist
to The Biedler and Sellman Sanitarium; Member of the Medical
and Chirurgical Faculty of Maryland; also of the Baltimore City
Medical Society; also of the American Medical Association; the
Gynecological and Obstetrical Association of Baltimore; Physician
to The Margaret J. Bennett Home for Young Ladies. Vice-presi-
dent, 1908; Executive Council, 19gog—1910. 5 East Biddle Street,
Baltimore, Maryland.

19g08.—SHERRILL, JOoSEPH GARLAND, A.M., M.D. Professor of
-Surgery and Clinical Surgery at the University of Louisville. Office,
Suite 542, The Atherton, Louisville, Ky.

1899.—SiMpsoN, FraNnk Farrow, A.B., M.D. Gynecologist
to the Allegheny General Hospital; Consulting Gynecologist to
the Columbia Hospital. Vice-president, 1906. Jenkins Building,
Pittsburg, Pa. '

1912.—SKEEL, ARTHUR JuLlus, M.D. Assistant Professor of
Obstetrics, Western Reserve University; Obstetrician to City Hos-
pital; Associate Obstetrician to St. Luke’s Hospital; Consulting
Obstetrician to the Florence Crittenden Home; Consulting Obste-
trician to the Woman’s Hospital. Residence and Office, 1834 East
65th Street, Cleveland, Ohio.

1go1.—SKEEL, RoraAND EbpwaArDp, M.D. Associate Clinical
Professor of Gynecology in Western Reserve University; Gyne-
cologist to St. Luke’s, City, and Lutheran Hospitals; Consulting
Surgeon to the Lakewood Hospital. 314 Osborn Building, Cleve-
land, O.

1910.—SMEAD, LEwis FreEDEric, A.B., M.D. Surgeon to St.
Vincent’s Hospital, Toledo. Residence, 2921 Parkwood Avenue;
Office, 242 Michigan Street, Toledo, Ohio.
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1891.—SmITH, CHARLES NORTH, M.D. Surgical Chief of Flower
Hospital; Gynecologist to St. Vincent's Hospital; Vice-president,
1910, 234 Michigan Street, Toledo, Ohio.

1913.—SMITH, LEwis WatsoN, A.B.,, M.D. Assistant Gyne-
cologist, Allegheny General Hospital; Gynecologist, Pittsburg
Free Dispensary. Residence and Office, 6024 Station St., Pitts-
burg, Pa.

1904.—SmiTH, WiLLiam S., M.D. Professor of Gynecology
in the Maryland Medical College; Gynecologist to Franklin Square
Hospital. 528 Hanover Street, Baltimore, Md.

1902.—STARK, SIGMAR, M.D. Professor of Obstetrics and Clinical
Gynecology in the Cincinnati College of Medicine and Surgery;
Gynecologist to the Jewish Hospital. 1108 East McMillan Street,
Cincinnati, Chio.

1908.—STEWART, Doucras Hunt, M.D. Residence, 128 West
6th Street, New York, N. Y.

1911.—STILLWAGEN, CHARLES A., M.D. 524 Pennsylvania
Avenue, Pittsburg, Pa.

1904.—SUTCLIFFE, JOHN AsSBURY, A.M., M.D. Professor of
Genitourinary Surgery; Indiana School of Medicine; Consulting
Surgeon to St. Vincent’s Infirmary; Consultant in Genitourinary
Diseases to the City Hospital and to the Protestant Deaconess’s
Hospital. Residence, 1121 Central Avenue; Office, 155 East
Market Street, Indianapolis, Ind.

1899.—SwoOPE, LorENzo W., M.D. Surgeon to the Consoli-
dated Traction Company; Chief Surgeon to Wabash Railroad,
Pittsburg Division; Surgeon to Western Pennsylvania Hospital;
Surgeon to Passavant Hospital; Member of the Allegheny County
Medical Society; Member of the American Medical Association.
Residence, 4629 Bayard Street; Office, 1105 Park Building, Pitts-
burg, Pa.

19o1.—TATE, MAGNUS ALFRED, M.D. Professor of Obstetrics
Miami Medical College; President Cincinnati Academy of Medicine,
1905. 19 West Seventh Street, Cincinnati, Ohio.

1908.—TORRANCE, GasTOoN, M.D. Surgeon to St. Vincent’s
and the Hillman Hospitals in Birmingham. Residence, 1626
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Eleventh Avenue, South; Office, 325 Woodward Building, Birming-
ham, Ala.

1912—TuLEYy, HENRY ENos, A.B., M.D. Secretary Missis-
sippi Valley Medical Association. Residence, 3 Magnolia Apts;
Office, 705 South Third Street, Louisville, Ky.

1907.—VANCE, AP MorcaAN, M.D. Surgeon to Kentucky
Masonic Widow’s and Orphan’s Home and Infirmary; Surgeon
to Sts. Mary and Elizabeth Hospital, Louisville. 835 South
Fourth Avenue, Louisville, Ky.

Founder —VANDER VEER, ALBERT, A M., M.D,, Ph.D., LL.D;
Professor of Surgery, Albany Medical College; Surgeon-in-Chief.
Albany Hospital; Consulting Surgeon, South End Dispensary,
Consulting Surgeon, Benedictine Hospital, Kingston, N. Y.; Con;
sulting Surgeon, Champlain Valley Hospital, Plattsburgh, N. Y.-
Fellow of the American Surgical Association (President, 19o6);
Fellow of the British Gynecological Society; Member of the Southern
Surgical and Gynecological Association; Corresponding Member of
the Boston Gynecological Society. Executive Council, 1889-1891,
1895-1905; President, 1892. 28 Eagle Street, Albany, N. Y.

1913.—VANDER VEER, EDGAR ALBERT, Ph. D.,, M.D. Professor
of Abdominal and Clinical Surgery, Albany Medical College; Attend-
ing Surgeon, Albany Hospital. Residence, 150 State Street; Office,
28 Eagle Street, Albany, N. Y.

1912.—VAN SWERINGEN, Bupp, M.D. 208 Washington Boule-
vard, Fort Wayne, Indiana.

1909.—WaDE, HENRY ALBERT, M.D. Surgeon to Bethany
Deaconess’s Hospital; Associate Gynecologist to Williamsburg
Hospital, Brooklyn. 495 Greene Avenue, Brooklyn, N. Y.

1909.—WaLDo, RarpH, M.D. Gynecologist to Lebanon Hos-
pital; Associate Surgeon to the Woman's Hospital of the State of
New York. 54 W. 71st Street, New York, N. Y.

1891.—WALKER, EpwiN, M.D., Ph.D. Gynecologist to the

Evansville City Hospital; President of the Indiana State Medical

Society, 1892; Member of the American Medical Association and

of the Mississippi Valley Medical Association; Member of the

Southern Surgical and Gynecological Association; First Vice-presi-
4
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dent American Medical Association, 19o7. Vice-president, 1gor.
712 South Fourth Street, Evansville, Ind.

1907.—WEIss, EpwArD Aroysius, M.D. Gynecologist to Mercy
Hospital; Gynecologist to Presbyterian Hospital; Obstetrician
to Rosalia Maternity Hospital; Assistant Professor of Gynecology
at University of Pittsburg, Medical Department. 714 Jenkins
Building, Pittsburg, Pa.

1889.—WENNING, WiLLiAM HENRY, A.M., M.D. Clinical Pro-
fessor of Gynecology at the Miami Medical College; Chief of Staff
and Gynecologist to St. Mary’s Hospital. 5 Garfield Place, Cin-
cinnati, Ohio.

Founder.—WERDER, XAVIER OswaLD, M.D. Professor of Gyne-
cology at the University of Pittsburg, Medical Department; Gyne-
cologist to Mercy Hospital. Treasurer,1888-1911. President, 1911.
714 Jenkins Building, Pittsburg, Pa.

1904.—WEST, JAMES NEPHEW, M.D. Professor of Diseases of
Women and Secretary of the Faculty at the New York Post-Gradu-
ate Medical School and Hospital. Vice-president, 19o6. 71 West
Forty-ninth Street, New York.

1896.—WESTMORELAND, WiLLls ForEMAN, M.D. Professor of
Surgery at the Atlanta Medical College. Suite 241, Equitable
Building, Atlanta, Ga.

1911.—WHITE, GEORGE R., B.S.,, M.D. Surgeon Park View
Sanitarium. 2 Liberty E., Savannah, Ga.

1909.—YATES, H. WELLINGTON, M.D. Gynecologist to St.
Mary’s Hospital; Gynecologist to Providence Hospital; Assistant
Professor of Gynecology, Detroit College of Medicine and Surgery;
Member of the Section on Obstetrics, Gynecology and Abdominal
Surgery of the American Medical Association; Member of the Staff
of St. Luke’s Hospital; Member of the Wayne County and Michigan
State Medical Society; President Detroit Medical Club; Medical
Director of the Peninsular Life Insurance Co. Residence, 1360
Fort Street, West; Office, 607 Gas Office Building, Detroit, Mich.

1907.—ZI1EGLER, CHARLES EpwarD, A.M., M.D. Professor of
Obstetrics in the University of Pittsburg; Medical Director of the
Elizabeth Steele Magee Hospital for Women; Medical Director of
the Pittsburg Maternity Dispensary; Consulting Obstetrician to
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the Columbia Hospital and Consulting Obstetrician and Gynecolo-
gist to the Dixmont Hospital for the Insane. Forbes and Halket
Streets, Pittsburg, Pa.

1900.—ZINKE, ERNST Gustav, M.D. Professor of Obstetrics
and Clinical Midwifery in the Ohio-Miami Medical College, Univer-
sity of Cincinnati, Chief of Staff and Obstetrician and Gynecologist
to the German Hospital; Obstetrician to the Maternity Hospital;
President of Cincinnati Obstetric Society, 1887; President Academy
of Medicine of Cincinnati, 1894; First Vice-president Ohio State
Medical Society; Member and Chairman of Section on Obstetrics,
Gynecology and Abdominal Surgery, of American Medical Associa-
tion; Fellow of Southern Surgical and Gynecological Associa-
tion. Honorary Member Jackson County Medical Society, Kansas
City, Mo. President, 1908; Executive Council, 190og-1911. Secre-
tary, 4 Seventh Avenue, West, Cincinnati, Ohio.

Total, one hundred and thirty-three Ordinary Fellows.
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189o.—ASDALE, WILLIAM JaMES, M.D., Beaver Falls, Pa., 1912.

Founder—BAKER, WASHINGTON HopxinNs, M.D., Philadelphia,
Pa., 1904.

1889.—BURNS, BERNARD, M.D., Allegheny, Pa., 1892.
189o.—CoLES, WALTER, M.D., St. Louis, Mo., 1892.

1889.—Davis, WiLLiaM Erias B., M.D., Birmingham, Ala.,
1903.

1892.—DU¥FF, JouNn MirtoN, A.M., M.D., Ph.D., Pittsburg, Pa.,
1904.

1898.—DunN, JaMmes C., M.D., Pittsburg, Pa., 1907.

1892.—DUNNING, LEEMAN HERBERT, M.D., Indianapolis, Ind.,
1906.

1895.—FERGUSON, ALEXANDER HucGH, M.D., Chicago, Ill,, 1911.

189o.—FREDERICK, CarrLTON Cassius, B.S., M.D., Buffalo,
N.Y, 1911.

1891.—GiBBONS, HENRY, Jr., A M., M.D., San Francisco, Cal.,
1912.

1904.—GooDFELLOW, GEORGE E., M.D., Los Angeles, Cal., 1910.

1892.—HacGARD, WiLLiAM Davip, Jr., M.D., Nashville, Tenn.,
19o1.

Founder—HiLL, HAMPTON EUGENE, M.D., Saco, Me., 1894.
1912.—HOTALING, ALBERT STEUBEN, M.D., Syracuse, N. Y, 1913.
1898.—HYDE, JoEL W., M.D., Brooklyn, N. Y., 1907.

1897.—INGrRAHAM, HENRY DOWNER, M.D., Buffalo, N. Y., 1904.
lii
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Founder.—JArvis, GEORGE CvpriaN, M.D., Hartford, Conn.,
1900.

1892.—JELKS, JaAMES THoMAS, M.D., Hot Springs, Ark., 19o2.

1900.—LINVILLE, MONTGOMERY, A.B.,, M.D., New Castle, Pa.,
191I0.

Founder.—LotarOP, THOMAS, M.D., Buffalo, N. Y., 1902.
1891.—McCaNN, JamEes, M.D., Pittsburg, Pa., 1893.
1898.—McCanN, THoMAS, M.D., Pittsburg, Pa., 1903.
1896.—MooONEY, FLETCHER D., M.D., St. Louis, Mo., 1897.
Founder.—PoTTER, WILLIAM WARREN, M.D, Buffalo, N. Y., 1911.
Founder —PRICE, JosEPH, M.D., Philadelphia, Pa., 1g911.

1896.—RHETT, ROBERT BARNWELL, JRr., M.D., Charleston, S. C.,
19OI.

1889.—ROHE, GEORGE HENRY, M.D., Baltimore, Md., 18¢9.
1892.—ROSENWASSER, MArcus, M.D., Cleveland, O., 1910.

18go.—Ross, James Freperick Wum., M.D.,, C.M,, LR.C.P,,
Toronto, Ontario, Canada, 1911.

1889.—SEYMOUR, WiLLiAM WoTKYNS, A.B., M.D., Troy, N. Y.,
1904.

1902.—SIMONS, MANNING, M.D., Charleston, S. C., 1911.

Founder.—TowNSEND, FRANKLIN, A.M., M.D., Albany, N. Y.,
1895.
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Davis, John D. S,
Morris, Lewis Coleman,
Torrance, Gaston,

Runyan, Joseph Phineas,

Buteau, Samuel H.,
Hadden, David,

Howitt, Henry,
Olmsted, Ingersoll,

Noble, George Henry,
Westmoreland, W. F.,
Whitem, George R.,

Bacon, Joseph Barnes,
Barrett, Channing,
Goldspohn, Albert,
Lyons, John A,,
Murphy, John B.,

Walker, Edwin,
Porter, Miles F.,
Rosenthal, M. I,

Van Sweringen, Budd,
Eastman, Thomas B.,
Noble, Thomas B.,
Pantzer, Hugo O.,
Pfaff, O. G.,

Sutcliffe, John A.,

Classified.

ALABAMA.

2031 Avenue G.,

1203 Empire Bldg.,

325 Woodward Bldg.,
ARKANSAS.

1514 Schiller Ave.,

CALIFORNIA.

115 5.B roadway,

Oakland Bank of Savings Bldg.,

CANADA.

221 Woolwich Street,
215 South James St.,

GEORGIA.

186 South Pryor Street,
241 Equitable Bldg.,
2 Liberty E.,

ILLINOIS.

446 St. James Place,
34 Washington St.,
4118 State Street,
400 Reliance Bldg.,

INDIANA.

712 South Fourth St.,

207 West Wayne St.,

336 West Berry St.,

208 Washington Blvd.,

309 Pennway Bldg.,

427 Newton Claypool Bldg.,
224 North Meridian St.,

1337 North Pennsylvania St.,
155 East Market St.,

lv

Birmingham.
Birmingham.
Birmingham.

Little Rock.

Oakland.
Oakland.

Guelph, Ontario.
Hamilton, Ontario.

Atlanta.
Atlanta.
Savannah.

Macomb.
Chicago.
Chicago.
Chicago.
Chicago.

Evansville.
Fort Wayne.
Fort Wayne.
Fort Wayne.
Indianapolis.
Indianapolis.
Indianapolis.
Indianapolis.
Indianapolis.
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Ruth, Charles E.,

Frank, Louis,
McMurtry, Lewis S.,
Sherrill, Joseph G.,
Tuley, Henry Enos,
Vance, Ap Morgan,

Branham, Joseph H.,
Sellman, William A. B.,
Smith, William S.,

Abrams, Edward Thomas,
Bell, John Norval,
Brown, Geo. Van Amber,
Carstens, J. Henry,
Jenks, Nathan,

Longyear, H. W.,
Manton, Walter P.,
Yates, H. Wellington,

Brown, John Young,
Crossen, H. S.,
Dorsett, Walter B.,
Elbrecht, Oscar H.,
Jonas, Ernst,

Kirchner, Walter C. G.,
Reder, Francis,
Schwarz, Henry,

Findley, Palmer,

Darnall, Wm. Edgar,
Marvel, Emery,
Dickinson, Gordon K.,
Gray, Frank D.,

111, Charles L.,

11, Edward J.,
Hedges, Ellis W.,

IOWA.
407 Equitable Bldg.,

KENTUCKY.

The Atherton,

The Atherton,

The Atherton,

705 South Third St.,
835 South Fourth Ave.,

MARYLAND.

2200 Eutaw Place,
s East Biddle St.,
528 Hanover St.,

MICHIGAN.

506 Washington Arcade,
32 Adams Ave., West,
620 Woodward Ave.,
271 Woodward Ave.,
271 Woodward Ave.,

32 Adams Ave., West,
1360 Fort Street,

MISSOURI.

612 Metropolitan Bldg.,
Metropolitan Bldg.,
Linmar Bldg.,
Metropolitan Bldg.,

465 North Taylor Ave.,
Metropolitan Bldg.,

6346 Berlin Ave.,

440 North Newstead Ave.,

NEBRASKA.

418 Brandeis Theater Bldg.,

NEW JERSEY.

1704 Pacific Ave.,
1801 Pacific Ave.,
280 Montgomery St.,
62 Madison Ave.,
188 Clinton Ave.,
1002 Broad St.,

703 Watchung Ave.,

Des Moines.

Louisville.
Louisville.
Louisville.
Louisville.
Louisville.

Baltimore.
Baltimore.
Baltimore.

Dollar Bay.
Detroit.
Detroit.
Detroit.
Detroit.
Detroit.
Detroit.
Detroit.

Saint Louis.
Saint Louis.
Saint Louis.
Saint Louis.
Saint Louis.
Saint Louis.
Saint Louis.
Saint Louis.

Omabha.

Atlantic City.
Atlantic City.
Jersey City.
Jersey City.
Newark.
Newark.
Plainfield.
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Boyd, James P.,
Vander Veer, Albert,
Vander Veer, Edgar A.,
Chase, Walter B.,
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First Day—Tuesday, September 16, 1913.

Morning Session.—The Association met in the Medical Library
Building of the Rhode Island Medical Society at g :30 A. M., and was
called to order by the President, Dr. Miles F. Porter, Fort Wayne,
Indiana, who introduced the Honorable Joseph Gainor, Mayor of
Providence, who delivered the following

ADDRESS OF WELCOME.

Mr. President and Fellows of the American Association of Obstetri-
cians and Gynecologists: 1 desire, first of all, to thank you for extend-
ing to me the privilege of attending this convention, and I desire
also to extend to you in behalf of the City of Providence a most
hearty welcome. I know the City of Providence will get great
good from your coming to us, and I trust that your better and more
intimate knowledge of our city and of our citizens and of our institu-
tions will prove of some interest to you.

I notice that arrangements have been made to show you some of
our City, and I observe, for instance, to-day you are going to the
Squantum Club, and I venture to suggest that you will find it a
most interesting bit of scenery and country. I trust you will carry
away pleasant remembrances of your trip.

I desire to thank those gentlemen of your association who were
instrumental in getting this convention to meet in our City. I have
had the honor of extending a welcome to the City of Providence to
many conventions that have met here since my term of office began,
but I believe that no body of men can be of more interest or can do
greater good to a community than your body can do to us and the
City of Providence, because no matter what our walk in life, whether
we be rich or poor, we are all interested in the science of medicine
and surgery, because we are all interested in battling with the demon
Death, against whose agencies medicine and surgery are enlisted to
do battle. We are all interested in the advance of medicine and sur-
gery so far, but we look for far greater results. We are all interested
in everything that has been discovered, and we realize what great
good the discoveries in medicine and surgery have done for mankind.
We know what good came from the circulation of blood, from anti-
sepsis and asepsis, from anesthetics, inoculation, and antitoxins.
All of these things have been of immense value, of much more value
to the human race from the point of view of the layman than any-
thing that has yet been attempted, and we have to give the palm to
the surgeons because they can enter the abdominal cavity with as
much freedom as a child can go into the interior of a toy. Even the
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brain seems to have no terror for the surgeon. We realize that much
has yet to be done in the sciences, and we are looking to you as the
chosen men of ability and experience; we are looking to you to carry
on the progress in these two branches to a much greater extent than
it has been carried on so far. For instance, we would like you to
discover some cure for the great white plague. Recently, I have
read some articles stating that attempts have been made to do away
with consumption or tuberculosis. I have wondered why the sur-
geon could not just go into the human body and take out a lung,
repair it, and put it back. It seems to me very probable that we
will get the solution of that difficulty from the surgeon. So, gentle-
men, it seems to me, your coming to our City means a great deal to
us. Your coming is a matter of education, and we look to the results
of your meeting with great hope for the human race, not only in this
country, but especially in the City of Providence. Therefore it is
that I most heartily welcome you to-day in behalf of our City. I
trust that your stay here will be extremely pleasant, and that at
some time in the future you will visit us again. (Loud applause.)
THE PrESIDENT.—We will ask Dr. Smith to respond to this
hearty welcome that has been given us by the Mayor of Providence.

RESPONSE TO THE ADDRESS OF WELCOME BY DR. SMITH.

Dr. CuArLEs N. SwmitH, Toledo, Ohio.—Myr. President, Mayor
Gainor, and Fellows: It is a pleasure already realized, and a greater
one still held in anticipation that we have listened to your elo-
quent words of welcome. We accept that welcome in the same
spirit and cordiality with which it has been extended, and we wish
to express to you, to the profession of Providence, to its citizens,
our hearty thanks for that welcome.

This Association is a hard-working serious organization, dealing
with the serious side of life. To these Association meetings every
Fellow brings his best thought and experience, borne of many
years of labor, and presents those thoughts to the Association and
through the Association to the scientific world, and we trust that so
much of value to obstetrics and gynecology and surgery may come
from this meeting, that greater reputation- may attach to this asso-
ciation; that great benefit may come to mankind, and that some of
the glory of the achievements may redound to the credit of the
Providence meeting and to the City of Providence.

Again, I thank you in the name of the Association for this welcome.
(Applause.)

THE PrESIDENT.—We will now listen to an address of welcome
by Dr. John W. Keefe, of Providence.



TWENTY-SIXTH ANNUAL MEETING Ixvii

"ADDRESS OF WELCOME BY DR. KEEFE.

My. President, Fellows and Guests of the American Association of
Obstetricians and Gynecologists: 1 have two distinct feelings of pleas-
ure in addressing you this morning. In the first place, as a Fellow of
the Association it is very gratifying to me to find you all here to-day,
because I feel that the meeting of a body of scientists, such as you are,
will be of distinct advantage and benefit to the medical profession
of this community. Also, it is a pleasure to address you as fortu-
nately I happen to be President of the Rhode Island Medical Society
at this time, and I feel from my conversation with members of the
Association that they will all be glad to go out of their way to show
you any courtesies that it may be possible for them to show you.

We have here several hospitals; the Rhode Island Hospital is
one of the hospitals that has 350 beds. We have more than s0 men
on the staff, about 16 internes, and this hospital takes care of all
types of acute diseases.

We also have a City Hospital that cares for 200 patients with
contagious diseases at present; also a pavilion for tuberculosis; also
another hospital, St. Joseph’s, which has a capacity of 175 beds.
That hospital looks out for all types of acute diseases, and it has an
annex 1o miles from the City where they treat cases of tuberculosis.
We have a State Sanatorium here.

No doubt you have all heard of our famous Brown University,
and at one time this famous university boasted of a medical school
from 1811 to 1827, during which time they had a medical depart-
ment in connection with Brown University, and I am very glad to be
able to say that the medical school was closed early, and the fact
that Harvard was in such close proximity was a distinct advantage.
Now, you will note throughout the country the same idea is being
promulgated. For instance, cities like Louisville, which had, I
understand, some five medical schools, has now concentrated them
into one; and so throughout the country the small medical schools
are disappearing.

The men who have preceded me in the Rhode Island Medical
Society saw the errors of their way early and have set a good example.

Dr. Jones of the Entertainment Committee will be glad to tell
you what the committee has done in the way of arrangements to
entertain you while you are here.

We very early learned there is something in the way of hospitality
in Rhode Island. Roger Williams, who was driven from the Massa-
chusetts bay colony, on account of differing in his religious views
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from his friends, when he reached the shore, was hospitably enter-
tained by the Indians, so that our ideas of hospitality have descended
from the original settlers in Rhode Island, and we will give you an
opportunity this afternoon to determine whether the Indians have
taught us correctly.

I trust any man will feel free to call upon the committee or any
other physician of the City that he may happen to meet if he wishes
to visit any of our hospitals or other institutions. I know they will
be glad to heip out, so that once more on behalf of the medical
profession of the City of Providence, I extend to you a very
cordial welcome to our City. (Applause.)

THE PRrESIDENT.—I will ask Dr. Sadlier to reply to the address
of welcome delivered by Dr. Keefe on behalf of the City, and the
medical profession.

RESPONSE BY DR. SADLIER.

Dr. JaMEs E. SADLIER, Poughkeepsie, New York.—Mr. Presi-
dent and Fellows: This cordial greeting and welcome which has been
extended to us by Dr. Keefe and the medical profession of New
England are very pleasing, and should be an additional incentive to
us to make this, the twenty-sixth annual meeting of the American
Association of Obstetricians and Gynecologists, one that shall be
long remembered for excellence and superiority in its scientific work.

It is somewhat of an innovation for this organization to hold its
meetings in the far east, but let us trust that the success of this
meeting shall be such that when we depart for our respective homes,
we shall feel somewhat perhaps as Kipling might have felt when he
wrote these lines:

“There is neither East, nor West;
Border, nor breed, nor birth,
When strong men meet face to face,
Though they come from the ends of the Earth.”

Again, I thank you. (Applause.)
THE PRESIDENT.—I will ask Dr. Jones if he has any announce-
ments to make at this time.

REPORT OF THE CHAIRMAN OF THE COMMITTEE OF ARRANGEMENTS.

Dr. ArTHUR T. JoNES, Providence.—Regarding entertainments,
this noon at 12: 30, immediately following this session, automobiles
will be in waiting to take the Fellows and guests to the Squantum
Club, where some of that Indian hospitality Dr. Keefe has spoken
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of will be dispensed to you. After the clam bake, the meeting will
be continued at the Squantum Club and the members will return in
automobiles in time to get their dinners and return here tonight for
the evening session.

To-morrow noon, at the close of the morning session, a buffet
luncheon will be served in this building downstairs to the members
and guests.

The members of the Ladies Committee at the Narragansett Hotel
will see that the ladies are taken in automobiles at quarter of 2 for a
ride about the City, and then going to Bristol as the objective point,
where a luncheon will be served this afternoon.

To-morrow for the ladies there will be a luncheon at the Country
Club, about 5 miles out. They will leave in automobiles from the
Narragansett Hotel, but the exact time of their leaving there will be
announced later.

The annual banquet, as usual, will be held Wednesday night at the
Narragansett Hotel at 7 p. M.

Papers were then read as follows:

1. “The Treatment of Puerperal Streptococcemia with Intra-
venous Injections of Magnesium Sulphate,” by Dr. James A. Harrar,
New York City.

This paper was discussed by Drs. McPherson, Davis, Dickinson,
Van Sweringen, Skeel, Branham, Yates, Moriarta, Ill, Zinke, and
the discussion closed by the author of the paper.

2. “Lactation Atrophy of the Uterus; One Case and Its Success-
ful Treatment,” by Dr. Douglas Hunt Stewart, New York City.

Discussed by Drs. McPherson, Hadden, Pantzer, and the dis
cussion closed by the essayist.

3. ‘“Abdominal Cesarean Section; a Study of a Series of Cases,”
by Dr. Asa B. Davis, New York City.

4. “Cesarean Section For Placenta Previa,” by Dr. Ross McPher-
son, New York City.

5. “The Advantage of Cesarean Section over Other Procedures
in Border-line Cases,” by Dr. John W. Poucher, Poughkeepsie,
New York.

It was moved by Dr. Zinke and seconded, that the discussion on
these papers be postponed until after the clam bake at the Squantum
Club. Carried.

Afternoon Session, 2 : 30 o’clock.

The President in the Chair.
The papers of Drs. Davis, McPherson and Poucher were discussed
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by Drs. Smith, Harrar, Partridge, Zinke, and the discussion closed
by the authors of the papers.

6. “Pelvic Joints in Pregnancy and Labor, with Report of a Case
with Rupture of the Symphysis Pubis in Labor,” by Dr. Henry
Enos Tuley, Louisville, Kentucky.

Discussed by Drs. Ill, Davis, and Rongy.

7. ‘“Interesting Conditions Complicating Pregnancy, Labor and
the Puerperium, with Report of Three Cases,” by Dr. Asa B.
Davis, New York City.

Discussed by Drs. Rosenthal, Ruth, Hayd, Dickinson, Pantzer,
and in closing by the essayist.

On motion of Dr. Zinke, which was duly seconded, the paper of
Dr. Budd Van Sweringen, of Fort Wayne, was postponed until after
the reading of the president’s address of welcome.

On motion, the Association took a recess until 7:30 P. M.

Evening Session, 7 : 30 o’clock.

The Association was called to order by the First Vice-president,
Dr. Charles N. Smith, of Toledo, who introduced the President,
Dr. Miles F. Porter, Fort Wayne, Indiana.

Dr. Porter delivered his address as President.

8. “Conservative Operations for Acute Inflammatory Pelvic
Disease,” by Dr. Budd Van Sweringen, Fort Wayne, Indiana.

Discussed by Drs. Moriarta, Dickinson, West, Ill, Ruth, and in
closing by the essayist.

9. “Significance of Hematuria and Its Management,” by Dr. J.
Garland Sherrill, Louisville, Kentucky.

10. “Acute Unilateral Hematogenous Infection of the Kidney,”
by Dr. Curtis S. Foster, Pittsburg, Pa.

11. “The Value of the Renal Catheter in Surgery,” by Dr. K.
Isadore Sanes, Pittsburg, Pa.

12. “Renal and Ureteral Calculi,” by Dr. Henry Dawson Furniss,
New York City.

These papers were discussed by Drs. Brown, Furniss, Hadden, and
the discussion closed by Drs. Sherrill and Sanes.

13. “Local Anesthesia in Abdominal Surgery with Cinemato-
graphic Demonstration,” by Dr. Julius H. Jacobson, Toledo, Ohio.

On motion, the Association took a recess until g : 30 A. M. Wednes-
day.

SECOND DAY—Seplember 17, 1913.

Morning Session.—The Association met at 9:30 A.M. and was

called to order by the President.
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14. “Diagnostic Hysterotomy,” by Dr. Gordon K. Dickinson,
Jersey City, N. J.

Discussed by Drs. Pantzer, Jacobson, Skeel, Rosenthal, West,
Porter, and in closing by the essayist.

15. “The Later Operative Technic in the Treatment of Cancer,
with Special Reference to Cancer of the Breast and Uterus,” by Dr.
Maurice I. Rosenthal, Fort Wayne, Indiana.

16. “Operative Treatment of Mammary Carcinoma, with Special
Reference to the Pectoral Muscles and Axillary Space,” by Dr.
Charles Edward Ruth, Des Moines, Iowa.

These two papers were discussed by Drs. Morris, Frank, Pantzer,
Dickinson, Waldo, Carstens, Darnall, and in closing by the essayists.

17. “Laceration of the Cervix; a Causative Factor in Salpingitis,”
by Dr. Francis Reder, St. Louis, Missouri.

18. “Report of Cases; a Few Unusual Gynecological Conditions,”
by Dr. Arthur Thomas Jones, Providence, R. 1.

19. “The Use of Iodine in Abdominal Surgery,” by Dr. Louis
Frank, Louisville, Ky.

These three papers were discussed together by Drs. Morris, King,
Carstens, Gray, and discussion closed by Drs. Jones and Frank.

On motion, the Association took a recess until 1:30 P. M.

Afternoon Session, 1:30 o’clock.

The President in the Chair.

20. “Cancer of the Uterus and Fibroid Tumors from a Clinical
Stand-point,” by Dr. Edward Joseph Ill, Newark, N. J.

21. “Observations upon Fibroid Tumors of the Lower Uterine
Segment,” by Dr. James N. West, New York City.

These two papers were discussed together by Drs. Hayd, Rosen-
thal, Sanes, Carstens, Frank, Smith, Smead, Kirchner, Noble, and
the discussion closed by the authors of the papers.

22. “Observations Based on Seventy Cases of Bowel Obstruc-
tion with Special Reference to the Unusual Cases Illustrated,” by
Dr. Walter C. G. Kirchner, St. Louis, Missouri.

23. ‘“Stenosis of the Pylorus in Infancy with Report of Six Cases,”
by Dr. John W. Keefe, Providence, R. I.

24. “ Fibroma of the Cardia in a Girl of Eighteen; Gastrostomy
with Enucleation,” by Dr. John F. Erdmann, New York City.

25. “Some Interesting Points of Gall-bladder Surgery, with Re-
port of Cases,” by Dr. Joseph W. Branham, Baltimore, Maryland.

These four papers were discussed together by Drs. Smith, Pantzer,
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Longyear, Carstens, Skeel, Gray, Noble, and in closing by Drs.
Kirchner, Keefe and Branham.
On motion, the Association took a recess until g : 30 A. M. Thursday.

THIRD DAY—September 18, 1913.

Morning Session.—The Association met at ¢9:30 A.M., and was
called to order by the President.

THE SECRETARY.—The Executive Council presents the following
resolutions:

Resolved, that the division of fees or the paying of commissions,
secretly or openly, directly or indirectly, with any person or persons
who may be instrumental in influencing patients to apply for opera-
tive care or professional advice, is unworthy of any member of the
medical profession.

Resolved, that if such division of fees or the paying of commissions
is engaged in by any member of the American Association of Ob-
stetricians and Gynecologists, it shall be counted a sufficient ground
for expulsion of the member.

Resolved, that the Executive Council considers it its duty to in-
vestigate charges against members, made on the basis of division
of fees or the giving of commissions, and on receipt of proof of offense,
the council shall either permit the resignation of the person or expel
him from the Association.

On motion, duly seconded, the resolutions were adopted.

On motion of Dr. J. H. Carstens, duly seconded, the secretary was
instructed to have these resolutions printed, and to send a copy
thereof to every Fellow of the Association.

26. “A Case of Sudden Severe Hemorrhage Into an Ovarian
Cyst,” by Dr. William Edgar Darnall, Atlantic City, New Jersey.

This paper was discussed by Drs. Longyear, Pantzer, Noble, Lott,
and in closing by the author of the paper.

27. ““An Ovarian Cyst which Developed in Nine Days,”’ by Dr. J.
H. Carstens, Detroit, Michigan.

28. ‘“Appendicitis in Young Women,” by Dr. Henry S. Lott,
Winston, N. C.

These papers were discussed by Drs. Carstens, Gray, Ruth,
Pantzer, Longyear, Morris, Noble, Yates, and in closing by the
essayists.

29. ‘“Omento-colopexy; an Operation Devised for the Correc-
tion of Ptosis of the Transverse Colon,” by Dr. H. W. Longyear,
Detroit, Michigan.
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Discussed by Dr. Carstens and in closing by the essayist.

30. ‘““A Review of the Plastic Methods of Closing the Incisional
Herniz.” by Dr. Lewis F. Smead, Toledo, Ohio.

This paper was discussed by Drs. Porter, Longyear, Kirchner,
Carstens, Morris, Noble, and in closing by the author of the paper.

31. ‘“Notes on Adventitious Tissues of the Abdominal Cavity,” by
Dr. Robert T. Morris, New York City.

Discussed by Drs. Brown, Marvel, Noble, Kirchner, Zinke, and in
closing by the author of the paper.

32. “Cholangitis and Pancreatic Lymphangitis,” by Dr. L. W.
Swope, Pittsburg, Pa.

Discussed by Drs. Lott and Morris.

33- “A Consideration of Gas-forming Bacterial Infection of the
Puerperium,” by Dr. Emery Marvel, Atlantic City, N. J.

Discussed by Drs. Tate, Morris and Porter.

Dr. Green, one of the oldest practitioners in Providence being ex-
tended the privileges of the floor, reported the case of a soldier on
whom he performed a laparotomy 49 years ago for a gunshot wound
of the abdomen. The man was shot in the battle of Chancellors-
ville, Virginia, in the abdominal wall. The bullet entered the
abdominal cavity above the ileum through the short rib. The
omentum protruded to the extent of two and a half inches. He
tried to reduce it, but as fast as it was reduced on one side, it would
come out on the other side. He therefore passed a double ligature
around it, cut off the extraneous tissue, and closed the wound, and the
man recovered.

A year or so later he was again shot on the battlefield, and was
operated, and recovered. According to the last report, the man was
still living.

He reported this case to contrast the unfavorable conditions in
which surgeons worked then as compared with modern conveniences
and hospital facilities.

Dr. David Hadden, Oakland, California, showed some colored
slides relative to the anatomy of the female pelvis and its bearing on
procidentia.

THE FOLLOWING PAPERS WERE READ BY TITLE.

Dr. Henry Schwarz, St. Louis: A Contribution to the Serology
of Pregnancy.

Dr. Wm. Seaman Bainbridge, New York: Arterial Ligation,
> with Lymphatic Block, in the Treatment of Advanced Cancer of the
Pelvic Organs. A Report of Fifty-six Cases.
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Dr. Raleigh R. Huggins, Pittsburg: The Diagnosis and Treatment
of Puerperal Insanity.

Dr. John A. Lyons, Chicago: Acute Intestinal Strangulation
Caused by a Freak Abnormally Misplaced Appendix.

INSTALLATION OF OFFICERS.

THE SECRETARY.—We have reached the closing ceremonies. 1
will ask Dr. Francis Reder and Dr. William S. Smith to escort the
newly elected President to the platform.

Dr. Charles N. Smith, in accepting the presidency said: I wish to
thank you for the honor you have conferred upon me, and I assure
you I do consider it a great honor. To me it is the greatest honor
that has come in thirty years of medical and surgical experience, and I
doubt whether to me will come any greater honor during my entire
life, as indeed I so hold in respect and honor this Association, that I
feel but few honors could come from the medical profession greater
than that of the presidency of the American Association of Obstetri-
cians and Gynecologists. I thank you, gentlemen. (Applause.)

THE SECRETARY.—It is impossible to induct into office the newly
elected Vice-presidents, Dr. Pantzer and Dr. Branham, because they
are absent. The only one to hear from is the retiring President, who
has become a member of the Executive Council.

Dr. PorTER.—I am not able to tell you how much I owe this
Association. I feel that if Providence continues to minister unto me
in a way I should like, I can show you in a measure something about
how deeply I appreciate the honor that you conferred upon me
when you made me President of this Association last year, and the
best way I can do that will be to continue to do my professional work
in the best way that it is possible for me to do it, and especially to
continue my efforts in behalf of the progress and continued success
of the American Association of Obstetricians and Gynecologists.

I want to thank you for the kindly way in which you have borne
with my many shortcomings. (Applause.)

The Secretary offered the following resolutions of thanks and
moved their adoption.

Resolved, that we extend our thanks to the City of Providence, and
especially to the daily press, for the kindness with which they have
treated us, as well as for the excellent report they have given of our
proceedings. .

Resolved, that the thanks of the Association be extended to Dr.
Keefe and to Dr. Jones for the excellent arrangements they have
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made and which have contributed so much to the success of this
meeting.

Resolved, that the thanks of the Association be extended to the
medical profession of Providence, to the citizens, and to the Commit-
tee in charge of the Medical Library Building for giving us the
privilege of using this commodious hall for holdnig our sessions.

Motion seconded and unanimously carried.

As there was no further business to come before the meeting, on
motion of Dr. Porter, the Association then adjourned to meet in
Buffalo, New York, subject to the decision of the Executive Council
as to time.

E. Gustav ZiNkE, M.D., Secretary.

EXECUTIVE SESSIONS.

Tuesday, September 16, 1913.

The President in the Chair.

THE SECRETARY.—The Executive Council has acted favorably
upon the application of the following gentlemen and recommend their
election: Greer Baughman, Richmond, Virginia; Frank D. Gray
Jersey City, N. J.; David Hadden, Oakland, California; Jerome
Morley Lynch, New York City; Abraham J. Rongy, New York
City; Lewis Watson Smith, Pittsburg, Pa.; and Edgar Albert Van-
der Veer, Albany, New York.

THE PrESIDENT.—What is your pleasure regarding these
applications?

Dr. HErmAN E. Hayp.—I move that they be elected.

Motion seconded and carried.

THE SECRETARY.—At the meeting of the Executive Council, held
last evening, your secretary brought up the matter of issuing an index
to the transactions for the past twenty-five years in a separate book,
and after discussion Dr. Keefe moved that the secretary be requested
to look into the matter and notify each member of the Executive
Council as to the feasibility of such an index.

This motion was seconded and carried.

THE PrESIDENT.—What is your pleasure in regard to this.
Shall the suggestion of the Executive Council be concurred in with
reference to the publication of an index?

Dr. Joun W. KeeFe.—I move that the action of the Executive
Council be concurred in.

Motion seconded.
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Dr. GorpoN K. DickinsoN.—What will be the expense and can
we afford it?

THE PrRESIDENT.—That is one of the queries to be made. The
secretary is instructed to make a report as to the feasibility of it.

THE SECRETARY.—The index is expected to be issued free of
charge to the members. We have the money to do so.

ToE PRESIDENT.—The Southern Surgical and Gynecological
Association has issued an index, and the Annals of Surgery has issued
an index, and such an index would make a valuable volume. The
literature, as represented in our transactions, is to a considerable
extent rendered valueless by virtue of the fact that the volumes
are not at all adequately or well indexed, so that to us an index
would be more valuable than it would be to the majority of the
societies who have their transactions published as we do.

Motion put and declared carried.

THE SECRETARY.—At the meeting of the Executive Council, Dr.
Smith moved that the Treasurer be authorized to pay vouchers of
the secretary, including his salary, up to a maximum of $1200 per
year.

The reason for this motion is that the secretary is quite frequently
put to an expense, and it would be a great inconvenience to consult
the treasurer first. The work of the secretary is very complicated
and often entails matters of detail, which, to put them on paper
completely and make them sufficiently explanatory, would require
a great deal of time. Our expenses now amount to that much, but
the secretary is not permitted to exceed $s500. In the past the
Association has always paid its indebtedness of the previous year
with the receipts of the coming year. To-day you will find that we
are quite ahead and there is no danger of a deficit.

Dr. EpwaArD J. ILL.—I move that we concur in the action of the
Executive Council regarding this matter.

Motion seconded and carried.

The secretary read letters of regret from Dr. Charles W. Moots,
Toledo, Ohio; Dr. X. O. Werder, Pittsburg, Pa.; Dr. Lewis S.
McMurtry, Louisville, Ky.; Dr. Channing W. Barrett, Chicago, Ill.;
Dr. William S. Bainbridge, New York City; and Dr. Rufus B. Hall,
Cincinnati, Ohio.

The reports of the secretary and treasurer were presented, and
an Auditing Committee consisting of Dr. Hugo O. Pantzer and Dr.
Edward J. Ill were appointed to audit the accounts of the secretary
and treasurer.

The Chair declared a recess of ten minutes in order to permit the
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Auditing Committee to examine the accounts of the secretary and
treasurer and report to the Association.

On re-assembling, the Auditing Committee made the following
report:

Dr. PaNTZER.—Your Auditing Committee went at this work
with considerable trepidation, and we are very sorry to find a
discrepancy of 3 cents; otherwise the documents placed before us
for examination were found correct and are approved.

THE PRESIDENT.—With the concurrence of this body we will ask
the Auditing Committee to make good the deficit. (Laughter.)
Gentlemen, what will you do with this report?

It was moved and seconded that the report be adopted. Carried.

THE PRESIDENT.—The Executive Council has recommended
that the next meeting of the Association be held in Buffalo, N. Y.
Does the Association concur in that recommendation? If the Chair
hears nothing to the contrary, it is taken for granted that the As-
sociation concurs in the choice of the Executive Council and recom-
mends that the next place of meeting be Buffalo.

Adjourned.

Wednesday, September 17, 1913.

The President in the Chair.

The Secretary read letters of regret from Dr. Henry Schwarz,
St. Louis, Missouri; Dr. Albert Vander Veer, Albany, N. Y.; and
Dr. R. W. Lobenstine, New York, regretting their inability to attend
the meeting.

The secretary also read a letter from Dr. Frederick Blume, Pitts-
burg, Pa., tendering his resignation.

THE PRESIDENT.—What will you do with the resignation of Dr.
Blume?

Dr. J. HENRY CARSTENS.—I move that the resignation of Dr.
Blume be accepted, and that he be put on the list as a Senior Fellow
for the rest of his life. He has been an active member of the Asso-
ciation all these years.

Motion seconded and carried.

THE PrESIDENT.—What is your pleasure concerning the bereave-
ment of Dr. Werder?

Dr. MagNus TATE.—I move that a telegram of sympathy be
sent to Dr. Werder from this Association.

Motion seconded.

Dr. GEORGE N. WEsT.—I would amend the motion to the effect
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that it be a letter instead of a telegram. You can say much more
in a letter than in a telegram and express the feelings of the members
of the Association with greater clearness and satisfaction.

The amendment was seconded by Dr. Hayd, accepted and the
original motion as amended was put and carried.

THE SECRETARY.—I have here an application for membership.
It comes from a Fellow (Dr. Swope) who has been in steady attend-
ance at these meetings. This application might be acted upon
favorably now, because the candidate comes so well recommended.
The applicant is Dr. James R. Freeland, of Pittsburg. His thesis
is accompanied by the annual dues as well as the initiation fees.

THE PrESIDENT.—What will you do with this application?

Dr. Hayp.—I move the gentleman be accepted and be elected
to fellowship.

Motion seconded and carried.

THE SECRETARY.—I have been importuned repeatedly to induce
the Association to hold the meeting of 1915 in San Francisco.

DRr. CarsTENs.—“Sufficient unto the day is the evil thereof.”
The probabilities are the American Medical Association is going
to meet there in 1915. We are all members of that body. I do not
think it would be wise for the Association to meet there the same year.
It is a long distance to travel and involves a good deal of expense.
This question can be better determined next year.

Dr. Davip HappeN.—I wish to extend an invitation to the Asso-
ciation to hold its meeting in California in 1915.

Dr. RarpH WaLpo.—I move that we accept the invitation to meet
in San Francisco during the time that the Fair is in session; the
definite date of the meeting to be arranged by the Executive
Council.

Dr. CHARLES N. SmitH.—I second the motion.

Dr. CarsTENs.—I for one do not feel like going to San Francisco
for a meeting of this Association. I think there are many other
Fellows who feel the same way. This society is too small for the
object San Francisco has in view. The American Medical Asso-
ciation will evidently go there and, if it does, and we should decide
to meet there, also, we should hold our meeting either a week before
or a week after the meeting of the American Medical Association.

Dr. RoBERT T. Morris.—We could plan to have our meeting
follow that of the American Medical Association.

DRr. GEORGE N. WEsT.—I am in favor of the proposition, but I
think it would be wise to lay it over until next year.

Dr. JaMEs E. SapLIER.—This is a large proposition. We are all
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members of the American Medical Association, as Dr. Carstens says
and, personally, I do not think it would be wise for the Association
to meet in San Francisco.

Dr. DoucrLas C. MorIARTA.—I do not think the meeting of the
American Medical Association will distract us, yet I think it would
be better to lay this matter over and that we had better not go.

The Chair put the motion of Dr. Waldo and declared it lost.

THE SECRETARY.—The next order is the election of officers for
the ensuing year.

The election of officers was proceeded with and resulted as
follows: President, Dr. Charles N. Smith, Toledo, Ohio; First Vice-
president, Dr. Hugo O. Pantzer, Indianapolis, Indiana; Second
Vice-president, Dr. Joseph H. Branham, Baltimore, Maryland;
Secretary, Dr. E. Gustav Zinke, Cincinnati, Ohio, re-elected;
Treasurer, Dr. Herman E. Hayd, Buffalo, N. Y., re-elected; mem-
bers of the Executive Council, Dr. Louis Frank, Louisville, Ken-
tucky, and Dr. Miles F. Porter, Fort Wayne, Indiana.

Dr. Robert T. Morris, New York, brought up the matter of
division of fees and giving of commissions, and expressed the hope
that some action would be taken by the Association in regard to it.
He said the ideals of the medical profession are ideals of intellect
and of character; that any commercial feature in the practice of a
physician means that he loses caste. The American Association of
Obstetricians and Gynecologists must be representative of all
that is best in the spirit of the times in medicine. It could not
afford to accept as a member of the Association any physician who
would even thoughtlessly or carelessly lower the standards of the
profession.

THE PRreESIDENT —What will you do with the communication of
Dr. Morris? I think this is a matter of vital importance and I
would like to hear from the Fellows as to how they feel about it.

Dr. IrL.—I move that this communication be adopted.

Seconded.

THE PRESIDENT.—Would it not be well to put it in the form of
a resolution? You can make a rule governing this body that will
be applicable from this time on, if you should care to do so. We
are not changing the organic law, but making a statement as to
what we are going to do in the future. We can declare to-day
that we will admit no one who does not sign the declaration read.
We can add to that if we like. If we have in our midst any member
who has been doing that, the Association should ask him either to
quit or get out. With that addition, I would like to see this rule
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go into effect immediately, and I should like a declaration to go
out as to what we have done.

Dr. CarsTENS.—It gives me great pleasure to endorse that
sentiment. Some of us have suffered from this very thing, and I
would suggest that every Fellow of the Association receive a letter
or circular, and stating the resolution that he be requested to sign it
for the purpose of placing it on record. I would also offer an
amendment that this be not only for future members, but also for
those of the present. Every one should be asked to sign the paper.

Dr. MARrRvEL.—That is exactly a part of the provisions of the
American College of Surgeons in becoming a member, and it is
already established that in becoming a member of that body the
Committee on Credentials shall accept no one or recommend any
member to the American College of Surgeons who, knowingly or
otherwise, divides a fee or takes a benefit in anyway from an in-
strument maker.

Dr. Zinke.—I wish to say, that I have been informed the officers
of the American College of Surgeons contemplate making every
member of this body a member of the American College of Surgeons.
If that is the case, all will have to sign; if they do not, they will not
be admitted.

THE PrESIDENT.—Dr. Zinke is quite correct about that, but it
may be there are some of us who will not sign these papers, who
will not care to become members of that Association, and conse-
quently we want to go on record the same as the American Surgical
Association and the Western Surgical Association.

THE SECRETARY.—Am I to understand, I must send a copy of
the resolution to every member with the request that he sign it?

THE PrRESIDENT.—It seems better to include a statement to the
effect that we will gladly receive the resignation of those who are
engaged in this nefarious practice, so that they would be automat-
ically dropped out. It would like to suggest that a motion be made
that we put this matter into the hands of a committee and bring it
up the first thing to-morrow morning.

Dr. CarsTENS.—Let the Executive Council do that.

Dr. WaLpo.—I would suggest that this communication and the
discussion thereon this afternoon be put into the hands of the Execu-
tive Council, let the Council put it in shape and bring it before this
body for action to-morrow morning.

The amendment of Dr. Carstens was seconded, accepted, and the
original motion as amended was put and carried.

THE PrESIDENT.—The Chair is now ready to entertain a motion
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to the effect that this sentiment be put into the hands of the Execu-
tive Council.
b Dr. MarveL.—I move that the sentiment expressed be referred
to the Executive Council with recommendations that it be acted
upon to-morrow morning. Motion seconded and carried.
The Executive Session then adjourned sine die.
E. Gustav ZINKE, M.D., Secretary.
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PRESIDENT’S ADDRESS.

BY
MILES F. PORTER, M. D,,
Pt. Wayne, Ind.

FerrLows of the American Association of Obstetricians and Gyne-
cologists.

This is the first meeting of this Association in the state of Rhode
Island. and to me it seems that it is especially fitting that we should
meet here. Indeed, I wonder that we have not, forced as it were by
an irresistible impulse, met here long before this. Because from
its birth Rhode Island has been known as the “home of heretics.”

Rhode Island is the birthplace of the referendum, the cradle of
democracy, and the kindergarten of equal suffrage. Here Roger
Williams preached the heresy of voluntary contribution to and
attendance upon the church; also the separation of church and state,
and, actually, had the audacity to advise the purchase of the land
from the rightful owners, the Indians, rather than accept a charter
from a king whose title, it was assumed, originated in Divinity.

A heretic is 2 man whose ideas and opinions are far in advance of
the multitude. Master minds are scarce and so, naturally, the
‘“home of heretics” is small—hence “little Rhody.” And so I say,
it seems a wonder to me that this Association did not gravitate here
long before this, because it is the child of heresy. Conceived, born
and nursed to vigorous maturity by the splendid heresies of Mc-
Dowel and Richmond, the Atlees, Dunlap, Tait and Price. With
these thoughts in mind, will you permit me to present the theme
of this address in the words of another heretic—Kipling?

When Earth’s last picture is painted, and the tubes are twisted

and dried,

When the oldest colours have faded, and the youngest critic
has died,

We shall rest, and faith, we shall need it—lie down for an @on
or two,

Till the Master of All Good Workmen shall put us to work anew.
1
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And those that were good shall be happy; they shall sit in a
golden chair;

They shall splash at a ten-league canvas with brushes of comet’s
hair;

They shall find real saints to draw from—Magdalene, Peter,
and Paul;

They shall work for an age at a sitting and never be tired at all!

And only the Master shall praise us, and only the Master shall
blame;

And no one shall work for money, and no one shall work for
fame, .

But each for the joy of the working, and each, in his separate
star,

Shall draw the Thing as he sees It for the God of Things as
They Are!

By making me the president of this body you conferred upon me
at once an honor which I sincerely appreciate, and a responsibility
which, though met not without fear and trembling, shall be met
none the less squarely and borne to the best of my ability. The past
year has been one of as great activity in medicine as any of the past,
and the achievements have been equally great though, perhaps, not
quite so tangible. I wish, in this address, first to direct your atten-
tion to the more important work of the year. Work that concerns
the Fellows of this society in their daily efforts of healing the sick
and relieving the suffering. Second, I want to say a few things
concerning the work of the profession along the lines of the conserva-
tion of human life and energy, particularly the part of the work
which should engage the Fellows of this Organization. Third, I am
going to assert my prerogative and make some suggestions. Inas-
much as my remarks are largely suggestive, I shall make no attempt
to give complete and definite references to the literature upon which
I have drawn.

THE YEAR’S WORK.

Obstetrics.—Abderhalden’s test for pregnancy has been tried in
various clinics with varying results. According to Veit, Rosenthal
and Markus, the test is positive. Schwarz of St. Louis and Judd of
Baltimore also report favorably upon the test. Williams and
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Pearce, however, found it unreliable. In a word, it may be said that
the reports from continental clinics of Europe are generally to the
effect that the test is reliable; while many investigators, in this
country and Great Britain, have reported adversely upon it. That
the test requires great skill and accuracy is beyond question. Work
is being done now, in the Jewish Maternity of New York, by Gutman
and Bruskin with a view of simplifying the technic to make the test
easier of application.

It should not be forgotten that the reaction remains positive for
about two weeks after the termination of pregnancy at term, or after
an abortion.

Stroganoff advises the early “getting-up’’ of patients after con-
finement, basing his conclusions on 11,000 cases of which 8co were
primipare. The primipare were allowed to get up on the third
and the multipare on the fifth day. His mortality was o.08 per
cent. from sepsis, and o.11 per cent. from nonseptic conditions. He
had but three cases of thrombophlebitis. Primiparz are allowed
to sit up in bed, and to nurse their babies on the day after
delivery. '

The use of pituitary extract in obstetrics has received quite a good
deal of attention during the past year. The action of the drug
seems uncertain and, because of this, 0.2 gram should be the initial
dose; although o.4 gram is, usually, necessary to produce decided
results. That the drug has the power of producing powerful uterine
contractions, is unquestioned; and its use is, therefore, dangerous
before there is full dilatation of dilatability of the cervix. The drug
should not be used without complete preparation for operative deliv-
ery, in case the danger of uterine rupture calls forit. That the drug
sometimes produces an increased flow of milk is true; but, it seems,
that this is due entirely to its effect on the muscle fibers, and not to
any stimulating effect upon the gland tissue. The best method of
administration is intramuscular injection.

It is a lamentable fact that the great majority of women do not
receive during pregnancy, labor, and the lying-in period, the atten-
tion which, with our present knowledge of obstetrics, could be
regarded as efficient or safe. Sound public economy and humanity
demand that these patients should have the best treatment and care.
The reasons why these patients are neglected may be readily stated:
The practice of obstetrics does not pay. Ignorance, due largely to

-ages of improper teaching, as to the dangers of pregnancy and labor;
and a consequent lack of appreciation of the dignity of the accou-
cheur’s calling.
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Relief from this deplorable situation lies in the direction of educat-
ing the public which in course of time will lead the state to provide
free, or at nominal cost, to all pregnant women, who care to avail
themselves of the offer, the best attention in well-equipped
maternities.

Carcinoma and Sarcoma.—Bossi urges gynecologists to prevent the
development of cancer by curing all chronic inflammations and avoid-
ing heroic local applications. His contention is that cancer is solely
of histological origin and, in most cases, begins in lesions which are
not malignantin character but they degenerateinto cancer if neglected
or when not treated properly. He says true prophylaxis of uterine
cancer consists of early systematic surgical treatment of benign
affections of the cervix and of the uterine cavity.

Extensive and complete removal of the internal genitalia for
carcinoma of the cervix, is growing in favor with men of the largest
experience. Kelly (Jokns Hopkins Bulletin, Aug., 1913) expresses
the hope that further simplification and perfection of the details of
this operation will, ultimately, reduce the primary mortality of this
operation to that of ordinary laparotomy. It is pretty generally con-
ceded that extensive glandular dissection is not justified.

Pagenstecher hopes to be able to enhance the good effect of the
z-rays in carcinoma by injecting into the tumor colloidal metals.
His theory is that the metal injected will give off secondary rays—
each particle acting like a Crooke’s tube. It may be possible to send
this metal to the cancer cells through the blood, by using metals
which have a specific affinity for the cancer cells.

Kroénig and Gauss recommend, in the use of the z-ray, what is
known as the Freiburg method. This method differs from the old in
that pure gamma rays are used; these rays are carefully filtered
through aluminum 3 mm. thick; they greatly increase the dosage and
obtain summation of relatively small, single, deep doses by the cross-
fire method, and permit determination of the optimal time limit and
precautions against local injury.

These men have used the new method in 146 cases, and report
encouraging results. If, after applying radiotherapy in this way to
cancers on the surface for one to three weeks, a cure is not accom-
plished, an operation can be performed at once. The delay caused by
trying radiotherapy is, according to these authors, not detrimental.

The reports from Great Britain, Germany, France and this
country, on the use of radium and mesothorium are quite in harmony
and encouraging. In inoperable carcinoma, recurrent carcinoma,
and after incomplete surgical removal of carcinoma, the use of radium
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and mesothorium offers hope, because sometimes a cure is obtained
and, not infrequently relief from all the symptoms and prolongation
of life follows this treatment.

Abbe’s paper on the use of radium in carcinoma and sarcoma, read
at the recent international Congress at London, (Lancet, Aug. 23,
1913) is most comprehensive. It is based on an experience of 750
private cases, covering a period of ten years. Some of the results
achieved are really marvelous. Every surgeon should read Abbe’s
paper.

To summarize, it may be said that radiotherapy, either in the
form of z-rays, radium, or mesothorium, should be used after all
operations for cancer as a prophylactic against recurrence; it should
also be employed in all cases of inoperable cancer, because under this
treatment some of these cases are rendered operable, sometimes—
though rarely—cured, and, as arule, the symptoms are ameliorated
and life prolonged.

In all cases in which it is possible, the growth should be completely
removed; if this cannot be done, take away as much as you can,
before employing radiotherapy. The rays seem to be more effective
when the malignant cells are spread out in a thin layer than when
they are piled in large masses.

Jackson’s membrane and the various “peritoneal folds,” have
attracted a good deal of attention during the past year. J. Rilus
Eastman and Jackson have written especially valuable papers on the
subject. From the knowledge we now have one may, usually, make
the diagnosis before operation in cases in which the folds are causing
symptoms. Accumulated evidence seems to emphasize the necessity
of looking for these “folds” in all laparotomies, and especially when
they are found in connection with chronic appendicitis. To accom-
plish a cure will require, not only the removal of the appendix and
the division of the folds, but, in many cases, also the treatment of
the coexisting colitis.

The technic of transfusion of blood has been so simplified that we
hope to see this very important therapeutic measure used much more
frequently than at present. I am especially impressed with the
method of Kimpton and Brown of Boston.

The instrument devised by Freund, described in the Journal of
the Michigan State Medical Society, Sept. 13, 1913, makes the opera-
tion of transfusion very easy; it has been used a number of times
successfully, and is highly thought of by Vaughn of Ann Arbor.
The instrument is, however, more complicated than that of Kimpton
and Brown, and it seems there is greater danger from the formation of
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coagula with its use, than with the Kimpton and Brown instrument.
I feel sure that in the future many lives will be saved by this measure
that, heretofore, were lost because of the difficult technic of the opera-
tion.

Conservation of Human Life.—The medical profession has never
undertaken a more glorious work than the Conservation of Human
Life and Energy. For want of a better name, we may call it the
““ publicity campaign’ of the medical profession. There is no other
work which will begin to compare with it in results, when measured
in human life, and the efficiency and happiness of mankind.

The American Medical Association, through its Council on Health
and Public Instruction, is doing great work in furnishing the people
with facts with which they must be made familiar before the need-
less waste of human life and energy can be checked. Would it not
be well worth while for this Association to do what it can to help
along with this work ?

The Fellows of this Association are peculiarly fitted to help in this
cause. Who knows better than you do the ravages of gonorrhea—
the mothers’ lives it wrecks or takes—how many it robs of the joy
of motherhood—and the children it makes blind? Who, better
than you, knows the needs of the pregnant woman and of woman in
labor? How infrequently those needs are supplied, and why. Who,
better than the busy obstetrician, appreciates the causes of the
present frightful and preventable infant mortality?

It is the plain duty of every Fellow of this Association to take an
active part in this work along the lines of our especial training and
interest.

Whether this work is to be carried on independently or in connec-
tion with the American Medical Association, is a matter for considera-
tion. I would like to see a committee appointed at this meeting
whose duty it shall be to formulate a plan which will make it possible
to begin this important work at an early date.

While we have learned much in recent years, we are still woefully
lacking in the causes and treatment of the toxemia of pregnancy.
I would like to see a committee appointed by this Association whose
duty it shall be to study and investigate this subject in all its phases
and report its findings annually. The report of this committee
should be presented in the form of a paper, given a place upon
the scientific program, and should be open for discussion.

There is another subject which seems most worthy of our atten-
tion; it is the function of the thyroid gland and its relation to the
sexual apparatus—conception, development of the child, health of the
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mother during pregnancy, labor, puerperium, and lactation. I
would suggest the appointment of a committee to study this sub-
ject. This Committee should also present an annual report in the
form of a paper, subject to discussion.

There never was a time when the medical profession stood so high
in public esteem as it does to-day. Nor was there ever a time when
the profession was more deserving than now. On the other hand,
we are censured by the public as never before and, in a measure,
justly so. That we, together with all other professions, trades, and
callings, should suffer from the epidemic of ‘“money-madness,” is
but natural and inevitable. But that we should sit supinely, satis-
fied in our self-righteousness, and quietly watch the spread of this
scourge, is to be false to ourselves, false to our profession and false
to the people.

We need an ethical revival! And, if we are to preserve our
self-respect, we will furnish the revivalists from our own ranks rather
than wait until they are thrust upon us by force of public opinion.
I need not tell you that I have in mind the matter of “division of fees,”
‘“‘paying of commissions”’—call it what you will, it is graft and ’twill
stink to Heaven.

I would like to see this Association place itself squarely upon
record in this matter by requiring all applicants for membership to
pledge themselves not to engage in this nefarious practice, secretly
or openly, directly or indirectly, and by expelling members, if such
there be, who are guilty of this practice.

Our scientific achievements may be ever so great, our art developed
to a degree near perfect, our skill well-nigh marvelous, and yet,
if we fail to gain the respect and confidence of the public, the good
we accomplish will be of little avail. The really great work of the
profession lies not in the direction of curing the sick, but in imparting
knowledge that will enable people to keep well. But we cannot
get the public to listen to us, much less believe us, unless we have
their confidence in our ability and honesty. It has been truly said:

“No life can be pure in its purpose and
strong in its strife
But all life is made purer and stronger
thereby.”

Just as true is it that no life, however “strong in its strife,” can
accomplish much if it be not “pure in purpose.” What is true of the
individual is true of a collection of individuals—a community, a
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profession. It is of paramount importance then that we do not allow
the glitter of gold, the glamour of scientific achievement, or the clouds
of pessimistic practicalism to blind out eyes to the fact that a healthy
idealism is a great power—perhaps the most powerful weapon we
have to wage in the war against disease and death.

As the “mark of rank in nature is capacity for pain,” so the mark
of rank in the medical profession is the capacity for joy in the work.



THE TREATMENT OF PUERPERAL STREPTOCOCCEMIA
WITH INTRAVENOUS INJECTIONS OF
MAGNESIUM SULPHATE.

BY
JAMES A. HARRAR, M. D,,

New York.
(With Seven Charts.)

IN a most interesting paper read before this Society in 1910,
Dr. R. R. Huggins(1) first proposed the use of magnesium sulphate
intravenously in the treatment of puerperal infection. This work
of administering magnesium sulphate intravenously was an incident
in the study of hyperleukocytosis. It had been suggested to Dr.
Huggins by observing the increased lymphocytosis in the spinal
fluid after subdural injection of the salt in the treatment of tetanus.
No increase of the leukocytosis in sepsis was produced, but the
beneficial effect upon the bacteremia was so pronounced that he re-
ported four cases of puerperal streptococcemia in which the intra-ve-
nous infusion of magnesium sulphate had brought about an apparent
cure. He proved by experiment that in weak solution magnesium sul-
phatedid not inhibit the growth of the streptococcus iz vitro, that it
did not increase the leukocytes in the blood, and was unable to ad-
vance any explanation as to the rational therapeutics of the procedure.
He employed a solution of 30 grains of the drug in 8 ounces of
normal saline, and verified the work of Meltzer(2) that in weak
solution the salt is without danger when used intravenously, if the
injection is made very slowly.

Impressed with these results and interested in any means of
combating the ravages of severe puerperal infection, Dr. R. W.
Lobenstine(3) tested the method at the New York Lying-
In Hospital with more or less success. He effected a cure in
three cases of streptococcic toxemia of the fulminating type, and in
one case of streptococcic bacteremia. This case he reported at
the time, and I include it in the present series. His fifth and last
case, one of streptococcic toxemia, but with negative blood cultures,
resulted fatally, and rather discouraged him in the efficacy of the
treatment. .

In continuation of this work, I have employed the salt intra-
venously in nine additional cases of the severer type of puerperal

9
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infection, the bacteria having been demonstrated in the blood of
five. The total series of fourteen cases, with complete recovery in
twelve, I therefore venture to present briefly with accompanying
fever charts as clinical evidence of the value of this adjunct to our
present means of dealing with puerperal infection, especially of
streptococcic origin. Let it be emphasized that it is quite necessary
not to omit any of the approved details in handling these cases, as
I am by no means prepared to say that magnesium sulphate is a
specific in their treatment. Careful feeding, absolute rest in the
open air and sunshine if possible, and strict avoidance of local or
operative interference except with the most evident indication
therefor, are principles too well established to be neglected. The
open-air solarium on the roof of the Lying-In Hospital is especially
devoted to receiving cases of puerperal infection. In the chronic
cases we have noted invariably marked improvement after transfer
to the roof.

It is always more satisfactory, if possible, in advocating a new or
unusual treatment for disease to present some theory of the thera-
peutic action of the drug employed. It must be confessed at the
outset that one is at a loss to propose any such theory for this action
of magnesium sulphate. That in a 1 or 2 per cent. solution it is not
bactericidal in vitro was shown by Dr. Huggins. This has been
carefully verified by Dr. J. R. Losee of our hospital laboratory. We
also have tried to imitate the action in the blood by introducing a
weak solution of magnesium sulphate into the blood culture. Cul-
tures of 3 c.c. of blood from Case XIV were added to 100 c.c. neutral
glucose boullion together with magnesium sulphate sufficient to
make a 2 per cent. solution. No constant difference in a series of
tests could be observed between the growth in the flasks to which
the salt had been added and that in the control flasks. A number
of hemolytic tests then were made to ascertain the action upon human
red blood cells. A 2 per cent. solution of magnesium sulphate in
freshly distilled water will not hemolyze human red blood cells sus-
pended in normal saline. Sterile water alone added to the suspended
red cells results in considerable hemolysis. This was done to prove
or disprove the suggestion that by alteration in surface tension and
hemolysis of the red cell certain elements already in the human
organism might be freed to combine in the attack against the
foreign bacteria. However, it is quite plausible that magnesium
sulphate may act by stimulating the tissues to the production of
opsonin, and thus aid in the destruction of the bacteria.

There also remains the possibility of an agglutination of the
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bacteria in the blood by the presence of the salt. Besson(4) in his
recent text-book of bacteriology describes certain chemical sub-
stances that have the propertyof agglutinating microorganisms, and
goes on to mention weak solutions of commercial formalin, alcohol,
chrysoidin, and bichloride of mercury. In the past we have all
been witnesses to the attempts at treating puerperal fever by the
intravenous injection of these various.chemicals in solution. They
all proved to be dangerous poisons to the host as well as to the
parasite.

It is rather difficult to test the agglutination of streptococci.
In culture they grow together and form large granular masses, so
that for -agglutination tests a homogenous emulsion must be pre-
pared. The serum of patients while suffering from streptococcic
infection has no agglutinating capacity for streptococci. The
serum from case XIV, after the bacteria had disappeared from her
blood, agglutinated streptococci in dilution of 1 to 600 and 1 to
1200. Besson has proved that Marmorek’s anti-streptococcic serum
has feeble and irregular agglutinating properties. To a given
volume of culture at least one-third of that amount of serum must
be added. On the other hand, Aronson’s serum possesses con-
siderable agglutinating properties for most streptococci. Some
cultures are agglutinated in a dilution of 1 to 20,000.

A bhomogenous emulsion of streptococci was prepared from an
agar culture of Case XIV of the series. Equal parts of this emulsion
and a saturated solution of magnesium sulphate produced agglutina-
tion after one hour’s incubation at 37° C., while a control test
produced no agglutination. Weak solutions of magnesium sulphate
produced no agglutination #n vitro. That magnesium sulphate in
strong solution acts as an agglutinin on various bacteria has been
demonstrated recently by Liefman,(5) who has employed it in
various strengths in the differentiation of allied strains of bacteria
of the colon-typhoid group by the precipitation of their albumins in
contrast with serum precipitation. He proved the superiority of
the salts of the lighter metals in these experiments, and selected
magnesium sulphate as giving the most delicate reactions. He
concludes with the statement, “I believe that one need not despair
with simple physical means to secure just as characteristic results as
are produced with the sera of immune animals.”

It is also well known that successive generations of bacteria
gradually become immune to simple chemical poisons. This
principle might be said to be exemplified in the clinical behavior of
these cases of puerperal bacteremia under magnesium sulphate
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injections. The drug either cures them in the acute stage or else
carries them through into the stage of chronic pyremia where
other elements, localization and production of bacteriolysins, or the
administration of autogenous vaccines, completes the cure.

Technic of the Injections.—A 2 per cent. solution of chemically
pure magnesium sulphate is prepared with freshly distilled water.
This is filtered and sterilized in half-liter flasks in an autoclave. This
solution will not hemolyze human red blood cells, and I have found
by experience that prepared in this way it will not cause any tempera-
ture reaction in the patient. Formerly a 1 per cent. solution of
magnesium sulphate in physiological salt solution was employed,
and a chill or sharp temperature rise frequently followed the injection.
A simplified salvarsan apparatus is preferable for the injection but
the ordinary infusion set will answer the purpose quite as well.
It is important not to cut down upon the vessel, as by direct puncture
the same vein can be used a number of times. As many as eight
punctures of the same vein have been made on different occasions.
The secret in getting into the vein is to make it markedly prominent.
This is done by temporarily placing a constricting rubber tube about
the upper arm just tightly enough that the faintest pulsation may
still be felt in the radial artery. If the constriction about the upper
arm is too tight, the arterial as well as the venous circulation will
be cut off and the vein will not distend with blood. The needle is
inserted in an oblique direction, the spurting of blood from the
open end indicating proper entrance into the vein. The rubber
tube of the reservoir with the solution flowing in then rapidly slipped
over the shoulder of the needle. The reservoir is held at not more
than one foot elevation, which will run in 400 c.c. of the solution in
about twenty minutes. The injection should be made much slower
than the ordinary saline infusion.

The patient experiences a sensation of heat toward the end of the
injection, and frequently feels faint, although the pulse usually gains
in quality. A small drink of hot whiskey or aromatic spirits of am-
monia will steady her. Occasionally the respiration assumes a sigh-
ing quality, but no decrease in rate or in depth of the respirations
has been observed. It is quite evident that the dangers are not so
marked, the drug is not so toxic, when given intravenously, as when
employed intraspinously where it is applied directly to the nerve
tissue. I have given as much as 400 c.c. of a 2 per cent. solution
intravenously simultaneously with 400 c.c. by hypodermoclysis,
representing 16 grams or 250 grains of the drug, with no alarming
effects. Whereas by intraspinous injection for the production of
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anesthesia, or in the treatment of tetanus, Meltzer(6) advises 1 c.c.
of a 25 per cent. solution per 20 pounds of body weight, or about 25
grains for a 130-pound individual, as the safe limit. The injections
should be repeated every second or third day according to the course
of the infection as revealed by the temperature chart.

The method has now been employed in fourteen cases at the Lying-
In Hospital. In five of these there was a streptococcic bacteriemia

-as proved by blood culture. The other nine were all severely infected
women with high temperatures and acutely ill with streptococcic
toxemia, with pure growth of streptoccoci on uterine culture, but
with negative blood cultures.

In forty-six cases of puerperal infection with blood cultures show-
ing streptococci, previous to 1910, but three survived, a mortality
of 93 per cent. In the five cases with positive blood cultures since
1910, treated with intravenous injections of magnesium sulphate,
all but one have recovered, a reduction in the mortality from 93
to 20 per cent. While this is a small series upon which to base
percentages, a perusal of the case reports and of the temperature
charts will show that they were desperately ill patients, and of the
class heretofore doomed to a fatal issue.

REPORT OF CASES.

Case I—Mrs. R. S., a para-ii, twenty-five years of age, was
admitted April 30, 1911. She had been delivered with instruments
ten days previously. On the second day she had a chill followed
by fever and some pain in the lower abdomen. For the succeeding
eight days the temperature varied between 102° and 103° F. On
admission the temperature was 103.4°, the pulse 112, and the res-
pirations 32. Shortly afterward she had a chill lasting twenty
minutes and the temperature rose to 106.8° and the pulse to 140.
A blood culture was taken and 3o grains of magnesium sulphate
in 8 ounces of sterile water were administered intravenously. Thefol-
lowing morning the injection of magnesiun sulphate was repeated.
Theblood culture taken the day before was sterile, but the uterine and
cervical cultures showed a pure growth of streptococci. The next
day the temperature fell to normal and remained so two days, then
rose to 103°, but in two days more, the sixteenth day postpartum,
it again reached normal and she was discharged on the twenty-fourth
day. Blood culture on the eighteenth day also showed no growth
after forty-eight hours incubation. This case is interesting in that
after ten days of infection, the fever gradually growing higher to

7
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reach 106.8° on the tenth day, two injections of magnesium sulphate
caused a rapid fall by lysis and brought the case to a satisfactory
termination.

Case II.—Mrs. A. C.,a primipara of twenty-six, was admitted
December 4, 1910, with a history of having been twenty-four hours
inlabor. High forceps had been attempted by her private physician.
She was delivered of a still born-child with forceps, and given an
intrauterine douche. After delivery her temperature was ¢8° F.
and her pulse go. On the second day her temperature began to
go up. An intrauterine culture showed streptococci. The blood
culture was negative after seventy-two hours. The temperature
was irregular, going to 103.2° F. on the thirteenth day and to 104°
F. on the fourteenth day, when a second blood culture still resulted in
no growth after forty-eight hours. On the seventeenth day, with
the temperature at 101° and the pulse at 9o, she was given 30 grains
of magnesium sulphate in 8 ounces of water intravenously. In
fifteen minutes she had a chill, the temperature going to 104° and
the pulse to 130. This was followed by a fall to subnormal. On
the twentieth day, with the temperature at 102.3° the injection of
magnesium sulphate was repeated. She had a second chill, the
temperature going to 105° and falling to 97° in eight hours. The
water used in making the solution was not freshly distilled. The
temperature then remained normal after the twenty-second day.
It is quite probable that the convalescence of this woman was pro-
longed by repeated intrauterine douchings and iodine applications
to the cervix; but the benefit and rapid convalescence after the two
intravenous injections of magnesium sulphate are most interesting.

Cask II1.—Mrs. P., a primipara eighteen years old, was admitted
four days after delivery in her home by a midwife. For two days
she had been running a high temperature. Her appearance was one
of profound sepsis. The temperature was 101° F., the pulse 120.
The uterus was moderately firm and fairly well contracted. Both
uterine and blood cultures were taken. The blood showed a leuko-
cyte count of 18,000, with 85 per cent. of polynuclears. A gentle
digital exploration of the uterus was made, and a small amount of
placental tissue removed.

The uterine culture showed a pure growth of streptococci at the
end of twenty-four hours. The blood culture presented no apparent
growth after twenty-four hours, but a very abundant growth of
streptococci at the end of forty-eight hours.

On the second day after admission, as the patient was evidently
growing worse, it was decided to try the use of magnesium sulphate
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intravenously. Accordingly 30 grains of the salt were dissolved in
8 ounces of sterile water and introduced into one median basilic
vein. There was a slight chill after the infusion and the tempera-
ture went up temporarily from 103° to 104.2° F. The pulse con-
tinued at about 120 to the minute. On the second day following
this first injection, both pulse and temperature showed some slight
improvement. The patient’s condition also seemed a trifle better.
On the third day after the injection the temperature dropped to
nearly normal, while the pulse came down to ninety. That night,
however, there was a sudden change for the worse; the temperature
rose to 105°, and the pulse to 136. Strong stimulation was required
and death was looked for within twenty-four hours, the patient
becoming weak and listless. A second injection of magnesium
sulphate was now given. This was followed by a chill and tempera-
ture rise to 106.4° F.

Within six hours the temperature and the pulse began to subside,
so that two days later both were normal. A blood culture at this
time remained sterile after three’days incubation. Convalescence
was uneventful thereafter.

Case IV.

Case IV.—S. V., a primipara of nineteen, was admitted to the
hospital in December, 1910, suffering with an incomplete septic
abortion at the third month. She was very anemic from the large
quantity of blood she had lost. The red blood corpuscles numbered
1,220,000 and the hemoglobin was reduced to 25 per cent. The
white blood cells numbered 30,000, the polynuclears being 88 per
cent. The uterus was emptied with the gentle use of the large blunt
curet, and the uterus was packed. The following day, the pulse
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having risen to 150 and the temperature to 104°, the packing was
removed. At 5.30 P. M., she was given 30 grains of magnesium
sulphate. Within a half hour, the temperature by rectum had risen
to 106°, and the pulse to 160. She was very nervous and excitable.
Urination and defecation became incontinent and the patient was
rather delirious. The temperature rose to 106.4° in an hour. In
two hours it had fallen to 104°, the pulse to 148 and the respiration
to 36. By midnight the temperature was 102.6° and the pulse 140,
the respirations 28. The patient was very restless the first part of
the night with the respirations labored. The latter part of the night
she slept at intervals. The next morning she was greatly improved
and after the sixth day her temperature became and remained nor-
mal. The red blood cells fell to 1,160,000 and the hemoglobin to
20 per cent. The blood picture gradually improved and she was
discharged on the seventeenth day.

Case V.

Case V.—Mrs. S. A. was admitted ten days postpartum in
May, 1911. On the fourth day she had had a chill followed by a
rise of temperature to 104°, and vomited several times. There was
some pain and tenderness in the right inguinal region, which in-
creased until admission. The lochia became foul on the fifth day.
There was considerable abdominal distention for three days previous
to admission. Blood culture was negative. Uterine cultures
showed streptococci in pure growth. There was apparently nothing
to be felt on abdominal or vaginal examination. She grew gradu-
ally worse until the fifteenth day when 30 grains of magnesium sul-
phate were instilled into the left median basilic vein. This was
repeated on the following day, but without benefit. She died on
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the nineteenth day, ten days after admission, of a probable peri-
tonitis. This case is noted to show a case of fatal puerperal infec-
tion probably of streptococcic origin, but with negative blood find-
ings. Had the magnesium sulphate been employed earlier and a
curettage on the fourteenth day postpartum omitted, the case might
have terminated differently.

Case VI.—Mrs. A. D. This patient ran an irregular type of
temperature. On the fifth day there was a severe chill and a rise of
temperature to 106° F. The patient had had a manual extraction
of the placenta at the time of delivery in the Out-Patient Depart-
ment service. Cultures showed a streptococcic infection of the
uterus. From the third day there was a foul lochia. The patient
seemed to be doing well on the tenth day, but on the twelfth day
the temperature rose to 104°. On the fifteenth day 11 ounces of a
1 per cent. solution of magnesium sulphate were given under the
breast. The temperature went up to 105° F., and showed some
improvement. On the seventeenth day the temperature again rose
to 103°, and a second injection of 14 ounces of the solution was given
under the breast. The patient promptly improved.

Case VIL

Case VIL.—Mrs. P. O. was delivered by a trained midwife on
August 3, 1912. The placenta was said to be intact. The follow-
ing day the temperature was 103° F. The abdomen became dis-
tended, and a private physician gave her an intrauterine douche.
He repeated the douche daily for three days when she had a severe
chill. She was admitted to the hospital on the fifth day postpartum
with a temperature of 102° and a pulse of go. The abdomen was
distended and tympanitic and the lochia was foul. She improved
under catharsis and expectant treatment for thirty-six hours, when
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the abdomen again became distended, the temperature rose to 102.2°
and the pulse to 124. Under ether anesthesia the uterus was ex-
plored and a large amount of what seemed to be placental tissue
removed with the large blunt curet.

The following day a blood culture was made. This proved sterile
after forty-eight hours’ incubation. By the tenth day the tempera-
ture had reached 105° and the pulse 140. She had become restless
and delirious. The abdomen was distended and resistant in the
lower portion. The lochia was abundant and with no odor. At
5 P. M. 300 c.c. of a 1 per cent. solution of magnesium sulphate in
sterile water was administered intravenously. Within two hours
the patient’s temperature went to 107.6° F. This is the highest
temperature I have ever witnessed in a septic case without fatal
issue. She was given a cold pack and stimulated and the tempera-
ture rather rapidly fell to 101°. The following day the temperature
had fallen to normal and a big change was noted in the patient’s
general condition. A second blood culture taken at this time also
proved sterile after forty-eight hours. After this the convalescence
remained uneventful.

The laboratory report on the tissue removed from the uterus
showed it to be made up for the most part of muscle tissue which was
infiltrated with leukocytes and serum. There were a few areas
where there was distinct abscess formation. No placental tissue
was present (another argument against curettage in puerperal
infection).

Case VIII.—Mrs. R. McC. was admitted August 24, 1912, with
ruptured membranes and an impacted breech presentation. Her
temperature was 102° F., and pulse 126. A breech extraction was
done and the uterus packed for postpartum hemorrhage. The fever
ranged between 101° and 104° for five weeks. There were several
rigors followed by a rise to 106° F. A thrombophlebitis of the
pelvic veins, with extension to the saphenous of the right leg, oc-
curred. The course of her illness was further complicated with
several infarcts of the lung. She received several injections of mag-
nesium sulphate and finally recovered on the sixty-second day.
Blood cultures on six different occasions were sterile after forty-
eight hours’ incubation. In this case it is questionable if the injec-
tions were of any benefit. Her recovery was due to prolonged rest
in the open air for two months on the hospital roof, abundant
nourishment, and an occasional anodyne for pain.

Case IX.—Mrs. A. F., a primipara of twenty-seven, was ad-
mitted in labor, with the fetus presenting by the shoulder, and with
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the arm and pulseless cord prolapsed in the vagina. She was de-
. livered by version after some difficulty, and a second degree lacera-
tion of the perineum was immediately repaired.

The temperature, which had been 100° F., on admission, rose
immediately after delivery to 102.3° and the pulse from 110 to 140.
The red blood cells numbered 4,300,000 to the cubic millimeter and
the hemoglobin registered 75 per cent. The leukocytes were 33,000,
the polynuclears numbering g1 per cent. For the first four days the
temperature ranged high, between 103° and 105°. A blood culture
taken on the third day showed a pure growth of streptococci in
twenty-four hours. She was given 300 c.c. of a 1 per cent. solution
of magnesium sulphate in normal saline intravenously at 5 P. M. on
the fourth day. At 5.45 she had a severe chill, and became rather
irrational. The temperature, which had been 104.3° at 4 P. M.
had fallen to 103.3° by 8 p. M., to 101° by midnight, and to ¢8° at
4 A. M., the lowest since admission. The pulse dropped from 140
to 100. A large decubitus had rapidly formed over the left sacral
region, notwithstanding the greatest care.

On the fifth day, she was again given 48 grains of magnesium sul-
phate in 1 per cent. solution. This was followed by a chill and a
rise in temperature to 104.3°.

On the sixth day, the temperature being 103° and the pulse 120,
48 grains of magnesium sulphate were administered intravenously.
This was followed by a chill. Eight hours later the temperature
was 101°. The patient was irrational and delirious most of the time
when not under opiates.

The eighth day a blood culture still gave a pure growth of strep-
tococci after twenty-four hours incubation. The temperature was
running between 1o1° and gg.2°.

The ninth day, with the temperature at 102°, g6 grains of mag-
nesium sulphate were given at 7 p. M. She had a chill at 8 p. M.
and her temperature rose to 103° and her pulse to 150. In eight
hours she was resting quietly with the temperature at ¢8.2° and the
pulse at 80. Blood examination on the twelfth day showed the red
cells to have fallen to 2,760,000. The hemoglobin registered 58
per cent. The leukocytes were 10,400 and the polynuclears 78 per
cent.

On the fourteenth day the blood culture was sterile after twenty-
four hours but showed a growth of streptococci after forty-eight
hours. For the next ten days the temperature ranged between
100° and 102°. Her mentality cleared up, and she was much
improved in every way. On the twenty-sixth day a blood culture
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remained sterile after twenty-four and after forty-eight hours’ in-
cubation. From the twenty-sixth to the thirty-sixth day the tem-
perature was between 99° and 100°. After the thirty-sixth day she
ran a practically normal temperature and was discharged cured on
the fiftieth day postpartum.

All during her convalescence she complained bitterly of pain in
the left sacroiliac joint. This was unrelieved by strapping, or by
heat or cold. On vaginal examination there was swelling and
tenderness along the line of the joint, but no fluctuation was ever
present, nor were there any masses higher up in the pelvis. The
anemia rapidly improved under free diet, open-air life on the roof
solarium, and small doses of iron citrate. She returned several
months later for a secondary repair of her perineum, still com-
plaining of some pain in her left sacroiliac joint.

Case X.

Case X.—F. C., a primipara of twenty-six, had a normal labor
at term, December 13, 1912. On the second day the temperature
began to rise and on the following day she had a sharp chill lasting
fifteen minutes. The temperature continued high, reaching 104°
F. on the sixth day when she had a profuse hemorrhage. Under
anesthesia a mass of tissue was removed from the uterus resembling
a sloughing fibroid. Microscopic examination showed it to consist
of thickened decidua and organized blood clot. The uterus was
packed with iodoform gauze which was removed two days later.
The temperature continued high, with the pulse ranging between
130 and 140. On the morning of the tenth day the temperature
had reached 105.4° and the pulse was running and almost imper-
ceptible. She appeared to be dying. 400 c.c. of a 2 per cent.
solution of magnesium sulphate were administered intravenously.
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The effect was startling. Within a few hours the pulse had fallen
to 120 and was strong, and the temperature had fallen to 102°
Two days later the temperature reached normal and remained there.

Casg XI.—G. C. This woman had been confined fourteen days
previous to admission in a miserable place by a midwife. She was

Casg XI. Parrt 1.

pale, weak, ill nourished and very dirty. The skin was dry and
pasty. The tongue was dry and the teeth covered with sordes.
The lips dry and scaly and she looked apprehensive and pinched.
The temperature was 104°, the pulse 110, and the respirations 28.

Case XI. ParrT 2.

There was some tenderness over the uterus, which was 15 cm.
above the pubes, but otherwise the abdominal and vaginal examina-
tion was negative. A blood culture showed the presence of strep-
tococci in large numbers at the end of twenty-four hours. The
next day, 350 c.c. of a 1 per cent. solution of magnesium sulphate in
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freshly distilled water was introduced into the vein of the right
arm. There was no reaction during or immediately after the injec-
tion. The same night 10 c.c. of a stock antistreptococcic serum
were given in the muscle of the buttock.

Case XI. Parr 3.

The following day she was much improved and was put out upon
the roof of the solarium where she spent the remainder of her con-
valescence. Two days later 350 c.c. of a 2 per cent. solution of mag-
nesium sulphate in freshly distilled water was given intravenously.
She improved for several days when a second blood culture was

Casg XI. PART 4.

sterile after twenty-four hours, but showed a growth of streptococci
after forty-eight hours. She seemed distinctly better, however,
and the house surgeon made a note, “Nothing to go by save the
pulse and temperature.” However, that night he had something
to “go by.” The patient suffered a chill and became unable to
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talk. The right side of the face was paralyzed and she became
spastic in the left arm and leg. The condition was suggestive of a
septic embolus lodged in the pons. The following day she was
again given magnesium sulphate. The aphasia cleared up in a
couple of days, and on the third day after the paralysis, thirty-three
days postpartum, a blood culture was sterile after forty-eight
hours’ incubation. Two more injections of magnesium sulphate
were given at four-day intervals. Then a phlebitis developed in
the left leg on the forty-third day. This broke down after a fort-
night and a quantity of pus was evacuated by an incisicn. Blood
cultures again showed streptococci, and the magnesium sulphate
treatment was resumed on the sixty-four day. Autogenous vac-
cines were tried for ten days but without benefit. Infarction in
the lung was the next complication on the 125th day postpartum,

Case XI. ParT 5.

and abscess of the lung supervened, breaking down a week later
with the expectoration of a large quantity of pus containing strep-
tococci. After this she rapidly improved and went home cured and
rapidly regaining her strength on the 157th day. The paralysis of
the leg and arm had practically disappeared. This was one of
the severest cases of the series. The infection was a hemolytic
streptococcus. She seemed to be progressing splendidly until the
chronic pyemia started. The localization of the infection in the
various abscesses, however, eventually proved her cure.

Case XII.—Mrs. R. G. was admitted on the fourth day post-
partum with a temperature of 101° F. and a pulse of 120. The
fundus was high and tender and the abdomen was distended. A
blood culture was taken which proved sterile after forty-eight hours.
On the fifth day after admission she had three chills, the temperature
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ranging between 104° and 105.4°; 350 c.c. of a 2 per cent. solution of
magnesium sulphate were administered at 5 p. M. with the tempera-
ture at 105.4° and the pulse at 150. At 8 p. M., the temperature had
fallen to 102° the pulse to 120. By midnight the temperature was
100° the pulse 110, and at 4 A. M. the temperature was 9g°, the
pulse 100. She improved after the injection for thirty-six hours
when a septic pneumonia developed. The respirations ranged
from 36 to 48 until the seventeenth day. On the twelfth day post-
partum a second injection of magnesium sulphate was made at 4
P. M. The temperature fell from 103.2° to 99 in eight hours, the
respirations from 36 to 28. The temperature ran an irregular
course until the twenty-fifth day. She was discharged on the
thirty-fifth day postpartum.

Case XIII.

Case XIII.—Mrs. A. R., a primipara, was admitted in desperate
condition on the seventeenth day postpartum, suffering with throm-
bophlebitic bacteremia. She had done very well until the ninth
day, when on being lifted out of bed, she fainted and became fever-
ish. She said her right leg was a little painful that day. A few
days later the leg became tender, and she began to have chills and
fever. She was admitted with a temperature of 105.3°, pulse of 120,
and respirations 40. The lungs were congested at the bases poste-
riorly. The abdomen was distended and tympanitic. There was
no rigidity or tenderness. No masses could be palpated. There
was marked edema of the right leg and thigh, and redness along the
upper course of the internal saphenous vein. Blood culture showed
the streptococcus hemolyticus. She was given two injections of
magnesium sulphate on the eighteenth and twentieth days, and
seemed to be somewhat improved. On the twenty-first day, a pan-
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ophthalmitis of the left eye began with pus in the anterior chamber.
After this she grew rapidly worse and died on the twenty-fifth day,
eight days after admission. This is the one fatality I have to record
among the cases of puerperal infection I have treated with magne-
sium sulphate, but she came to us late, developing no resistance to
her infection.

CasE XIV.—Mrs. DeG., a para-ii of twenty-five, was admitted
in labor in July, 1913. The membranes were unruptured. She
was jaundiced, her tongue was badly coated, and her breath was
foul. There were many sonorous and sibilant riles over the chest.
The abdomen was distended and slightly tender. The spleen was
not palpable. A tentative diagnosis of typhoid was made, which
was later refuted by the negative Widal and the course of the illness.

Case XIV.

The temperature on admission was 102.2°, pulse 100 and respirations
32. Ina few hours she was spontaneously delivered of a dead fetus.

The temperature continued high, 104.2° F, and the pulse 140.
A blood culture was made that showed a growth of the streptococcus
hemolyticus at the end of twenty-four hours. On the third day,
she was given 400 c.c. of a 2 per cent. solution of magnesium sulphate
in freshly distilled water. This was repeated on the fourth and
sixth days. A second blood culture on the fourth day showed a
growth of the hemolytic streptococcus. The patient felt much
better and wanted to get up. On the seventh, eighth and ninth
days she was repeatedly found sitting up in bed against advice.
The mental condition was clear from the first. On the eighth day a
thrombosis of the right external saphenous developed which was
exceedingly painful. She was again given 400 c.c. of magnesium
sulphate intravenously. A blood culture on the tenth day still
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showed the presence of streptococci. On the eleventh and fifteenth
days she received similar intravenous injections of magnesium sul-
phate, after which the temperature and pulse showed a distinct
downward tendency, reaching normal on the twenty-second day.
A blood culture taken at this time, however, showed streptococci,
and on the twenty-third day she was given 256 grains of magnesium
sulphate in a 2 per cent. solution, half into the vein and half under
the right breast simultaneously. She showed no ill effects whatso-
ever from this amount of the salt. A pleurisy now developed near
the left apex anteriorly. This caused some secondary temperature
reaction. The temperature was practically normal from the thirty-
first to the thirty-fourth day, although the blood still contained
hemolytic streptococci. She received a final intravenous injection
of 400 c.c. of the 2 per cent. solution on the thirty-seventh day. On
the fortieth day, a blood culture remained sterile after forty-eight
hours, and the remaining convalescence was uneventful.

CONCLUSIONS.

1. In the quantities and dilutions described, magnesium sulphate
is absolutely harmless when administered intravenously to women
suffering with puerperal infection.

2. Magnesium sulphate is of more value early in the course of the
infection than after secondary localization has occurred. In the
chronic cases of secondary thrombophlebitis or pyemia it does not
appear to be of benefit. Its action seems to be chiefly upon the
organisms circulating in the blood.

3. It shortens the course of the bacterial toxemias in which the
bacteria cannot be demonstrated in the blood by culture, and an-
ticipates the establishment of a bacteriemia, and finally,

4. It has reduced our mortality in puerperal bacteriemia, espe-
cially in streptococcemia, the most fatal form of puerperal infection,
from g3 per cent. to 20 per cent.
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DISCUSSION.

Dr. Ross McPrERSON, New York City.—I have had very little
experience with the actual treatment that Dr. Harrar has described
except in watching his results. Only one case has come under my
observation, which was not a true bacteremia, and that case did very
well.

The results, as Dr. Harrar describes them, are nothing short of
marvelous as you see these patients improve, and it seems as if we
had in magnesium sulphate something which is distinctly worth
while to try out pretty generally. The cases of sepsis, without blood
culture, are always open to a certain amount of discussion as to
whether they would not have done very well under ordinary treat-
ment. The bacteremia cases are very nearly always fatal, and any-
thing which will produce even in five cases, the results Dr. Harrar
has given us, is little less than miraculous.

Dr. Asa B. Davis, New York City.—I wish to confirm what Dr.
Harrar has said. In the large number of cases of puerperal sepsis
treated in the Lying-in Hospital, there have been comparatively few
cases of true bacteremia and yet fewer in whom the blood cultures
show streptococci. Dr. Harrar has interested himself in this line
of investigation and for this reason we have turned over to his care
all such cases, thinking it better to concentrate this treatment in his
hands where it can be thoroughly tried out. I have watched with
interest and gratification the work which he has done in the cases
which have come into my service.

Dr. HErMAN E. Hayp, Buffalo—While I have had no experience
with magnesium sulphate, I want to say that such a record as Dr.
Harrar has given us ought to stimulate all men in this association to
try this treatment, and next year, or at some future meeting, we can
relate our experiences in regard to this new form of treatment. It
strikes me as being not only very practical but reasonable for us to
try in hospitals because there is no expense connected with it. All
the vaccines we have been using in these cases are so expensive that
it becomes a burden to the institutions to carry on a line of experi-
mentation which we have heretofore been compelled to employ.

Dr. Gorpon K. DickiNsoN, Jersey City.—This paper is more than
an obstetric one. It may be of immense value in the bacteremias
of the other diseases. I myself am an anaphylactic to the pneumo-
coccus germ, and have wondered whether the doctor in his study of the
use of sulphate of magnesium in streptococcemia has not allowed his
mind to wander in the other paths, to pneumonia and the infections
from other germs. We are all interested in other types of bacte-
remia, and if he can give us some points on the matter of pneumo-
coccemia and the coccemias of other germs, it might instigate
experimentation in different lines.

Dr. Bubp VAN SwEeRINGEN, Fort Wayne—I was very much
interested in the paper of Dr. Harrar and the recital of the case
in which a good deal of time elapsed between the beginning of the
infection and the close of it. The recovery, as I understand, was
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attributed not only to the employment of magnesium sulphate
solution, but to the establishment of an abscess in the lung. In the
words of Dr. Harrar, this seemed to accomplish the cure.

I have no notes of several instances of streptococcic infection
that have come under my observation that are available at this time,
but I have had a personal experience that I would like to call
attention to that may have some bearing. If it be true that the
establishment of an abscess in the lung, as in this one case the Dr.
recites, was responsible for the cure brought about, it bears out the
contention of aman by the name of Fouchier, who wrote upon the es-
tablishment of abscess in these conditions by the injection of turpentine
into the tissue of the thigh or back or any available place. Iimagine
the good results reported by him at that time were due to a bio-
logical process, perhaps the establishment of antibodies in this
“fixation abscess” as he called it, and whatever the theory may be,
a number of cases of my own were treated in that way, as well as
others I have knowledge of, and were followed by improvement.

I have had no experience with the injection of magnesium sulphate
whatever, but I would like to know whether any of the Fellows have
employed this fixation abscess in streptococcic infections, and what
experience they have had with it.

Dr. RoranD E. SkEEL, Cleveland.—I merely want to ask a ques-
tion and to make a suggestion. I feel that the impressions are worth
more than the statistics of the author of this paper, because we can
think up any old sort of statistics and prove anything by them that
we choose.

It has been very common in recent years for men to make pre-
liminary reports of this kind, and not give us the statistics after the
first year, yet this is necessary in order to follow up the use and dem-
onstrate the value of magnesium sulphate in the class of cases de-
scribed. It is of vast importance to know that twelve or thirteen
out of fifteen cases of true streptococcic blood infection, have really
responded to this treatment and have recovered after its use. That
statement is startling and tremendously vital and it might apply not
only to puerperal septicemia, but perhaps to other infections. I
would ask the gentlemen who started this work to keep it up, and if
it should fall flat, report that flat failure in two or three years from
now as methodically as they have reported their preliminary work.
This is one of the things in which we fail. We report our wonderful
successes, but we do not report our wonderful failures, and I think
these observations and investigations should be followed up until it
is proven or disproven that sulphate of magnesium does what is
claimed for it. In the past we have failed to follow observations of
this kind to the end, and I hope that Dr. Harrar will give us a report
in three years or even five years from now, since by so doing we will
know positively whether there is really anything in it or not.

Dr. Joseru H. BrRaNHAM, Baltimore.—It seems to me, it would
be very much better if the Fellows of this association as a whole
would undertake to carry on further experimentation along this
line. If this were done, in one year we could demonstrate the value
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of magnesium sulphate in these cases of infection, and we would
not have to wait four or five years. If all of us had cases of this
kind, and we have plenty of them in surgery of one kind or another,
and made observations concerning the use of this remedy, we would
have reliable data as a guide for this treatment in puerperal sepsis.
If we would carry out this method of treatment, in one year this
Society could absolutely demonstrate beyond a doubt what there is
in this treatment.

Dr. H. WELLINGTON YATES, Detroit.—I have been very much
interested in this paper, as I was in the paper which Dr. Huggins
presented at the Syracuse meeting of this association. I thought
there was a general impression at the time that Dr. Huggins in his
paper was somewhat biased in his impressions, and that may obtain
even now; but we must agree on the laboratory report and with
the unbiased writings of Dr. Harrar, that it is becoming more sub-
stantial than apparently was the case when Dr. Huggins presented
his original paper. Therefore, with the other gentlemen I would
suggest that either separately or conjointly as a society we attempt
to follow this matter up.

I was impressed with the presentation of the subject, inasmuch as
Dr. Harrar apparently regards the toxicity of magnesium sulphate
as of very little or no importance. I may be mistaken about this,
but in the report of his cases I find that in each instance in which
the magnesium sulphate was injected, there followed a distinct
chill, with rise in temperature, in most every case, in some to a
remarkable degree and, therefore, I think the use of magnesium
sulphate is not always so innocent and it should be used with
great care. The severity of all these cases inclines me to say this,
that as a teaching body of men it behooves us to instruct, as much as
possible, the general practitioner who first comes in contact with
these cases to have them all in a hospital. Such cases as these
cannot under any possible conditions be treated in a private home,
and the sooner they are recognized by bacteriological examination
and by careful observation the better, and the sooner this treat-
ment is instituted the better.

I was interested again in observing the marked hemolysis in these
cases. In one instance the reds were down to 2,000,000 and the
increase was very rapid as soon as the magnesium sulphate was
used. I do not suppose it was the magnesium sulphate that in-
creased the red blood cells, but nature did that while the magnesium
sulphate was doing the rest.

Dr. Roranp E. SkeEL, Cleveland.—Owing to the improvement
in the technic of making blood cultures in the last twoor three years,
may not Dr. Harrar have been able to recognize some cases as
being true bacteremia that were not supposed to be such a few
years ago because streptococci were not obtained by the methods
then employed?

Dr. Doucras C. MORIARTA, Saratoga Springs.—It seems an
opportune time to emphasize the point made by the other speakers,
and the one that I attempted to bring out a year ago in a paper

8
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before the Society; that is, to determine the value of new thoughts
and procedures presented to this society, and this can only be done
if we follow them up. If this is done, the information will be
valuable to the general practitioner, and we will not be obliged to
have the present preface to our column of proceedings ““ The Associa-
tion does not hold itself responsible for the views enunciated in the
papers and discussions published in this volume.”

Dr. Epwarp J. IrL, Newark.—May I offer one suggestion with
regard to our future experience with this very vital subject. The
matter that has been presented to us is as good and vital as anything
that has been brought before the association, and I am glad to say
that a number of things have been brought before this body and
originated in this association during the 25 years of its existence
which have continued to live. I want to suggest that anyone who
attempts to carry on these experiments should not attempt to make
a so-called improvement on the method or suggestion of Dr. Harrar;
but wait until his paper is published, study it carefully, and then
carry out the method he has given us. Do not let us think we can
improve on it. That is where we make a mistake in regard to a
new method. I have been disappointed in having improvements
made on what I have suggested, and the result has usually been a
failure, and the method discredited. Speaking for myself, when
Dr. Harrar’s paper is published, I shall study it carefully, follow the
plan he suggests, and if this is done by all of us in a year or two
years we can report, and if he wishes us to make a combined report,
he will know exactly what we have learned.

Dr. E. Gustav ZINKE, Cincinnati—This subject challenges the
interest of every Fellow of the society. I have been much inter-
ested in it ever since Dr. Huggins read his first paper on this sub-
ject. It is a new method and has, apparently, been practised with
success. It is our duty to take it up and see what there is in it.
The suggestions made by Dr. Skeel are very timely.

Just a few words in regard to Dr. Moriarta’s criticism as to the
note “The Association does not hold itself responsible for the views
enunciated in the papers and discussions in this volume.” I
merely wish to state if we withdrew this note we endorse everything
that has been said and published in the volume and thus hold our-
selves, eo ipso, responsible for its contents. The fact is we do not
endorse all the views and acts expressed at our meetings. We con-
sider and test what appears to us reasonable and good. We criti-
cise adversely and even reject what appears untenable. If any-
body resorts to practices recommended by one or several of our
fellows and meets with failure or, perhaps, disastrous results, we
render ourselves liable to a certain extent at least. We cannot
afford to do this.

Dr. HARRAR (closing).—I am more than complimented by the
extent of this discussion. We started this work at the Lying-In
after Dr. Huggin’s paper, and used magnesium sulphate rather as
a forlorn hope in these desperate cases. We were surprised and
pleased to find in the first few cases that it was of real value. My
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colleagues at the hospital have at times scoffed at the method
because it is so simple and easy, and because it has been impossible
to give an explanation of how or why it acts. All we do know is,
it does act in the manner in which I have described in the cases
reported, and that it is entirely harmless used in the manner directed.
The sharp temperature reactions, which one of the speakers noticed
as having occurred after injection, were in cases in which a 1 per
cent. solution in normal saline, or in boiled tap water, was employed.

These reactions were not due to the magnesium sulphate. Since
using a 2 per cent. solution in freshly distilled water we get no
reaction. Similarly in salvarsan injections, it has been observed
that it is most important to employ freshly distilled water.

As to the occurrence of true bacteremia, we have a large service
at the Lying-in Hospital, over 5000 deliveries a year, and we do not
get many real bacteremias. For instance, at the time of the forty-
six bacteremias which I mentioned, which occurred in the four or
five years prior to 1910, 175 cases were diagnosed clinically as bac-
teremia, and a blood culture asked for, but only forty-six gave posi-
tive results. True bacteremia is not so frequent as many believe.
I always feel in reports of large series of positive cultures, that
there is some contamination in the technic.

As to the use of magnesium sulphate in other infections, I have
had no experience except in one case of pneumonia, evidently a
pneumococcus infection. With her it was of no value. Infarcts
in the lung with small areas of septic pneumonia are rather common
in the thrombophlebitic cases. In five of the cases reported we had
a septic pneumonia originating from a septic embolus in the lung.
It is not necessarily a serious complication.

I do not feel prepared to make any final statement as to the exact
value of this method, because I have not yet seen enough cases.
We are continually waiting for some midwife or poorly instructed
physician to send in a bad septic case in which we can demonstrate
bacteria in the blood. We have only had eight since 1910, in five
of which I had the opportunity to employ magnesium sulphate.

It is simple to use, and well worthy of trial. Merely make a
2 per cent. solution in freshly distilled water, sterilize it in an auto-
clave, and run it into the vein very slowly.

Dr. Havyp.—How do you distill your water?

Dr. HarrAR.—I do not know the make of our still. The bacte-
riologist attends to that. We buy distilled water, and re-distill it
just before using if for injections.



LACTATION ATROPHY OF THE UTERUS.
BY
DOUGLAS H. STEWART, M. D,,
New York.

HisTory abbreviated from notes taken by Dr. Stafford B. Smith.

Patient, a physician’s wife; aged twenty-five. Married in 1906.
Health good at that time. First conception July, 19og9. Hyper-
emesis and renal symptoms of severe toxemia set in almost imme-
diately. Patient became so enfeebled that (September) the womb
was emptied. Curettage was followed by uneventful recovery.
Second conception January, rgro. With careful nursing and
assiduous treatment, patient went through pregnancy safely. Male
child born October, 1g910. Difficult labor, high forceps, no lacera-
tions. Nursed baby three and one-half months. Then discon-
tinued, on account of poor quality of milk. Mother in a highly
nervous state due to husband’s departure for Europe.

Normal menstruation (March) five months after parturition.
Milk never left breasts so far as is known after this.

Third pregnancy July, 1g11. Severe toxemia, prostration and
fainting spells. Curetted in August, 1911. Usual flow for two
weeks; then gushes of blood nearly every day. Patient complained
of a lump in her side, which varied in size and could be felt through
abdominal wall. This was verified, a suspicion of extrauterine
pregnancy negatived, and the uterus tamponed, all under anesthesia
in October, 1911. Good recovery and normal menstruation followed
in October, November and December, but in January, 1912, there
was only a slight, brownish, bloody stain on a single napkin. After
that nothing. Patient complains of dull, dragging ache in left pel-
vis. She became bloated, discontented and melancholic. During
the summer of 1912 she showed all the usual symptoms of the
menopause, including a gain in weight of 25 pounds, mostly soft fat.
Lying in bed upon her right side would relieve the pain, and stand-
ing, sitting upright or lying upon the left side, would intensify it.
All treatment proved futile so far as relief was concerned.

January, 1913. Patient came to the conclusion that she could not
“Stay in bed forever and standing up was impossible, therefore,
the lump must be removed.”

32
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February 20. Laparotomy. (Described elsewhere.)

February 23. Normal menstruation lasted three days. Feb-
ruary 26, usual brown, pink, fourth day, discharge. Breasts empty
for the first time in two years. Unwell monthly ever since. So
much for the history.

Treatment, galvanism, faradism, intrauterine stems, and all the
expedients that three or four physicians could suggest are not men-
tioned in detail because, as Dr. Smith stated in the history, “treat-
ment of all sorts failed.”

Uterine atrophy is the rule in the third or fifth month of lactation,
after which time the uterus should enlarge and the menstrual flow
should reappear. If this does not so occur, in fairly regular se-
quence, then the walls of the uterus atrophy, or rather, remain
atrophied and the cervix and fundus take part in the atrophy a
few months or years later.

The uterine canal in this case was 4 inches in depth, quite a
different thing from nondevelopment or infantilism and from senile
changes. Repeated examinations revealed a left lateroflexion,
traceable from the fundus to the cervix which were often on the
same level. The fundus would slide away from the examining
finger, presenting the deceptive sensation to the feel of a nonuterine
or separate mass. The fundus and cervix were hard, but the thin,
stretched body between them could not be made out unless the
patient was under deep anesthesia. Traction or pressure upon the
cervix did not noticeably move the fundus. The fundus could be
placed in any position but always flopped back to the left lateral
one.

The passage of the sound necessitated bending it into a large
hook, but ill adapted to the vagina, yet it could be passed. Prolapse
was not a factor, the flexion was due to lack of sufficient mural
rigidity to hold the uterus upright, and when the uterus bent over
the ovary prolapsed. Dr. Clement C. Young, who assisted me at the
operation, summed up the condition of affairs by stating ‘“This is
about as normal a pelvis as I ever saw opened.”

Silk was used. The ovary was fastened on its shelf. The
uterus was suspended by the round ligaments. The ligature was
doubled to prevent cutting, passed through the abdominal wall,
and tied outside of the aponeurosis. The points of contact between
the round ligament and the parietal peritoneum were touched with
tincture of iodine. The abdomen was closed in the usual manner
and the results are satisfactory to all parties concerned.

Two months after operation the patient came to me with a very
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severe pain “ way down inside.” Examination revealed every struct-
ure in good position. Rectal and vaginal palpationshowed the inside
of tuberosity of ischium (left) to be very sensitive indeed, yet
pressure on the bone through perineum did not reveal any tenderness.
It was a very confusing thing and only after long study it dawned
on me that it must be a neuritis, that it must be gouty (or rheumatic),
and that the internal pudic nerve was the offender. Gout is a
protean disease, but I am not aware that attacks in this particular
region have been described. Charcot found gout occurring on the
- paralyzed sides of hemiplegics, who, before being paralyzed, were
free from gout, and he considered diminished circulation the factor.
One would naturally suppose that a lateral horseshoe flexure of the
uterus would spoil the venous drainage of that side of the pelvis,
determine where the outbreak would occur, and shift it from its
usual articular site. Diet and colchicum acted, as anticipated, and
the patient is now in splendid condition.

August 29. Patient reports “good health, camping out and
roughing it.”

I wish to deny that nursing and curettage are necessary and
essential factors. They may or may not be. If the essential cause
is ever found, I think it will be discovered in the deficiency of some
substance which, when present, causes the usual growth of the uterus,
after the usual atrophy which follows the establishment of lactation.

Since writing the above I have studied the following cases:

No. 2. I reported to the Med. Record some years ago as giving
milk eight years after the birth of her only child. I reexamined
her August 5, 1913. Uterine atrophy marked. Tallow-candle
shaped uterus. Anteversion: Depth 3 1/2 inches. Nursed child
seven months. Curetted once two years after labor. Normal
adnexa.

Nos. 3, 4 and 5. Cases consulting Dr. C. C. Young at Bellevue,
O. P. D. All one-child sterility. Atrophy well marked. All
nursed the child less than one year. No curettage. Lactation.
Normal tubes.

No. 6. Casefrom Newark, N. J. Deep cervical laceration. No
curettage. Nursed child four months. Lactation free. One child
three years and six months old. Uterine atrophy. Thick tubes.

No. 7. On August 29, I found this woman in Dr. Young’s clinic.
She was nursing her first child, now eight months old, and she was
wondering why her “unwell did not come on.” If it ever does
reappear I shall be astounded. The uterus is long but barely as
large around as one’s forefinger. It was hardly creditable that it
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ever had or could have conceived and borne a child. But it had.
No curettage. Anteversion. Normal adnexa.

Theoretically, I am led to think that with lactation atrophy the
breasts either produce too much “mammary extract” and the
uterus wastes away as a fibroid sometimes will when powdered cows
udder is administered; or the secretion drains off, in the milk,
some hormone which should stimulate the circulation, nutrition
and growth of the uterus after the normal or physiological atrophy
of the fifth month of lactation and the physiological process becomes
pathological, in time.

In Case No. 1, I made the circulation right. After that lactation
ceased and growth and menstruation started at once.

DISCUSSION.

Dr. Ross McPuERrsoN, New York City.—Mr. President: I had
the pleasure of seeing this case in consultation with Dr. Stewart, and
at the time I examined her, which was after Dr. Stewart and treated
her for some time, the impression I got from the examination was
that the patient had a prolapsed ovary or an inflamed tube with
consequent obstruction to circulation, and that was all. The
flexion described, at the time I saw her had evidently been cor-
rected, and I recommended that the abdomen be opened, the con-
dition of the adnexa investigated, and treated as seemed best at
the time of the operation. As Dr. Stewart has stated, when the
abdomen was opened, the pelvic cavity and its contents were nearly
normal, as much so as one could desire, with the exception of the
prolapsed left ovary. That, as he has told you, was put back into
place, and the patient immediately recovered from her trouble. I
have wondered since whether the secretion which was present in
her breast was not the secretion that we find in many cases of
pelvic disturbance, the disturbance being relieved, and the se-
cretion disappearing. I have wondered whether it was not that
rather than that the milk had remained for a considerable period of
time since the birth of the last child.

The condition is an interesting one, and I think rather unusual.
I had not before seen a case of lactation atrophy or one that pre-
sented such symptoms. I was glad to see the case, and I hope
someone else has seen patients of the same sort.

Dr. Davip HappeN, Oakland, California.—I think it might be
interesting in this connection to report a case I operated on about
two years ago. There was no lactation connected with the men-
struation. The woman had a baby four years before the time I
saw her and had not menstruated. The uterus was retroverted,
and both ovaries were prolapsed. There was a deep laceration of
the cervix and an ulcer. We corrected these conditions, and two
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months after operation she began to menstruate and has since men-
struated every month, with practically a normal flow.

Dr. Huco O. PANTZER, Indianapolis.—The paucity of the litera-
ture on this subject first came to my recognition some twenty-five
years ago. I had confined a frail blonde, who had conceived only
after being married upward of a year, and had carried her child to
full term. The delivery was by forceps, owing to uterine inertia.
There were no complications in childbed. The child was nursed at
the breast for two years and thrived wonderfully, in contrast with
the mother, who waned in health. Three years after childbirth,
the woman had neither menstruated nor conceived again. The
desire for more offspring brought her to me. I found a small,
atrophic uterus. General roborant remedies, ergot, iron and aloin,
and an intrauterine stem worn for several months, reestablished
menstruation, and patient conceived again some time later. It
seems fair to here associate etiologically the atrophy of the uterus
and the amenorrhea with the excessive lactation.

Dr. STEWART (closing).—Dr. McPherson did see the patient as
he says. He did more, he removed.a Ferguson intrauterine sup-
porter from the uterus at the time of operation, saving me the neces-
sity of introducing my hand into the vagina. But the removal of
the Ferguson left the womb in the position of anteversion which was
quite different from its usual place.

Atrophy of the uterus presents these paradoxes. It may be puer-
peral or nonpuerperal; may follow total removal of virgin breasts
or too long lactation. It may or may not depend on some alliance
with thyroid activity and it may or may not follow birth trau-
matisms. Lactation-atrophy appears to be a continuance of involu-
tion, hence its old name of superinvolution, caused by prolonged
lactation even though the period of actual suckling may be short.
The atrophy is mural (not at first general or symmetrical) and the
depth of the uterine canal is increased; producing a sausage-shaped
uterus.

The question ““Are pelvic or breast conditions most at fault?”
might be answered quite differently with different patients or even
with the same patient at different times. Prolonged lactation has
a decided tendency to initiate certain evil effects but no amount of
pelvic injury can initiate lactation; the injury can disturb after
initiation; that is all.

Any injury or condition which disturbs the circulation of blood
through the uterus may prolong lactation and thus form a vicious
circle, which may be broken most readily by attacking the pelvis
first. But in one of my cases the pelvis is in good condition and I
would be at a loss to know just what to attack, even though in accord
with the opinions expressed that bad pelvic conditions should be
remedied as quickly as possible, when existent.



CESAREAN SECTION. A STUDY OF A CONSECUTIVE
SERIES OF CASES.

BY
ASA B. DAVIS, M. D.,
New York City.

(With Three Illustrations.)

IN response to a request to present another paper on Cesarean
section, I desire to present herewith forty-six cases, which represent
our experience with this operation during the past year, from October
13, 1912, to September 13, 1913, and also for completeness, the 147
cases presented at the last annual meeting of this Association in
Toledo, making in all 193 consecutive cases of Cesarean section per-
formed by the writer since January, 1gor. Some of the results of
these operations are as follows:

One hundred and seventy-four, or go.2 per cent. of these mothers,
recovered and were discharged in good condition except five cases
now convalescing in the Hospital. Nineteen or 9.8 per cent. of the
mothers died. In the first 100 operations, there were fifteen
maternal deaths. In the succeeding ninety-three operations, there
were four maternal deaths, three of these were from sepsis. Two
of the patients had been long in labor under the care of midwives
before admission. The other septic case was wholly under our care.
The fourth death was due to eclampsia with constant coma and
death in twenty-five hours. Twelve of these nineteen deaths were
due to some form of sepsis and nine of them acquired their fatal
infection and had been under the care of midwives and doctors
prior to admission to the hospital. One of the three remaining
deaths due to sepsis was in a woman who made the usual good
recovery and had been up and walking about for three days. On the
twelfth day postpartum, there was a discharge of pus from the
vagina which proved to be swarming with colon bacilli. There was
no rise of temperature or other unfavorable symptoms. The vaginal
discharge ceased and on the fifteenth day of her puerperium she was
discharged from the hospital in apparently good condition. Two
weeks later she was readmitted suffering from an abscess in the
anterior abdominal wall, midway between the umbilicus amd sym-
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physis. This abscess was found to connect with a necrotic uterus.
Hysterectomy was done and she died ten days later. The second
patient of this group of three was of low-grade intelligence and not
physically robust. She was so filthy in her habits that it was
next to impossible to keep her fingers free from feces and lochia.
She died on the fifty-fourth day postpartum, from a slowly pro-
gressing septic endometritis. The twelfth death from sepsis was
in a patient wholly under our care. She had a long and exhausting
dry labor which lowered her resistance. No examinations were
made except with sterile gloves. Manual dilatation was done and
high forceps attempted but failed and it was unquestionably proved
that this was not a border-line case but one positively requiring
Cesarean section because of a high promontory and contracted inlet.
This operation was then done atan unfavorable time and the patient
died of sepsis on the eighth day, acute dilatation of the stomach
being a contributing cause. Had this Cesarean section been per-
formed at the onset, or shortly before labor began, she would in all
probability have lived.

Four mothers died from eclampsia. Three of these suffered from
constant coma and anuria and all died within the first twenty-six
hours. The fourth eclampsia patient died on the first day post-
partum.

One maternal death was due to pneumonia. This patient was
not quite at term, almost moribund, sitting nearly upright in bed
owing to great distress in breathing, and lifting the heavy abdomen
with each inspiration. She was entitled to relief, and also in the
interest of the child it was decided to do an antemortem, rather than
afpostmortem, delivery. Without moving the patient, Cesarean
section was quickly done and there was great relief and improve-
ment for twelve hours, then a failing heart which would not respond
to stimulation complicated the situation and the patient died two
hours later. The child lived for five days.

One patient died from acute dilatation of the stomach thirty
minutes after the completion of the operation. One from shock,
atonic uterus, obstinate and slow hemorrhage, after her third
Cesarean operation. She was small and frail and died under
conditions which a more robust patient would have withstood.

In the above series of cases 196 infants were delivered, twins in
three cases. One hundred and sixty-five or 84.1 per cent. survived
and were discharged in good condition, except four who are still
in the hospital thriving and awaiting discharge in a few days.
Thirty-one or 16.9 per cent. of the children were stillborn or failed

- . T
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to live. Eleven or 35.4 per cent. of this infant mortality were
stillborn, including one nonviable fetus delivered by Cesarean
section from a mother suffering great distress from general anasarca,
tense abdominal distention and a pelvis and abdominal viscera
filled with sarcoma. A considerable percentage of the remaining
infant mortality was caused by premature births due to some
condition in the mother which made prompt delivery imperative,
such as placenta previa with hemorrhage, eclampsia (in which case
the fetus not infrequently shares the mother’s intoxication), or to
injuries from attempts at vaginal delivery or from the compression
of long labor or tonically contracted uterus. In some instances
healthy robust appearing infants at the time of delivery have died
within a few days from the bacteriologically proven systemic
infection which was the cause of death in the mother.

INDICATIONS WHICH CALL FOR ABDOMINAL CESAREAN SECTION.

We believe that painstaking systematic pelvimetry is all impor-
tant as a guide in every case of pregnancy. It covers only a part
of the question, however, and not infrequently we meet cases in
whom the disproportion between the pelvis and the fetus is so evi-
dent, or cases in whom craniotomy or high forceps have occurred,
resulting in stillbirth or the delivery of children who have lived but
a few days, that even though the pelvic measurements conform to
those which are considered normal and ample, we are justified in
disregarding them and delivering the child by Cesarean section.

We find that contracted pelvis in some form has been the main
indication for this operation in 81 per cent. of our cases, including
generally contracted pelvis, flat, oblique, funnel shape or male type,
rachitic, kyphotic, double promontory, exostosis from the sym-
physeal or the sacroiliac joints, or a moderately contracted pelvis
which is tilted backward in such a way that the relation of its axis
is changed and the horizontal plane of its symphysis is abnormally
below that of the promontory.

Marked disproportion between the capacity of the pelvis and the
size and moldability of the fetal head may call for Cesarean section.
We must estimate, not only the size of the head (or breech) but the
hardness of the cranial bones and the width of the sutures and
fontanelles.

Unduly large children may be the sole indication for this opera-
tion. This holds true especially in elderly primipare in whom the
prospect of subsequent pregnancy is remote. Two such cases are
found in our list.
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Accidental Hemorrhage—We have performed Cesarean section
twice with this as an indication; once in a primipara with a dead
fetus at about eight months, dangerous hemorrhage and undilated
cervix. The mother recovered. It was also done once in a multi-
para in whom we had amputated a lacerated cervix which was almost
in shreds, repaired the anterior and posterior wall of the vagina,
suspended the uterus and operated by the Mayo method for umbili-
cal hernia with excellent results several months prior to the last
pregnancy. She was beaten by her neighbors; had a large hemor-

F16. 1.—Cesarean section patient four days after operation, showing relative
position of operative wound and uterine fundus.

rhage from the uterus; was bleeding moderately when admitted,
but not in labor. After observation for two days, quiet in bed,
active hemorrhage began, fetus alive, no dilatation, Cesarean sec-
tion, premature child lived seven hours. The mother made a
good recovery.

Impacted Face—We have delivered four women by Cesarean
section in whom this condition was present, with a contracted pelvis
in each case. Four of the mothers and three children recovered.
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After Ventral Suspension.—This has been the indication in nine
of our cases. In nearly all of these this was the chief indication,
coupled with long, unsuccessful labor. Contracted pelvis with a
history of previous operative delivery, etc., were complications in
some.

Tonic Uterine Contraction.—This has been the main indication in
four cases. There was in each case, however, an actually con-
tracted pelvis, or a disproportion between the pelvis and the child,

F16. 2.—Cesarean section patient ten days after operation, showing relative
position of abdominal wound and uterine fundus.

long, dry labor, and undilated cervix. Three mothers recovered.
Two children were dead before operation. The other two died in a
few days after delivery.

Placenta Previa.—This was present in five cases, but was the sole
indication in only two. Both of these mothers and children made
good recovery. Central placenta previa was unexpectedly found
in a woman who was in very active premature labor when ad-
mitted and had been for many hours. Her cervix had been am-
putated; the internal os was not dilated; there was no hemor-
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rhage. The interposition operation had been performed on her
uterus and the perineum had been extensively repaired. Her child
lived but a few hours. The other two cases had marginal placenta
previa, and moderate bleeding, and also contracted pelvis which
were the main indications for Cesarean section. We are in favor
of employing this operation more in certain cases of placenta previa,
especially in primiparous women in whom there is active hemorrhage,
an undilated cervix and a viable child.

Fi. 3.—Mother and family, all delivered by successive Cesarean sections.
Another child not shown here died at ten months of summer diarrhea. A
total of six Cesarean operations on the same patient.

Eclampsia.—We have delivered fifteen eclamptic women by
Cesarean section. All were either having convulsions or in coma.
Twelve were primipare. None were in labor, nearly all were not
at term. Eleven, or 73.3 per cent. of the mothers recovered. Four,
or 26.7 per cent. of the mothers died. Three of these had anuria,
never regained consciousness and died within the first twenty-six
hours after operation. The fourth died on the first day postpartum.
Five children were delivered from the four mothers who died. Four
of these children lived. Seventeen children were delivered from
the fifteen eclamptic mothers, twins twice. Eleven or 64.7 per
cent. of these seventeen children lived and were discharged in good
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condition. Six or 35.3 per cent. of these children were stillborn or
died. Two (twins) were dead when the mother, a primipara, was
admitted. The mother recovered. One was premature, seven
and one-half months and a stillbirth, although the heart continued to
beat for a short time after delivery. The other three children died
on the twenty-third, eighth and tenth days, respectively, in the
order of their birth.

Prolapse of the Umbilical Cord.—This was the indication in two
primiparz. In each the cervix was long and less thantwo fingers
dilated. The membranes were ruptured. The mothers and
three children recovered (twins in one case). It is very doubtful if
any form of vaginal delivery would have saved these children. A
large percentage of Cesarean sections are performed in the interest
of the child.

Neoplasms Obstructing the Birth Canal.—These have made the
operation necessary in seven cases. In the cervix, preventing
dilatation, two cases; sarcoma blocking the pelvis, one case; myo-
fibroma of the uterus, two cases, and what was diagnosed as a
dermoid in the culdesac, in front of the sacrum, twice in the same
patient.

Atresia of the Vagina.—This was of such character that it was
sufficient indication for the three Cesareans performed upon the
same patient. It was coupled with a contracted pelvis which alone
would have made the operations necessary.

Other Indications.—Operating, wholly in the interest of the child,
upon moribund mothers, delivering antemortem rather than post-
mortem. Several of the eclamptics come within this class; also the
case of pneumonia and a case of streptococcemia especially involving
the cerebrospinal meninges. Some monsters may be delivered by
Cesarean section with greater safety to the mother than in any other
way.

Regarding the Sterilization of Women at the time Cesarean Section is
done—We do not advocate this except in unusual conditions.

Repeated Cesarean Section in the same Patient.—In our series, this
operation has been performed thirty-one times subsequent to the
first Cesarean section, twenty-one the second time, seven the third
time and in one case the operation has been done six times, the last
four times by the author.

Rupture of the Uterus in Labor following Cesarean Section.—This
accident has befallen three of our patients. Two have already been
reported. Both mothers and children recovered. In the first case
the Cesarean cicatrix remained intact, the rupture taking place in
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the thinned lower segment. The second was only a small opening
in the lower end of the site of the old wound. The third case of
rupture of the uterus was fatal to mother and child. This patient
was a very thin, ill-developed and much deformed kyphotic dwarf.
She was delivered of her first child at term by Cesarean section on
January 2, 1912. The child was weak and it died from no other
apparent cause on the third day. The mother had an uneventful
recovery. At the time of the operation, upon closing the uterine
wound, it was found that the deformity of the spinal column had
forced the uterus forward in such a way that the uterine wound
instead of being wholly in the anterior wall was in the midline
directly through the fundus partly in the anterior and partly in the
posterior wall of the uterus. In a few months this patient again
became pregnant. She presented herself every few weeks throughout
pregnancy for advice and observation. Her intelligence was of low
grade but an intelligent friend always came with her. Each time
they were warned by us to come to the hospital shortly before term,
or failing that, immediately when pains began. This advice was
disregarded until labor had been in progress eleven hours and rup-
ture had taken place. The whole length of the old uterine wound
was open. The child, placenta and much blood were in the ab-
dominal cavity and the patient was in fairly well-marked shock.
Very little active hemorrhage was found. The uterine wound was
closed. The patient died in twelve hours. Apparently nature
resented the attempt to publish new editions or to keep this physi-
cally and mentally unfit type longer in print.

The Danger of Rupture of the Uterus in Labor Subsequent to a
Cesarean Section is a Real Danger.—Careful suturing and aseptic
closure of the uterine wound reduces this danger. Close observation
of the patient either in a hospital or under the care of a nurse during
the last week of pregnancy and Cesarean section when necessary
shortly before or at the onset of labor still further reduces this
danger.

The most Favorable Time in Pregnancy in which to perform Cesarean
Section.—Many of these patients come in as emergency cases inlabor
and we are unable to choose the time for the operation.

During the past three months, we have been able to elect the
time for operation in seven cases, in whom the indications for this
operation were known long beforehand to be present beyond a
doubt. In all of these women, except one, the duration of pregnancy
could be intelligently calculated. We operated a few days before
term and before the onset of labor. No attempt was made to dilate
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the cervix. It relaxed in each case after operation allowing ample
room for drainage of lochia. We prefer this time, and, including the
fifteen cases of eclampsia, who were not in labor when Cesarean
section was performed, we have operated upon not less than thirty
women by this method prior to the onset of labor. The mother is
saved from labor pains and exhaustion; the child is not subjected to
any compression.

Exception has been taken to our repeated assertion that Cesarean
section is not resorted to in enough cases. The fear is constantly
with us that we shall become too enthusiastic over this mode of
delivery, that our judgment will be swayed and that we shall ac-
quire the habit of emp’oying this operation unnecessarily and that
it may occur that we will merit the criticism already sometimes
heard that we are working for a record. We would thus aid in bring-
ing this truly beneficent operation into disrepute. And thus it
comes about that it is our custom to weigh and consider the con-
ditions in each individual case with all of the care and judgment
which experience has given us and to decide upon that mode of
delivery which will best serve the interests of a given mother and
child. It is easier and safer for us to decide upon this operation
than it was formerly and if we are wrong in our decision, if the ope-
ration is carefully performed under favorable conditions, no great
harm has been done.

This operation has moved beyond the “last resort” idea. Its
scope has been wonderfully broadened and wisely so, and yet there
is too great a proportion of the medical and lay public whose concep-
tion of it and its results are those which obtained twenty or more
years ago. It is to-day an infinitely simpler and safer operation
than it was then. We confess to an occasional error in judgment.
What operator is there who is honest with himself and with others
who is active in any field of surgery, who can prove by after-results
that he has always been in the right? And yet where we have
delivered one case by Cesarean section and have had cause to re-
gret that some other method of delivery had not been employed,
we have seen at least ten cases in the past year in which we are
positive that the interests of mother and child would have been
better served had the delivery been by early Cesarean section and
we believe that the true figure shculd be nearer twenty. In eight
months of the past year we witnessed the death of three cases of
placenta previa delivered vaginally by men of ripe experience and
we believe that Cesarean section would have saved each one of these
patients. They were in good condition. The shock and dangerous

° .
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hemorrhage came during and after delivery. That obstetrician is
fortunate in his experience if he has escaped the care of a woman in
labor whose tissues were whole and intact as they were created,
whose unborn child was well and healthy but for some reason was
out of proportion to the capacity of her pelvis, if he has not been
called upon a few hours later, after some form of forcible vaginal
delivery, to look upon a dead or much injured child and a mother,
in many instances, lacerated and contused to a degree which is be-
yond our art to wholly repair. There are too many women who die
or who date their change from buoyant health to an incurable inva-
lidism from a labor similar to the one depicted, too many children
dead or growing up mentally and physically deficient, not from
heredity, not from faulty environment, but from injuries sustained
during their birth. This is not an overdrawn or unique picture.
It does not refer to experiences of the past. We witness too many
such cases to-day and we are occasionally an actor in such trage-
dies. The contemplations of such results burn into our inner con-
sciousness and we welcome a way of escape from them. We be-
lieve sincerely that earlier and more careful examination of each
pregnant woman and a greater readiness to employ the Cesarean
operation in well-selected cases offers that way in many instances
and it will reduce the number of such cases materially. It is late
in the day for us to look upon such results and say that we re-
gret or to complacently say that we have done the best that we
could, for too often it is not the truth. We are aware that there
are communities in which complicated and difficult labors are the
exception. This does not hold true of large cosmopolitan centers.
There is a well-marked tendency for the difficult labors to gravi-
tate to hospitals. To illustrate:

In six days of this present month, September 3 to g, inclusive, in
one division of the Lying-In Hospital, which represents one-half of
its indoor service, there were thirty-one deliveries, as follows:

13 normal unassisted labors,

6 requiring low forceps,

2 breech deliveries,

twin delivery,

precipitate delivery in the elevator,

postpartum admission two hours after labor,

pubiotomy for contracted pelvis, long labor and outside ma-
nipulations; resulted in stillbirth from cranial hemorrhage
due to forceps slipping,
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1 craniotomy for contracted pelvis, in labor and under care of
midwife forty-eight hours; podalic version and breech extrac-
tion to umbilicus by private physician; dead child.

1 embryotomy; child dead, shoulder impacted when admitted.

1 face L. M. A,, partly dilated cervix, converted to vertex by
Voorhees bag,

3 Cesarean sections for contracted pelvis, vertex incapable of
being engaged. Result: three mothers and two children
making good recovery; one child died shortly after delivery.

This is rather above the usual percentage of abnormalities for a
given time in either service, but not markedly so. Had timely
Cesarean section been employed in the case of pubiotomy and the two
embryotomies, the lives of three well-developed infants would have
been saved. Much more, three mothers would not have been sub-
jected to the agonies of long labor, the dangers from sepsis and
the frightful lacerations which were present in each case. Com-
petent early examination would have revealed that this operation
was plainly indicated.

Once start a series of these operations, and the history of the snow-
ball which increases with every turn is repeated. These patients
see the result of this operation and they come for subsequent delivery
by this method. They know of friends who have had difficult
labors, perhaps repeated stillbirths due to contracted pelvis, and they
send them to be delivered by Cesarean section. Formerly it was
necessary to persuade these women to allow this form of delivery
even under conditions which presented no other way to secure a
living child. To-day they accept our decision to deliver the child
through the abdomen as readily as they do a forceps operation.

From time to time the author has been asked to attach his name
to the technic of the Cesarean section which he employs. This has
not been thought advisable because undoubted originators of
methods of operating to which their names have been given have
found that their technic is progressive and liable to change. Others
describe and modify it, so that in a short time the originator is
unable to recognize the first description of his technic. The
writer is in no way sure that he can claim the original credit for the
technic which he describes. He can say, however, that without
any knowledge of its ever having been employed before, he did
independently conceive this method, and was, in so far as he knew,
the first to practise it in a Cesarean operation which he performed,
on November 20, 1904 (C. N. 4830, Lying-In Hospital histories),



48 ASA B. DAVIS

although it may have been in common use by others even many
years ago. He has continued to employ it to the present time, with
only slight modifications, and it has proved a good method for him
in over 180 Cesarean operations.

THE OPERATION.

The operation advocated is as follows:

The abdomen is opened by a median incision 8 to 10 centimeters
long from above down to the umbilicus. One or two gauze pads
wet in warm normal salt solution are placed in the abdomen above
the fundus of the uterus to hold back omentum and intestines.
Often the uterus is found twisted upon its long axis, usually toward
the right side. An assistant standing beside the patient opposite
the operator makes pressure with his hands outside against the side
walls of the abdomen, rotating the uterus so that its anterior wall
looks directly forward and so regulating his pressure that the uterus
is held well up to the abdominal opening until it is emptied of its
contents, child, placenta and membranes, and until several of the
deep sutures are in place and tied. This, however, is in no sense a
maneuver to control hemorrhage. The uterus is then carefully
opened with a scalpel so as to retain the membranes intact, by an
incision a little longer than the abdominal opening in the midanterior
surface of the uterus from just below the fundus downward. If the
placenta is found beneath this wound, a not infrequent occurrence,
it should be pushed aside or torn through and with the hand in the
uterus, the membranes should be separated from the uterine wall
while they are yet distended. Neglect of this precaution often
means that they must be removed piecemeal, sometimes with much
difficulty and delay, after the child is delivered and retraction and
contraction have begun, and at the time when dangerous uterine
hemorrhage is most likely to occur.

The anterior thigh of the child, or the one which is most readily
found, is grasped, delivered, and breech extraction is done, turning
the child after delivery of the shoulders, so that it faces toward the
mother’s face. Then with the middle and index-fingers of the
right hand astride its neck and with the same fingers of the left
hand in its mouth, making traction on its lower jaw, the head is
carefully delivered so that there is no sudden jolting or lacerating
of the uterus in its delivery. An assistant stands ready with two
long clamps in which he grasps the umbilical cord. The cord is
cut between the clamps and the child is taken away to have respira-
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tions established, preferably into an adjoining room, so that the
operating staff’s attention may be given entirely to the mother. We
now hook two fingers of the left hand into the uterus at its upper
angle of the uterine wound and place and tie the upper deep suture,
leaving the ends long. This is repeated at the lower angle of the
wound and then with the right hand in the uterus, the placenta,
menbranes and clots are removed. The first assistant now discon-
tinues abdominal pressure and holds the uterus up to but not out of
the abdominal opening by the long ends of the sutures already inplace.
The uterine wound is closed by two layers of sutures. The deep
layer is of No. 2 chromic gut, interrupted and about 1 centimeter
apart, passed through the uterine peritoneum, close to its cut edge,
well out into the muscle and down to but not through the endo-
metrium and out in reverse order on the opposite side. A double
turn is taken in the first knot which will then maintain its position
without the necessity of its being held by a forceps in the hands of an
assistant at the risk of cutting or weakening an important suture
with the forceps. The suture is drawn tight enough to bring the
edges of the uterine wall into accurate apposition, yet avoiding ten-
sion which would blanch and constrict the tissues. The sutures
are tied in three knots and cut short to the knot. The entrance
and exit of the deep sutures are close to the cut edge of the uterine
peritoneum and the short ends of these sutures render it more easy
to completely bury them by the next layer which is a continuous
suture of No. 1 chromic gut. Beginning at the lower angle of the
uterine wound this suture is inserted and tied and the knot is covered
by folding the peritoneum over it with subsequent stitches. Passing
the needle well outside of the tissue included in the deep layer of
sutures and parallel to the line of uterine incision, the peritoneum
and some uterine muscle are caught up, alternately on one side and
then the other, folding them over and completely burying the deep
layer, much after the manner of the Cushing stitch in closure of
intestinal wounds. This leaves no raw surface or sutures or knot
ends exposed and thus reduces to a minimum the chances of subse-
quent adhesions of adjacent tissues to the uterine wound. The
deep interrupted suture holds the two faces of the uterine wound in
apposition through the whole depth of the wound. If any inter-
rupted suture gives way its affects only the tissue held by that one
suture. If a continuous suture gives way at one point, its force is
weakened throughout its entire length. Every precaution should
be taken to avoid adhesions and to secure strong, firm union of the
uterine wound, so that the uterus may involute normally and take
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its position in the pelvis estricted by adhesions
and in the event of subsequent prégnancy the uterine scar will not
rupture. )

The pads are removed and the abdominal wound is closed in three
layers. Dry sterile gauze pads are held in place by a snug adhesive
strap across the abdominal wound which is an added support to the
abdominal sutures. Elsewhere the dressings and binders are loose,
so that the uterus, which is now in the lower part of the abdomen -
in the position occupied by a uterus after normal labor, may have
free movement. The compression of the abdominal wall against
the uterine wall is thus avoided and likewise the risk of adhesions
between the two as was the case where the tight abdominal binder
was employed. The uterus is not delivered from the abdomen at any
time. The patient is placed in bed with the head of the bed ele-
vated to favor drainage and descent of the uterus. In the uncom-
plicated case she suffers the pain and discomfort common to lapa-
rotomies for other causes but no more. Morphine in 1/8 grain doses
is given by hypodermic injection as needed and the abdominal
distention is relieved by a retained rectal tube or by a saline irrigation.
Usually the mother nurses her child and at the end of forty-eight
hours she is treated as a normal delivery. On the eighth day
postpartum, she sits up in a chair and by the twelfth day she is
ready to leave the hospital. Several of our patients have insisted
upon going home on the tenth day, while others who were ready to
go home on the twelfth day, for one cause or another, found it
inconvenient to leave at that time, or else they lived at a distance
and they were advised not to attempt to travel so soon. In the
uninfected cases, the blood and liquor amnii which finds its way into
the peritoneal cavity does no harm and no great effort is made to
remove it.

We find the following advantages in the use of the small median
incision entirely above the umbilicus: There is no danger of ad-
hesions between the uterine and the abdominal wounds, and the
uterus is therefore allowed to involute normally and take up its
position in the pelvis without restricted mobility.

In the midline the abdominal wall is very thin; no important
structures are divided and the tissues are quite elastic so that a
small opening is all that is necessary for the delivery of the child.
The small abdominal opening offers much less chance for the escape
of intestine and omentum and less opportunity and necessity to
handle the abdominal contents. Located above the umbilicus
there is much less probability of the subsequent occurrence of
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hernia through the cicatrix, for it is above the most dependant part
of the abdomen which is subjected to the greatest strain when the
patient is in the upright position. More support is also given at
this point by the recti muscles as they tend to come together toward
their upper attachments.

While we have not had an opportunity to examine all of the
patients upon whom we have performed this method of Cesarean
section, yet there is a considerable number who return for subsequent
delivery in this way, or for other causes, and thus far we have not
seen a hernia in any of our patients, except in one woman in whom
the entire thickness of the abdominal wound broke down, and was
closed by granulation. This patient developed a hernia several
months later through the site of her Cesarean wound in the abdomen.



TREATMENT OF PLACENTA PREVIA BY CESAREAN
SECTION, WHEN, IF EVER, IS IT JUSTIFIABLE?
BY
ROSS McPHERSON, M. D,
New York.

IN presenting for the consideration of so distinguished an audience
an article on the treatment of a topic so hackneyed and time worn
as that of placenta previa, the reader feels that he is possessed of
considerable temerity, and his only excuse for so doing lies in the
fact that in the minds of some obstetricians there still seems to be a
difference of opinion in regard to the best method of procedure to be
adopted when this complication is encountered.

I believe that all of us are agreed, that where a case of pla-
centa previa is under observation and supervision from an early
date, where an accurate diagnosis has been made and watchful care
and prompt interference by the usual methods are pursued, that the
mortality and morbidity, both maternal and fetal, are much lower
than in those cases who have had one or more hemorrhages before
applying for medical aid. Taken in the main, however, the figures
in a large series of cases show that the maternal mortality ranges
from 15 to 20 per cent. with a fairly high morbidity, while the fetal
mortality runs from 4o per cent. to so per cent., a truly serious com-
plication demanding the utmost care and judgment on the part of
the obstetrician.

While it is not my purpose to weary you with a long series of
statistical figures which you all know as well as do I, still we cannot
fail to realize that with such figures staring us in the face, the ordi-
nary routine methods of treatment by packing, hydrostatic bags,
rupture of the membranes followed by various operative procedures,
etc., are very far from satisfactory, and it is the purpose of this
paper to try to determine whether there is not a certain class of
cases which can be treated in another way, namely, by abdominal
hysterotomy, thus securing a reduction in the mortality figures
given.

Although this operation had been suggested many years before
and occasionally rather indifferently performed later, it was in
September, 1gor1, that our esteemed secretary, Dr. Zinke, read an
article before this Association entitled, “Is Cesarean Section Justifi-

52



TREATMENT OF PLACENTA PREVIA 53

able in the Treatment of Placenta Previa,” in which he quoted the
literature and statistics to date and placed himself on record with
considerable force as endorsing the operation of Cesarean section
on cases of central or complete placenta previa, especially if the
patient happened to be a primipara. I cannot find that this admir-
able paper was received with marked enthusiasm by his audience
nor that many of those present agreed with him, but rather the
contrary.

In June, 1907, before the Section of Obstetrics and Gynecology
of the American Medical Association, the reader presented a paper
entitled, ‘“Placenta Previa with Observations on 250 Cases,” in
which he advocated Cesarean section in a limited class of cases,
later to be described, and his reception on this point by the members
of the Section was nearly as enthusiastic as that accorded Dr. Zinke
six years previously. Some of the discussers were inclined to
intimate that such views savored either of the inexperienced youth
or of the rabid enthusiast, but nearly all were agreed that the opera-
tion was unjustifiable, and unnecessary. The reader, however,
continued in his perversity, and a year later in another paper before
the same Section, this time on Cesarean section, rather timidly, it
must be admitted, included certain cases of placenta previa among
his indications for the operation. Greatly to his surprise, little
opposition was at this time encountered and some approval ex-
pressed. Five years later, namely at the last meeting of the Ameri-
can Medical Association in June of this present year, we find on
the program a paper devoted to the subject and expressing the
opinion that the operation of choice in cases of central placenta
previa is an abdominal Cesarean section. On the other hand no
later than the annual meeting of this Association in 1912, Schwarz,
of St Louis, formulated the conclusion that “no form of placenta
previa as such ever offers a justifiable indication for Cesarean sec-
tion,” and ‘“the cervical and vaginal tampon and the intrauterine
use of rubber bags are safe and sufficient means for controlling hem-
orrhages and for securing sufficient dilatation for delivery through
the maternal passages.” He quotes a series of fifty-two cases, with
a maternal mortality of 2 per cent., a truly remarkable showing, but
admits a fetal mortality of 40 per cent. The general opinion of
the meeting at this time was rather the reverse of the one eleven
years before already referred to, most of the discussers favoring
Cesarean section within limits.

Nothing is further from the thought or inclination of the reader
than the idea of conveying to this audience the belief that he con-
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siders that all cases of placenta previa should be treated by Cesarean
section.

There is still a large field for the ordinary methods of procedure
which will, he believes, always continue to find a use in the majority
of instances, but, given a case of placenta previa centralis in a patient
with a long cervix and undilated os with or without pelvic dispro-
portion, with the child in good condition, will the patient not make
a better recovery, with a living baby quickly delivered without loss
of blood, by means of abdominal hysterotomy, than by the long
drawn out and necessarily enfeebling manipulations needful to
dilate the cervix and deliver her child in the usual manner? We
believe that she will, and we desire to report certain cases in which
this operation has been done with success.

Since 1891, in the service of the New York Lying-In Hospital,
there have occurred 470 cases of placenta previa, and the operation
of Cesarean section has been performed for this condition nineteen
times by six different operators, all since 19o5. The situation of
the previa was central in nine cases, marginal in five cases, and no
statement as to situation was made in the history in five cases; no
case was more than two fingers dilated; all had had severe hemor-
rhages before entrance into the hospital, and in all it was a matter of
rapid delivery being considered advisable; the patients varied from
para-i to para-xiv; the youngest was eighteen and the oldest, thirty-
eight. Astoresults: of the nineteen cases operated upon, one mother
died, a maternal mortality of 5.3 per cent.; two children were still-
born, and three died before leaving the hospital, two on the first
day, and one on the ninth, a fetal mortality of five, or 26 per cent.

Since a reduction in mortality is the main reason for our interest
in the subject, let us consider a little more in detail the cases which
died.

First, the one mother: the patient was a para-i in the eighth
month with a central placenta previa. She had had outside ma-
nipulation and considerable hemorrhage. The child was stillborn
and the mother died of septicemia on the twenty-first day. This
was probably an unsuitable case for Cesarean section under any
circumstances.

The other stillbirth was a case which was operated on purely on
account of the mother who, it was believed, would not stand a
prolonged dilatation and operative delivery, she being a primipara
with an entirely undilated cervix, who had lost a great deal of blood.
The child was believed to be dead at the time of operation. The
mother made an uneventful recovery.
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Of the three children dying after delivery, two died of atelectasis
on the first day, and one of an infection of the middle ear on the ninth
day.

It will be seen, then, that in this series the maternal mortality is
cut down by about two-thirds of the usually accepted mortality,
whereas the fetal mortality is cut almost in half. While the number
of cases is too small to more than point the way, we believe that the
indication is clear, and that when we encounter a primipara with a
placenta previa either marginal or central, or a multipara with a
central placenta previa in either case where the cervix is rigid or
undilated, whether or not there is pelvic disproportion, provided the
child is viable and the mother offers the ordinary safe operative
risk, that Cesarean section holds out a better chance of saving the
lives of both mother and child with fewer complications than any
other method of delivery, always provided that the operation is
performed by a competent and experienced operator and amid
suitable surroundings.



THE ADVANTAGE OF CESAREAN SECTION OVER OTHER
PROCEDURES IN BORDER-LINE CASES.
BY
JOHN WILSON POUCHER, M. D,
Poughkeepsie, N. Y.

CESAREAN section a few years ago was the bugbear not only of
the general practitioner but of the obstetric surgeon as well, to
say nothing of the general public, owing to the very high mortality
both maternal and fetal.

This high mortality was largely due to the fact that, like our
early operation for appendicitis, it was only done in extreme cases,
and usually then as a last resort. Very few surgeons, even half
a decade ago, had the courage to advocate and perform a Cesarean
section in a moderately contracted pelvis until either high forceps
or version had been attempted, and the chances of either a living
child or an uninfected mother were very poor.

For many years the chief subject for discussion among obstet-
ricians in this class of border-line cases, cases of moderately flat
and generally contracted or moderately deformed pelvis, has been
whether high forceps or version was the safer method of delivery.
By high forceps I mean forceps applied to a fetal head that is still
above the upper plane of the pelvis and unengaged.

Statistics have proven that under the very best conditions high-
forceps operations show an infant mortality of from 17 per cent. to
25 per cent., and that version in the same class of cases gives an
infant mortality still higher, ranging from 25 per cent. to 45 per cent.

Markoe, in a large number of high-forceps cases at the New
York Lying-In Hospital, has reported an infant mortality of 26.16
per cent. and Taylor in a report of the hospital tenement service
makes the infant mortality for high forceps 25 per cent. Compare
these reports with those on Cesarean section in the same institutions,
where in 124 uncomplicated Cesarean sections up to 1908, Dr.
Markoe reported an infant mortality of 2 1,2 per cent. and a
maternal mortality of 6 172 per cent. During 1910 there were
fifty-nine Cesarean sections at the New York Lying-In Hospital,
out of which fifty-four mothers and fifty-one infants survived. 1
do not want to be understood as saying that the high-forceps opera-
tion should never be resorted to. But cases in which either high
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forceps or version is justifiable are very rare and are not cases
where there is a marked discrepancy between the size of the fetal
head and the maternal bony canal.

A recent writer criticises the dictum ‘“Never apply forceps to
the head above the brim,” and says it may be a safe rule to hand to
the general practitioner, but should not apply to the experienced
operator. I believe this precept should be repeated often and
emphatically, for it is the beginner and the general practitioner
that should be taught. We must depend mainly upon the larger
hospitals for our statistics and precepts, but upon the general
practitioner falls the great proportion of obstetric practice. He
is the obstetrician of the masses. It must be remembered that
in any case of contracted pelvis, either high forceps or version is
just as formidable and dangerous for the mother as is Cesarean
section, beside the question of grave danger to the child. As
gynecologists, we all know what happens to the vast majority of
these women. After being subjected to one or more of these opera-
tions they become invalids, victims of procidentia, rectocele, cysto-
cele, vesicovaginal or rectovaginal fistule, and all manner of lacera-
tions. As for the child, should it survive, how often is it the
victim of injuries from which it never recovers, and just what per-
centage of the idiots and epileptics that fill our public institutions
can trace their misfortune to this kind of birth, it is difficult to
state. In Cesarean section the mother takes the same risk that
she would from any laparotomy, and at the present day that is
very slight. Any isolated practitioner can in these days of easy
transportation obtain competent assistance. The lapse of a few
hours, more or less, need not prejudice theresult. The patient can
nearly always be taken in comparative comfort to the nearest hos-
pital, but if this is not practicable, there is no more objection to
doing a Cesarean section in an isolated farm house than there is in
doing any other laparotomy. The writer has crossed the Hudson
in a small boat late at night, ridden many miles into the country,
and then spent an hour or two making preparations for the operation
with results that could not be improved upon anywhere.

A general rule suggested by Dr. Norris has been accepted by
all authorities, ‘“That when the true conjugate is less than 7 172 cm.
in simple flat, and 8 cm. in generally contracted pelvis, Cesarean
section at or before the onset of labor should be the elective operation.

Now I think we should add to this that in all cases where there
is a larger conjugate diameter, but where after the lapse of a reason-
able time the head remains unengaged above the brim of the pelvis,
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Cesarean section is the safest procedure, both for the mother and
child. Rules may be laid down for the obstetrician in well-marked
pelvic deformities in very flat or narrow pelves, but this is by far
the smallest class of cases that confronts him. Vastly more numer-
ous are the women with moderately flat or narrow pelves, some of
whom have suffered one or more previous labors, resulting in high
forceps, version or even craniotomy, but always with the same
result, a dead child or one that succumbed in a few hours or days.

Some of them are willing to try again, many others absolutely
refuse to make another attempt, but go frantically from one physician
to another seeking relief from their pregnancy, declaring that they
had been warned by the last physician that attended them that they
can never live through another childbirth and by all means not to
make the attempt. Many of these women become regular patrons
of the abortionist.

The time is undoubtedly coming when the general practitioner,
the midwife, and even the patients themselves, will understand the
importance of correct pelvic measurements so that these border-line
cases may be recognized in time to prepare for them, but that time
is still a long way off, especially in large country districts and in
the small cities and towns where there are no maternity hospitals
or specially trained obstetricians, and in many instances where
the physician sees the patient for the first time after labor has
begun.

The discrepancy is by no means always due to an abnormally
narrow pelvis, but is frequently due to an exceptionally large child,
out of all proportion to the pelvic outlet. It may be due to an im-
possible presentation or to a hyrdocephalic head or an ossified head.

There are many other conditions which should be easily recog-
nized as indications for Cesarean section, such as cancer or other
tumors of the uterus or canal, cicatricial contractions of the vagina
or cervix, placenta previa, eclampsia; in mothers who have been
subjected to fixation operations; in prolapse of the cord, especially
where there is pulsation.

There is another condition which, if possible to diagnose, should
call for immediate Cesarean section, and that is the very short cord.
A short thick cord, anywhere under 8 inches in length, is an almost
unsurmountable obstacle to a safe delivery and, although com-
paratively rare, should always be considered in extremely tedious
and protracted labors, where there is no other apparent obstacle.

Some writers tell us that in many of these border-line cases by -
careful measurements and manipulation it is comparatively easy to



CESAREAN SECTION 59

determine the relative diameter of the fetal head and the bony
canal, and that when the discrepancy is not too great, high forceps
may be safely applied. Now, there may be a few men gifted with
that degree of skill, but this is not altogether safe teaching, for
where the natural forces fail to engage the head, it is not likely to
be accomplished by mechanical force without serious damage to
either the head or the canal, or to both. It is easy to understand
how many a physician is driven to apply forceps in these cases
greatly against his better judgment, by the dread of the patient and
the prejudice of the family against the knife. When, however,
such an emergency arises and the obstetrician feels justified in
attempting forceps, let him be sure of two things: he must be clean
and he must be gentle. One of the latest text-books on obstetrics
describing the high-forceps operation says, “The operation as de-
scribed is very difficult, especially if the degree of contraction is con-
siderable. The obstetrician may be compelled to use the entire
strength of both arms.”

I believe such teaching is extremely dangerous, for it must be
remembered that it is not the proper use of forceps that does the
damage, it is the abuse of them. The time is past when the strongest
man is the most skillful obstetrician.

However important a fair knowledge of pelvimetry may be, of
far greater importance is a clean, careful obstetric technic that
includes not only his own hands and person, but the person, clothing,
bed and surroundings of the patient. When he has safeguarded his
patient against infection, neither he nor the surgeon need feel any
great anxiety about the result, if a Cesarean section has to be re-
sorted to later.

Pubiotomy as an aid to the high forceps seems to have very little
to recommend it. I have had no experience with it myself, but
judging from two patients who came to me subsequent to pubiotomy
operations, one with vesicovaginal fistule and the other with
extensive lacerations, cervical, vaginal and perineal, it is not to be
classed with the clean-cut abdominal section which, when carried
out with a proper technic, leaves no bad results behind it either to
the mother or the child.

Craniotomy upon a living child is not to be considered; the slight
risk to the mother of a Cesarean section can never justify the wanton
sacrifice of the child and, furthermore, the risk to the mother from
craniotomy is just as great, if not greater.

The Duehrssen schnitt or the vaginal Cesarean section, a splendid
procedure when the obstruction to a ready delivery is the undilated
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uterus itself, does not in any way enter into the question, whereas
in these cases the bony pelvic canal is too narrow for the passage
of the fetal head.

Accouchement forcé, or premature delivery, nmiay be a capital
procedure, especially at maternity hospitals where the physician has
a perfect understanding with his patient for months before her
term, but does not apply to the general practitioner whose patients
are scattered over a large area where there is no chance for any
preliminary preparation. In such cases I have had all my experience
with Cesarean section, altogether eleven cases. The first six, all
done upon either extremely deformed or extremely contracted
pelves, I reported a year ago. During the past year I have had
five more; four of these were what I have designated border line cases.

Case I.—Mrs. C. aged twenty-eight. Dr. C. J. McCambridge
reported to me by telephone that this young woman had been in
labor all day, that the child was a large one; that the head did not
engage in the pelvis, and he was certain some operative procedure
must be resorted to. He explained that this patient had given
birth to two previous children, one by high forceps and the other
by version and forceps, and that both of these children had been
lost, and he was loath to attempt either of these procedures in the
face of this mother’s previous experiences. After seeing the patient
I advised Cesarean section which was assented to. She was at once
removed to my private hospital and high Cesarean section done.
A fine 12-pound boy was delivered. Mother and babe left the
hospital the fourteenth day.

Case II.—Also referred to me by Dr. McCambridge, who told
me he was about 12 miles in the country and asked me to come out
prepared to do another Cesarean section. With an assistant and
nurse I arrived at the house about 10 p. M., where I found a very
large fat woman, forty years of age, with a moderately flattened
pelvis. She had been in labor since early morning, but the head was
not engaged in the pelvis. This mother had given birth to three
previous children, all with high forceps; two had been born dead;
the third had lived three days with a fractured depressed skull,
and she realized that this was probably her last chance for a living
child. After careful preparation Cesarean section was done at the
house and a very large girl baby was delivered. Both patients
did finely.

CasE III. Mrs. K. A young primipara referred to me by Dr.
Dederick of Rhinebeck. The doctor had noticed no special dis-
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crepancy about the pelvic outlet until after the patient had been in
labor all day, when he found the head still unengaged above the
pelvic brim; high forceps were attempted but unsuccessfully. I
was then called and asked to do a Cesarean section. The patient
was taken to the Rhinebeck Hospital, where I found a straight
moderately contracted pelvis. In this case, had the doctor used
sufficient force, he might have succeeded in delivering a dead child
and terribly lacerating the mother. As it was, by section we deliv-
ered a large male child which, though resuscitated with some diffi-
culty, with the mother made a good recovery.

Case IV.—Mrs. R. Finely developed primipara; thirty-eight
years of age; had been in labor twenty-four hours when I was called
to see her by Dr. Grace N. Kimball, who told me that, although the
cervix had been fully dilated for the past twelve hours, there had been
no progress. Upon examination I found an apparently normal
pelvis and could easily make out a right brow presentation well
above the brim. By bimanual manipulation a firm mass in the
left pelvic fossa could be easily identified as the occiput. The
patient was having severe and frequent pains which had no effect
except to force the shoulder down and rotate the head further up
into the left pelvis. I advised a Cesarean section, as I did not believe
this child could be delivered alive by any other method. Patient
was removed to my private hospital and section done at once, and a
10-pound child delivered alive. There was a moderate succedaneum
of the right brow, including the right eye. The occiput was very
much elongated and was flexed backward between the shoulders,
remaining in this position for several days, before the baby began to
show very much improvement, then the muscles of the neck and
back began torelax and he began to nurse regularly and take some
interest in life and by the end of the second week went home with his
mother. By gentle massage and manipulation his head assumed
a normal shape and the muscles of his back became normal. He
is now a fine boy of ten months.

Casg V.—Mrs. L. Called in consultation by Dr. E. H. Heston,
found small primipara twenty-six years old, with straight, mod-
erately contracted pelvis. Patient had been in labor twenty-four
hours, cervix was well dilated, but the head remained above the
brim and unengaged. I advised that the patient go to the hospital
for Cesarean section, but this was so strongly opposed by patient
and family that I finally consented to try forceps as the child was a
small one. I soon found that with the amount of force I was will-
ing to exert that the head would not engage. The patient was then

10
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removed to the hospital and section was done. Neither the child,
a 7 1/2-pound girl, nor the mother, suffered any ill effects from
their experience, but left the hospital on the twelfth day.

In all my cases I have used the high abdominal incision, opening
the uterus in situ as soon as it is exposed, carrying the uterine in-
cision well over the fundus. With this incision the operation can
be done through an abdominal opening about one-half the size of
the lower incision, and, as Dr. Davis has said, the abdominal and
uterine wounds are separated by the contraction and involution
of the uterus. Another advantage is that the uterine incision is
made through a part of the organ away from the larger blood-vessels,
and hence there is less danger of hemorrhage, and I believe also a
portion of the uterus less likely to rupture in subsequent labors.
For protecting the intestines and to absorb any fluids which are
likely to overflow, one or two gauze pads, 6 inches wide, 6 or 8 feet
long, are useful.

This operation seems to me to be the ideal one in all cases where
the operator feels confident that he has no previous infection to deal
with, but in cases where there is suspicion of infection, I believe it
would be much safer to open the lower abdomen, lift the gravid
uterus out of the abdomen, thoroughly protect the abdominal
cavity before opening the uterus, when the operator is in a position
to proceed with a hysterectomy as a further safeguard against
infection. :

It has been said that Cesarean section has caused a considerable
number of ruptured uteri. We can safely say that timely Cesarean
section would prevent most, if not all, ruptures.

It is certainly not “good obstetrics” to allow a woman who has
had one Cesarean section to proceed in any subsequent labor to a
point where rupture is imminent. Recent statistics, however, show
that with our present technic these accidents following Cesarean
section are comparatively rare.

DISCUSSION ON THE PAPERS OF DRS. DAVIS, MCPHERSON AND POUCHER.

Dr. CHARLES N. SmitH, Toledo.—I did not intend to open the
discussion on these papers because I have had no opportunity to
prepare for it. However, there were some things said in the dis-
cussion on Cesarean section, especially as regards placenta previa,
that I would like to consider.

One remark which impressed me very favorably, without refer-
ring to the patients who accept our decision, is that we can do
abdominal delivery as readily as forceps delivery, and it is really
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remarkable how readily patients at the present time not only ac-
cept Cesarean section but request it. In my opinion, when they
accept Cesarean section as opposed to high-forceps delivery, they
invariably chose the safer of the two procedures.

There is one question I would like to ask Dr. Davis, which was

not mentioned in his paper, and that refers to the condition of the
child delivered by Cesarean section. In what proportion of children
delivered by Cesarean section is there a delay or difficulty in estab-
lishing respiration?
" Personally, I have had quite a bit of difficulty. I have done
twenty-three abdominal Cesarean sections, two of these were done
in the presence of placenta previa centralis, one of them particu-
larly for that sole indication, and the other in the presence of trans-
verse presentation in a woman who had lost three children previously
in labor and who solicited this Cesarean section.

The first case was a woman, twenty years of age, who was seen at
St. Vincent’s Hospital, having had a profuse hemorrhage. She
was a primipara, with a very small vagina, long, conical, rather
firm cervix, with not much dilatation, and placenta previa centralis.
We did immediately an abdominal Cesarean section, and saved the
mother and the child.

The second case I wish to refer to especially was a woman, thirty-
two years of age, on whom I did Cesarean section last May.
She had been confined previously at three different times, once with
transverse presentation, others with breech presentation. In the
transverse and one breech presentations the child was delivered
dead. In a third breech presentation, the child lived for some few
moments only, so that she had lost three children in delivery, and
in February or April she, unknown to her attending physician, in-
tended to have Cesarean section performed this time; that she was
going to have a living child if possible. I saw her and arrangements
were made according to this plan. If she had a head presentation, it
was thought best to allow her to deliver herself or to do it by forceps.
If she had an irregular presentation, or if there were any complica-
tions which led us to believe she could not be safely delivered of a
living child, Cesarean section must be done, and arrangements
were made to take her to the hospital to have this done. She was
taken with slight pain and profuse hemorrhage in the night, and I
was quickly notified and called to see her. I found her with very
little pain, with dilatation of about an inch, the head in the left iliac
fossa, the back anterior, the occiput anterior, and the placenta seem-
ingly occupying the entire lower segment of the uterus. She was
bleeding rather profusely, although the pains were not hard. She
was taken at once to the hospital, we did a Cesarean section, de-
livered her of a living child, and her life was saved, so we had in
that particular case what I hold to be the proper indications for
Cesarean section for placenta previa and some other indications.
In this case she had the history of repeated fetal death, a trans-
verse presentation, which might have been later, had other condi-
tions been normal, a placenta previa centralis, the patient at full
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term, the mother being an ideal surgical risk, and a living child,
with the patient in the hospital. I believe it isin those cases of
placenta previa only, where we have a placenta previa centralis
that Cesarean section is absolutely indicated. Possibly in some
instances of placenta previa marginalis it might also be indicated.
I have done it in placenta previa centralis, and certainly the re-
sults to the child must be considered. We have got to consider
the unborn child, and the chance of the mother to be delivered
of a living child, and do Cesarean section in some instances of
placenta previa, even though we are practically sure we can save
the mother’s life by other methods of procedure.

Dr. JameEs A. HarrarR.—I have had the pleasure of seeing
Dr. Davis do a great many Cesarean sections, and I might say there
is no better operation. At the New York Lying-In we all follow
his technic. I have made twenty-three Cesarean sections, using
Dr. Davis’ incision, with perfect satisfaction. .

As to the condition of the scar in subsequent pregnancies, it is
something we should consider when we recommend Cesarean section,
especially in the cases long in labor where there is a suspicion of
infection. We know in doing a vaginal Cesarean section how
prone the uterine wound is to slough in the presence of infection.
In these late cases, where we do abdominal section, we often get a
similar sloughing of the uterine wound, so that in future pregnancies
we have a weak uterine scar.

In a study of the uterine scar following Cesarean section made
several years ago, we found absolutely no scar tissue between the
visceral peritoneum and the uterine mucosa, where the wound had
healed by primary intention. The uterine muscle was solid through-
out the wound, the muscle cells having apparently regenerated and
many of them could be seen under the microscope running directly
across the line of the old incision, as located by the linear whitening
on the peritoneal surface.

As to the employment of the operation in placenta previa, we are
confronted with a problem that requires careful consideration. The
mortality figures in placenta previa are notoriously of little value,
because we do not know the condition in each case, how it was
handled before it came to the operator’s hands. Among a series of
460 placenta previas which I had occasion to report recently from
the Lying-In, there were forty-eight primipare that were delivered
by the vaginal route. Of these, one mother died and thirty babies
were lost. Cesarean section has little better than this to offer as
far as the mother is concerned, but it does increase the chances
for the child. On the other hand we must know the value of the
child thus delivered alive by Cesarean section. As but a third cf
women with placenta previa go to term, we must anticipate an infan-
tile morbidity of 66 per cent. from prematurity. Personally I would
limit the indications for the operation in placenta previa to primi-
parz with long and but slightly dilated cervices, the mother at or
near term, and with mother and child in good condition.

Dr. H. G. PARTRIDGE, Providence, R. I.—I did not expect to be
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called upon to take part in this discussion, but I am very glad to be
here and to have heard these papers. I heard two of the papers,
but not all of the one read by Dr. Davis.

I am especially interested in the subject of Cesarean section for
placenta previa, because it seems to me, placenta previa is one of
the most serious conditions we have to meet. I have never seen a
Cesarean section done for that cause. I have seen cases of placenta
previa that showed a long rigid cervix, but these have been very
few. Practically all the cases I have seen have had a soft, boggy,
easily dilatable cervix, and within my own personal experience
there has been no case which I have thought, after hearing these
papers, would have been suitable for Cesarean section. Within
a week we had acase in the Lying-In Hospital here which would
have been ideal for vaginal Cesarean section. Vaginal Cesarean
section was done, the mother being in good condition afterward
and the baby born dead.

Another thing to consider is that many of these cases are prema-
ture; that is to say, the baby is not more than six or seven months
old, and if you deliver by Cesarean section, you do not get a vi-
able baby. That is a point we have to consider. I cannot help
but feel—perhaps I am a little conservative—that there is more
danger in doing a Cesarean section than in doing a high forceps.
As I have seen high forceps done by men competent to do it in
patients who are not already too weakened, there has been very little
mortality, whereas there is a distinct mortality in any abdominal
section. That is my own conclusion from observation.

Dr. E. Gustav ZINKE, Cincinnati—It is only natural that I
should take an interest in this subject; an interest, indeed, which
has been earnest, serious and protracted. No doubt there are a
good many cases of placenta previa which had better be treated by
Cesarean section from the beginning than by any other method.
No man is a good obstetrician, or a good surgeon, who is guided by
one rule only. Every man must study his cases carefully and then
he must determine, from the conditions with which he is confronted
what is the best course to pursue. The signs and symptoms are the
witnesses, and he the judge. There are, undoubtedly, many cases
" of placenta previa, perhaps the majority, that can be successfully
treated for both mother and child, by the Fry or the DeLee method,
by balloon and, even by metal dilatation. I have very little use
for the latter mode of dilatation.

When we are able to observe these cases constantly, and have
them in favorable surroundings, we may see what we can accomplish
by way of dilatation of the os and delivery of the child per vias
naturales. But when we have a case of placenta previa centralis,
complicated by an oblique or transverse presentation, the most
skilful use of the tampon will do no good; and, before you succeed
in dilating the uterus sufficiently either by this or any other method,
the woman is usually so exsanguinated that,if she does not die during
the delivery, she may expire soon thereafter or go by way of septic
infection a few days later. The child, as a rule, is lost under these
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circumstances. Version and slow delivery of the after-coming head
always means death to child.

In primiparous women, the victims of placenta previa centralis
and an oblique presentation, I would not attempt anything except a
Cesarean section. There are cases of marginal and lateral placenta
previas in which, at times, the hemorrhage is difficult of control.
These are the cases in which a pathologic condition exists. The
placental structure is not limited to the decidua serotina but is so
implanted that the chorionic villi penetrate the uterine musculature;
here, separation of the placenta is very slow and always associated
with great loss of blood.

Under normal circumstances, the uterine wall is of the same
thickness in every part of the organ, the placental site not excepted.
Normally the placenta does not occupy the muscularis at all, only
the serotina. In normal placental implantation, the hemorrhage is
hardly ever excessive and can usually be controlled. But when the
placental villi have buried themselves into the uterine musculature,
we have free and uncontrollable hemorrhage, and a timely Cesarean
section will save both mother and child. With the other methods,
just enumerated, you will have a fatal result from the start so far as
the child is concerned; and, in many instances, the life of the mcther
too is sacrificed.

No man has a right to perform Cesarean section who is not able
to provide the patient with the necessary aseptic precautions and
who is not thoroughly familiar with the technic of the operation.

Every case of placenta previa is a serious surgical case and
belongs in a hospital as truly as a case of appendicitis or any other
grave surgical condition. If the diagnosis of placenta previa is
made early, there is no good reason why the patient should not be
sent to a hospital, even though it be ten, twenty, or fifty miles from
the patient’s home.

The diagnosis of placenta previa can be made, in some instances
during the period of viability, and nearly always some time before
the beginning of labor. If the condition manifests itself late in the
ninth month, or when labor begins, it may still be possible to convey
the patient to a hospital if it be conveniently located.

It is quite a satisfaction to me to be understood at last. I do
not claim the credit of having been the first to advocate Cesarean
section for placenta previa. I have been only one of the pioneers
fighting for the justification of this operation in this serious obstetric
complication. Lawson Tait was the first to suggest it. The
operation was performed in St. Louis by Hypes, and Hulbert in
18go; by Slight, Granite City, Montana, 1891; by Bernais, St.
Louis, 1898; by Lawson Tait, the same year; by Donoghue, Boston,
19oo; by Hare, Boston, 19c1; by Covington, Bellfontain, and by
Gillette, Toledo, Ohio, 19go1. In spite of the fact that the operation
was performed late in every one of these cases, only three mothers
died and all children lived. I know of no surgical conditions in
which the results have been so favorable from the beginning, as in
cases of Cesarean section for placenta previa. Since then the



CESAREAN SECTION 67

operation has been accepted, at home and abroad, by many opera-
tors. It is now performed quite frequently for the relief of this
condition and, almost without exception, with favorable results to
both lives concerned.

Just a word with reference to Cesarean section for eclampsia.
I have put myself squarely on record on this question. Cesarean
section is rarely, if ever, justifiable for this condition. There might
be a justification for this operation in eclampsia had we no other
means to obtain far better results in the treatment of this malady.
It is a pity, indeed, that a remedy, which has served hundreds of
good and able practitioners well for the last sixty or seventy-five
years, should be so utterly discarded and shamefully neglected by
some of our best men at home, and by nearly everybody abroad.
It seems that the obstetricians of the continent of Europe especially
have no faith in the value of veratrum viride in the treatment of
puerperal eclampsia. They do not even speak of it. Veratrum
viride, a fresh preparation of it, promptly and properly employed,
rarely fails to give prompt relief. Indeed, I have never seen it fail
in any case in which it was used properly from the start. There are
cases of eclampsia which cannot be cured by any form of treatment.
They are fatal from the start. Those are the cases due to an effu-
sion or hemorrhage into the brain or spinal cord or both, and those
which are caused by yellow atrophy of the liver. No remedy, not
even Cesarean section, will cure these cases. I feel almost certain
that the cases, which will not respond promptly to the proper ad-
ministration of veratrum viride, cannot be saved by Cesarean sec-
tion. Still I am in favor of this operation if veratrum viride has
received a fair trial and the patient does not respond. Under such
circumstances I would have no objection to Cesarean section;
although I have my doubts whether the patient will profit by it.
My friend, Reuben Peterson, with whom I had a controversy on
thissubject in Rochester, N. Y., last April, says: “Dr. Zinke will try
veratrum viride until the case is hopeless and then make a Cesarean
section.”” He does not put me on record squarely. I protest
against his statement. I have never seen a case in which the first
hypodermic injection of twenty drops of veratrum viride did not at
once affect the patient favorably; the pulse becomes better and the
general condition of the patient is almost invariably improved.
So long as the patient’s consciousness returns after every attack, so
long as her pulse remains normal, just so long is there little danger
even if the attacks recur. I am satisfied there are men in this audi-
ence now who have seen patients, having from five to ten, and more,
attacks of eclampsia, whose mind cleared up perfectly after every
seizure, even without the use of veratrum viride, and then deliver
themselves. If I had a case in which the first eclamptic seizure left
the patient’s mind cloudy and that after the second or third attack
the coma increased, I would consent to a Cesarean section, though
with little hope of saving her life.

Veratrum viride should have a fair trial. It is our duty to use
it. We owe it to those brave and good obstetricians who}have
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preceded us, and who have spoken in favor of this drug in words of
eloquence the like of which we rarely hear. We owe it to the
memory of these earnest truthful men for the sake of suffering
womankind, that we perpetuate this remedy; and that we continue
to remind those who have no faith in it, that it is a remedy of more
than ordinary merit.

Dr. McPHERsON (closing the discussion on his paper).—There
are only two points I want to refer to in connection with what has
been said. Dr. Harrar quotes forty-eight cases of placenta previa
with one death among the mothers. I agree with him perfectly
about that, but these are forty-eight cases of placenta previa.
They are not forty-eight cases of central placenta previa in primi-
pare. They are not within the limits of the rule or statement which
Ilaid down for the indications. If I had said in my paper that I
thought every case of plaecnta previa ought to have a Cesarean
section done that percentage would be absolutely out of propor-
tion but we do not now how many of those forty-eight cases were
cases which met the indications which I gave, so that I think there
is room for some argument.

The next point is with reference to the remarks made by Dr.
Partridge, namely, how to keep premature babies alive. They
are hard to keep alive, but a premature baby, whose mother has been
fourteen hours in labor, and in a gradually increasing state of
exsanguination, is harder to keep alive than one delivered directly
after the diagnosis is made, and we must not think that every
premature baby is bound to die, because we have saved a great
many of them in private practice. In cases of placenta previa a
great many premature babies die, on account of the prolonged
labor.

Dr. Davis (closing the discussion on his part).—As to the remarks
made by Dr. Smith relative to the establishment of respiration of
these children following Cesarean section, we find comparatively very
little trouble in that respect, and yet every now and then we do
see cases of children where they do not breathe well for some cause
or other, but the proportion is rather small. I recall two cases in
which I left the operation for ten minutes, stopped it altogether, in
order to come to the rescue of the child. Those were cases where
we had intense uterine contractions, so that the uterine wall was
contracted and thick and there was practically no bleeding. We
placed a pad over the wound, left the mother temporarily, and took
care of the child.

In relation to the uterine scar, we have done these operations
repeatedly upon the same patients and in many of them we are
unable to find the scar at all. In a great many cases we find it
is strong and firm. A week ago I found one case where the region
of the old Cesarean wound was evidently fully as strong as the rest
of the uterine tissue. We make it a point to go directly through
the scar. We believe it is better in these operations to have one
location of scar tissue rather than two or possibly three with short
muscle fibers growing between them. In one case of rupture of the
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uterus, the scar withstood the strain and the rupture took place
down in the thinned out lower uterine segment.

Dr. Partridge is to be congratulated upon the ease with which he
does high forceps, because we do not find it such an easy operation
in the cases that come to us in New York.

There are indications for high forceps, I grant, and there are
some cases where the high forceps is a good instrument. Take, for
instance, a woman with a large flat pelvis, a multipara, with lax
abdominal walls and lax uterine walls, where she does not engage
the head, where one or two pulls of the high forceps overcomes the
obstruction, and brings the child down into the pelvis easily, it is
all right, but high forceps, as we understand it, is one of the most
dangerous operations we have anything to do with.

The remarks made by Dr. Zinke as to placenta previa were very
interesting. I have seen a number of cases that were not central,
but were well-marked marginal cases of placenta previa, where, I
believe, Cesarean section was a very much better operation than
in some similar cases where a Cesarean section was not done, where
so-called dilatation was tried and the patient died. I believe such
cases would have been saved by Cesarean section. As a matter of
fact, we do not dilate as much as we may think we do. We hear a
good deal about dilatation of the cervix. We do not dilate, it is a
matter of laceration. Up to three or fcur fingers’ dilatation, the
lacerations are not pronounced, but they are still there, and if you
extend the dilatation to what we call full dilatation the lacerations
are extensive. After that, dragging the child through the canal,
we have quite as much laceration as we care to deal with.

With reference to the abnormal location of the placenta it was
remarked at one of our meetings years ago by some cne that cases
of placenta previa should be classed as ectopic gestation. Dr. Zinke
brought out the point that the placenta is located in an abnormal
part of the uterus, and he has observed it correctly. The placenta
sends digitations into the muscle and the muscle is weakened, so
that after the placenta is removed we get hemorrhages from the
placental site because of its inability to contract. We cannot pack,
we cannot sew against that, as the tissues are lax and flop about.
The muscles do not contract. The woman has already had con-
siderable hemorrhage, and after hemorrhage has taken place, in our
attempt to repair there is still bleeding, and many of these women die.

Cesarean section is a comparatively easy operation, and the
surgeon does not necessarily need to be trained as an obstetrician
in order to perform it. Any surgeon who is accustomed to doing
abdominal operations finds no difficulty, I am sure, in doing a clean-
cut straight-away Cesarean section, and it is a safer operation than
any vaginal delivery of the operative type in many of these cases.

DRr. PoucHER (closing).—I do not feel that I can add very much
to the argument made by Dr. Davis on this subject. I do not
think any of us can say too much upon the subject of Cesarean
section because, first, it seems to me, the more it is discussed, the
more it is studied, the more there is printed on the subject, and the
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pros and cons thoroughly understood, the better the chance in
educating the general practitioner as to the necessity for it in a great
many of these cases, especially cases in which the general practitioner
is apt to apply high forceps.

Now, I cannot agree entirely with Dr. Partridge abcut high for-
ceps being as good a procedure in some cases as Cesarean section.
I used to apply high forceps a good deal. I used to dread a Cesarean
section as an operation. At the present time, I dread a good deal
more applying forceps to the head above the brim of the pelvis than
doing a Cesarean secticn, and I feel the patient is freer from the
danger of infection and in better condition. There are a great
many mothers who, it seems, have more difficulty than others. The
uterine canal to all appearances may be normal, but these mothers
have the habit of having children that are too large for the canal.
There are certain mothers who run to large children, particularly a
mother that weighs 8o or 100 pounds. I have known several
instances, two cases in particular which I reported, where a mother
lost two children by an attempt at high forceps, and the other lost
three, because the infants in everyone of these cases were out of
proportion to the size of the canal, which was not markedly con-
tracted. Some of these cases are easily delivered perhaps by high
forceps, but the majority of them, as Dr. Davis has said, we can meet
much better by a Cesarean section, done before we have complications.



RUPTURE OF THE SYMPHYSIS PUBIS IN LABOR.
BY
HENRY ENOS TULEY, M. D,,
Louisville, Ky.

THE extreme rarity of this accident is justification for the report
of the case which follows. Careful research shows that there is
but one case in from 30,000 to 60,000 births, including both sponta-
neous and traumatic varieties.

While recent writers state that there are about 150 recorded
cases in literature, these figures cannot be verified, and Kayser’s
estimate of about 130 cases, plus those since recorded, would indicate
that the more correct estimate is about 140. It may be safer to
state that the estimate varies from 140 to 150.

It has long been the teaching(r) that the articulations of the
pelvis become softened and relaxed during gestation on account of
the secretion from the synovial membrane lining their surfaces.

The extent to which this softening occurs is not stated by the
authors who refer to this phenomenon. I do not think that it is
so great as to cause difficulty in standing or walking in very many
cases, at least such a condition has never been brought to my
attention.

The percentage of cases of rupture which are caused spontaneously
varies much according to different authors. Bar, the celebrated
French obstetrician, considered forceps delivery, in certain condi-
tions, responsible for most cases, but other authors are equally
emphatic that the forceps has nothing to do with causing the frac-
ture. Rudaux gives twenty-seven out of a total of ninety-eight
cases as due to spontaneous rupture, which, if accepted, will show
that only about 27 per cent. of all reported cases are spontaneous.
In support of the fact that spontaneous rupture may occur, Bois-
liniere relates a case of eclampsia in which spontaneous rupture of
the symphysis is reported to have taken place suddenly during an
attack of eclampsia in a primipara of twenty years. In this case
a crack was heard and the child was easily delivered by forceps.

Ahlfeld(2) records a case in which the pelvic articulations rup-
tured during labor, although the fetus was expelled within an un-
ruptured bag of membranes—a fact which showed that the intra-
uterine pressure could not have been excessive.
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In the majority of instances rupture of the symphysis is due to
excessive or misdirected traction in forceps delivery. Of twenty-
three cases of rupture of the symphysis collected by Havaje-Weiz
(3) forceps had been used in eighteen. A rupture may occur in an
attempt to deliver by forceps an unusually large head; or a normal-
sized head through a contracted pelvis, or a head in a persistent
occipito-posterior position. It may occur also with forceps
applied to the head at the brim and forcible traction made in a
direction anterior to the pelvic axis. Lusk(4) states that in a rupture
of the symphysis no increase in the capacity of the pelvis is possible
without simultaneous rupture of at least one of the sacroiliac syn-
chondroses. At the symphysis the rupture is apt to be complete,
at the synchondroses the rupture is usually confined to the anterior
surface. It may take place in the median line, or upon the side,
between the cartilage and the pubic bone. If the injury be slight,
the synovial cavity of the symphysis may not be injured. At the
synchondroses, opening of the joint cavity is inevitable. An exces-
sive degree of the lesion is accompanied by laceration of the vagina,
the bladder, and the intervening connective tissue.

The accident may be recognized at the time of its occurrence
by feeling the bones give way, by hearing the bones snap as in the
case of eclampsia referred to above, or it may not be detected until
the patient complains of pain on moving, flexion or abduction of
thighs or attempting to sit up or walk.

Complications may occur in the form of rupture of the anterior
vaginal wall, rupture of the bladder, severe hemorrhages from rup-
ture of the veins about the vestibule, or suppuration of the joint or
soft parts.

The following is a brief report of the case occurring under my
observation:

Case I.—Mrs. S., aged twenty-three, para-ii, the first child
being born in New York City in 1910, forceps delivery. She was
seen at 9.30 A. M. November 19, 1912. She had been in labor for
ten hours, but had had practically no pain from the start having
been given a tablet of H. M. C. by her attending physician at 4.30
P. M. the previous day. She had been in the second stage for two
hours, and one hour previous to my arrival forceps had been applied
and forcible traction made intermittently with no progress. Chloro-
form had been given for one and a half hours. I removed the for-
ceps and an examination showed the occiput to be directly posterior.
Because of the large caput, in order to make a diagnosis of the posi-
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tion, it was necessary to pass the hand into the vagina, which was
quite edematous, and without difficulty the head was at once turned
toan L. O. A. position. The forceps was then reapplied to the head
in the L. O. A. position and with unusually moderate traction the
head was delivered. The child was profoundly asphyxiated, but
respiration with the aid of the pulmotor was finally established.

While working with the baby and before the placenta was deliv-
ered, it was noted that there was considerable hemorrhage. The
placenta was delivered at once by Crede’s method with a continu-
ance of the hemorrhage. Close examination revealed the fact that
the bleeding was not from the vagina, but from a rent anterior to
the vagina, near the urethra, and in an effort to pack this to check
the bleeding, the finger followed back between the ends of the sym-
physis which were separated 2 1/2 inches. Pressure to the crests
of the ilium was made at once and the wound in the soft parts packed
with gauze. Encircling strips of adbesive plaster were put around
the hips holding the severed ends of the bones in close apposition.
She was catheterized for four days.

The puerperium was slow, one feature of the case being a con-
tinuously rapid pulse for two or three days, but this gradually sub-
sided. The plaster was replaced by a specially constructed pelvic
binder with straps and buckles and at the end of six weeks the
union was complete. During the third week she developed a phleg-
masia of the left leg and thigh with more or less constant pain over
the inner aspect of the thigh. There is no pain now, but whenever
she is on her feet long at a time the swelling recurs. There is no
mobility of the symphysis or pain in this region.

In passing, I wish to say a word in regard to the management of
occipito-posterior positions, and the absolute necessity of a positive
diagnosis before forceps is applied. Occipito-posterior positions
in normal-sized pelvis and head, must rotate anteriorly if birth is to
be accomplished without great risk to the integrity of the soft parts.
Nature does accomplish this in a large majority of cases, but only
after a long, tedious labor and with great risk to the life of the child.
If born as an occipito-posterior a severe tear of the perineum is prac-
tically inevitable. I am aware that there are exceptions to this
rule; I have several times been astonished at the delivery of occipito-
posterior cases without rotation with as little trouble as if it had been
an anterior position, but these are decidedly the exceptions. Given
a case with the history of no advance after one and one-half to two
hours in the second stage, and an examination reveals an occiput
posterior, a manual or forceps rotation will usually be very easily
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performed and with reapplication of the forceps in the new position
the delivery can be easily accomplished. For the forceps rotation,
the solid-blade instrument is much preferable.

The following abstracts of papers are given to illustrate the usual
type of cases of rupture of the symphysis occurring:

Kriwski(s) states that the condition does not occur more than
one in 10,000 births, and not so frequent according to secme authors.
Kayser(6) reports three in 94,000 births.

According to Winkel there were 124 cases altogether reported
in literature up to 19o7, but Kayser states that up to 1903 there
were 130. The cases to the year 1898 are collected by P. Rudaux(7),
this series showing twenty-seven spontaneous, seventy-one trau-
matic. Chrobak reports three cases out of 64,149 births.

The author states that the total number of cases reported in
literature that he can find is 134.

The causes assigned are: infantilism; contracted pelvis; osteo-
malacia; new growths; acute and chronic inflammation; changes in
the joints after severe labors; spongy condition of the joint due to
pregnancy; malpositions; disparity between the diameters of the
fetus and pelvis; muscular contractions affecting pelvis.

Huxley(8) reports a case, thirty-six years old, with several pre-
vious normal labors. Accidental fall two weeks previous to this
labor probable factor. Very little discomfort to patient from this
fall. Labor not prolonged, but much pain. Separation third day
after labor caused by patient moving in bed. Probably had com-
menced during labor. No outward rotation of lower limbs, nor
were they totally incapable of active movement.

Recovery followed rest on back with a light pelvic binder. Union
had taken place between the bones within twelve months after.

The author reported two of the literature cases in which condi-
tions were similar; i.e., healthy pelvic condition, but separation
occurring some time after labor owing to abnormal movement of
the patient. Skiagram showing separation accompanies this report.

Loescheke (9) investigated whether the pelvis undergoes changes
during pregnancy and labor, whether it is a rigid, bony girdle, or
to what degree it is capable of dilatation during labor. He finds the
constituents of a joint formation and a disposition to relaxation in
the pubic symphysis. He considers the question of the degree of
pelvic enlargement as well as of a general involvement of the entire
osseous system during pregnancy. He claims that the symphysis
is normally without cleft. The static relations of the pelvis vary in
children and adults and the symphysis of the adult is subjected to a
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relative and well-marked increase in pressure greater than that of a
child. If clefts appear in the symphysis they are divisible into two
varieties, the first of which are the result of a degeneration of the
articular disc and appear in adults of both sexes. Traumatic clefts
are present only in women who have borne children and are not
limited by any anatomical boundaries and result from trauma during
labor. The author finds that during labor the symphysis is subject
to well-marked stretching and that the increase in the pelvic inlet
may amount to several square centimeters. The sacroiliac synchon-
drosis assumes the role of a joint during labor. In every preg-
nancy a permanent increase of the pelvis results from new growth
of the bones. In multipara cases were observed in which the
increase at the symphysis was more than 2 centimeters.

The author believes that the growth of the pelvic bones during
pregnancy is part of a stimulus which involves the entire osseous
system, and results from secretions of the ovaries, thyroid and
hypophysis. He gives several statistical tables in support of his
views. '

Voron et Gounet(1o) reports one case, an eighteen-year-old primi-
para. Forceps extraction. Author insists that this disjunction
was due not to the intensity of the traction, but to the unilaterality
of the traction on the frontal lake (lac frontal). Patient recovered
after three weeks.

In the discussion Bar, the French obstetrician, said that true
rupture is very rare. The most usual cause is the application of
forceps in a very restricted pelvis, but on an elevated head.

Eastman(z11) also quotes the number of cases in literature as
about 150. Out of twenty-three cases sixteen were due to forceps
delivery. Of Rudaux’s ninety-eight cases, twenty-five were spon-
taneous and the others forceps delivery.

The author discusses the predisposing and proximate causes of
rupture.

Reports one case, aged twenty-seven, para-ii. Instant before
spontaneous birth snapping noise heard in room. Six weeks later
operated on by crescent-shaped incision and suturing of bone with
heavy silver wire. Union perfect in thirty-six days.

Brettauer(12) presented a case of fracture of symphysis pubis to
New York Obstetrical Society. Aged twenty, married one year.
Labor at term, March 8, membranes ruptured twenty-four hours
before. March 7, bled freely entire day, weak intermittent pains.
On afternoon of March 8 head had been on perineum over two
hours and forceps applied. Child easily delivered. Few hours
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after delivery patient had severe hemorrhage, uterus packed.
Packing removed three days after. Had severe chill. When
author saw her, slightly delirious; temperature 104°; pulse 130;
legs widely separated, active motion of them impossible. Vulvar
region edematous to enormous degree. Bladder distended to its
maximum. Slight meteorism; transferred to hospital. Introitus
raw, covered with greenish, yellow membrane. Tear in anterior right
sulcus reached clitoris leading upward to cavity filled with blood,
etc. In this cavity were the fractured ends of the pubic bones;
between the bones was a soft nodular mass of prolapsed tissue
(urethra and bladder).

Pelvis was strapped with zinc-oxide plaster belt reaching from
umbilicus to middle of thigh. Cavity irrigated daily. Catheter-
ized one week, no blood in urine. Edema disappeared in one week.
X-ray showed fracture of left descending ramus of pubic bone and
also a fracture of symphysis to right of the synchondrosis with
separation of 2 inches. In spite of straps and belts a diastasis of
1 inch persists. No evidence of fibrous union noted (April 15);
seven and one-half weeks after patient permitted to walk; has dis-
tinct ‘“‘waddle.”

Minuchin(13) reports one case (out of 18,000 births from 1gos
to 1911) in the Basle Women’s Hospital.

Woman, twenty-nine, para-ii. First child 19o04; second 1g10.
Entered clinic July 6, 1910, in labor. Spontaneous symphysis
rupture found. Child extracted by forceps. Woman had recovered
(without complete union of ruptured symphysis) by July 19.

The author criticises points of similarity between other cases
quoted in the literature and this one.

He states that the number of cases known in literature is “about
150,” but he does not give particulars.

Scheurer(14) reports one case. Primipara twenty-nine years.
Forceps extraction. Patient confined March 1, 1g08. Immediately
after birth condition of the patient (hemorrhage, etc.) caused exami-
nation. Symphysis found ruptured. Usual treatment, tight
bandages, etc. By March 23 patient had recovered so much that
active movement was possible. April 24, patient able to work and
without pain. Symphysis fully consolidated. This rupture appears
to have been caused by an abnormal development of fetus (weight
at birth 4000 gm.). Many cases in literature from same cause.
Also the prolonged labor as well as the configuration and degree of
solidarity of the skull of fetus.
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The most important contributions to literature of the subject,
as well as those here given, in recent years are:

Ahlfeld. Die Verletzungen der Beckengelenke wihrend der
Geburt und im Wochenbett. Schmidt’s Jahrbiicher, Band clxix,
page 187 (1876).

Kayser. Beitrag zur Frage der Symphysenruptur. Archiv fiir
Gyndkologie, Band lxx, page so. Braun V. Fernwald. Neben
Symphysenlockerung und Symphysenrupture. Archiv fir Gyndi-
kologie, Band xlvii, page 104. Mayer, A. Neber die Spontan-
ruptur der Symphyse unter der Geburt (one case). Beilrige zur
Geburtshilfe u. Gyn., Band xi, page 200 (1906).
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DISCUSSION.

Dr. Epwarp J. ILL, Newark, N. J.—It seems to me, this condi-
tion, is not as rare as the essayist would lead us to believe, for the
reason that within a year I have seen three cases. I saw two that
were brought in the hospital on a Sunday morning, and the last one
was last June, the patient being the sister of a doctor. They were
all caused by high forceps delivery. They all had ruptures of the
tissues alongside the bladder. The bladder was separated entirely
from the pubic bone, and two of them had vesicovaginal fistula;
one had a rupture through into the rectum; three were treated by a
method which I have used quite a number of times during my life-
time and my father before me, of putting a broad rubber band
around the pelvis, with corset strings in front, which is a clean way
of handling the condition, and the bandages can be removed every
day cleansed and put back again. These patients very soon regain
their ability to walk . I am sure, I must have seen ten cases,
and it never occurred to me to speak of them, as I did not know they
were so rare. My father told me he had seen a great many of them
in his lifetime. I think if we reported all our bad cases, we would
have a good many more to report than the few that have been
reported. I should think it would be a great mistake to sew the
bone up during the acute stage of the illness. These wounds are
terrible to behold in their raggedness. I have never seen such
wounds, as one sees under these circumstances. While I have never
seen a case so bad that it needed suture of the pubic bone afterward,
I should think, if I had such a case, I would want to do it if the
separation could not be closed otherwise. Some years ago we saw
a late case in which the separation was an inch, and the union was
so good that the woman had very little difficulty in walking.

Dr. Asa B. Davis, New York City.—I wish to say that I know of
five cases which have not been reported. One case happened in
my own experience and one in the practice of a private physician,
and Dr. Morgan, of our staff, has histories of three cases. In our
experience, they are rare complications in the Lying-In Hospital
service. We have had something between 80,000 and go,o00 de-
liveries, and I have known of but two that have occurred in that
number in which there was rupture of the symphysis pubis.

The case I speak of was that of a physician’s wife. This was
fifteen or more years ago. There were three of us in attendance.
The head had partly engaged and labor had ceased to progress. I
tried forceps which were still in place, and the younger man, who
was well trained as an obstetrician and who now holds an important
position as a surgeon, began attempts at delivery. As my back
was turned to the case, I heard a distinct report and on examina~
tion I found a rupture on the right side up through the vestibule.
The soft tissue was torn away from the bone and there was separa-
tion at the symphysis. There were sockets and spurs in the joint,
clean cut, so that they could be seen distinctly. That woman made
a slow recovery. She had difficulty in urinating for a time so that
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it was necessary to use the catheter. She was treated, first, by
adhesive strips, and then with a belt with buckles, and later the
difficulty in walking was pronounced in her case. For a time she
was unable to walk, and then in about three or four months she
could walk with increasing ease if she walked on a level floor. The
moment she began to move up an incline or to go upstairs she would
have great difficulty. She finally recovered completely and has
since given birth to children without trouble.

Dr. ABraHAM J. RoNGY, New York City.—I do not think separa-
tion of the symphysis or fracture of the pubic bone is so rare as we
have been lead to believe. I know of four cases in the obstetrical
service of Lebanon Hospital. In two there was spontaneous separa-
tion of the pubic arch. In one the pubic bone was separated by the
after-coming head. In the fourth case, the pubic bone was frac-
tured during the high forceps delivery. In this case the urethra
was torn away from the bladder.

Two of these patients were Italian women and I suggested at the
time whether the question of rickets did not have any bearing on
the cases. It is well known that a great number of women are
rachitic and it is a question whether the bones of the pelvis remain
as strong in these patients. Separation of the symphysis usually
takes place when the head is not properly engaged and in patients
who have a contracted outlet and in whom the anterior segment
of the pelvic outlet is shortened. In two of these cases, I found the
arch of the outlet typically flat and narrow and therefore the diam-
eter of the head and pelvis were out of proportion, and when the
head wedges itself crosswise, some separation is likely to occur.

In regard to the treatment in cases of spontaneous separation,
very little treatment is necessary except rest in bed and a small
strip of adhesive plaster around the pelvis. In the case of
fracture of the pubic bone, we had a good deal of trouble on account
of the mass of tissue that placed itself between the ends of the bone.
However, surgical separation of the pubic bone, like in cases of
pubiotomy, give very little trouble and the patient is kept in bed
not longer than fourteen or fifteen days. The longest time I have
kept a patient in bed, after performing a pubiotomy, was twenty-
one days, and I have performed nine pubiotomies. I do not think
these patients have much trouble in walking because the pressure
and weight of the body does not fall on the pubic bones. The
pressure is along the spinal column.
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I. INTERMITTENT AND UNILATERAL CHYLURIA.

Mgs. M. G., native of Gibraltar, Spain, aged twenty-eight, para-
iii, was admitted to the Lying-In Hospital, December 12, 1912, in
the eighth month of her third normal pregnancy, suffering from a
double lobar pneumonia, which showed the characteristic physical
signs, and the high temperature, pulse and respiration, usual in that
condition. Two days later convalescence began by crisis. The
physical signs and temperature, pulse and respiration quickly
became normal, and continued thus until her discharge, January 12,
1913. Pregnancy continued, and was in no appreciable way modi-
fied. Shortly before her discharge from the hospital it was noticed
that she was passing turbid urine, slightly stained with blood. This
urine proved to be chylous. She was readmitted to the hospital,
February 6, 1913, to await her confinement, which took place Feb-
ruary 18, 1913. It was without noteworthy incident. The child
was well developed and lived. The patient’s general health was
excellent. She remained in the hospital for observation until
March 19, 1913, when she was discharged with her child, in good
condition. During this entire stay in the hospital, she continued to
pass this chylous urine, the examination of which before delivery,
showed acid reaction, specific gravity, 1020, albumin present, much
fat, many blood cells, and no casts. A search for filaria sanguineous
was made from specimens of blood taken at night, without result.

Cystoscopic examination by Dr. H. G. Bugbee showed the ure-
thra, bladder and ureteral orifices normal; clear urine from the
right ureter; normal cloudy urine from the left ureter. Ureters
normal in length and caliber. Normal urine and function of the
right kidney. Diminished function and chylous urine from the
left kidney. Collargol injection of kidney pelves and ureters shows
in x-ray picture normal outline.

The reports in full of specimens of urine, examined by Dr. Fred-
eric E. Sondern, are as follows:

80
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Separately Collected from Right Kidney.

Volume, g c.c. Analysis reported, March 17, 1913.
Reaction, acid. Color, amber.

Sediment, very moderate. Odor, not offensive.

Nature of the sediment, heavy. Specific gravity, 1024.

Albumin, heat and acid test, very faint Sugar cuprictest, negative.
trace.
Amouﬁit Esbach per mile test: Same by Chlorides, 0.8 per cent. by weight.
weight.
Urea, 2.8 per cent. by weight. Freezing-point, minus ......° C.
Additional tests, none.

Examination of Sediment.

Blood, small amount.

Pus, none.

Mucus, none.

Casts, none found.

Bacteria, no apparent bacteriuria.

Epithelium, numerous round cells probably from the ureter.
Crystalline and amorphous matter, none.

Other structures, none.

Separately Collected from Left Kidney.

Volume, 10 c.c. Analysis reported, March 17, 1913.
Reaction, acid. Color, chylous.

Sediment, moderate. Odor, not offensive.

Nature of the sediment, heavy. Specific gravity, 1015.

Albumin, heat and acid test, present.  Sugar cupric test, negative.

Amount Esbach test, 2 1/2 per mile by Chlorides, o.5 per cent. by weight.
weight.

Urea, 1.53 per cent. by weight. Freezing-point, minus ...... °C.

Additional tests, none.

Examination of Sediment.
Blood, moderate amount.
Pus, none.
Mucus, none.
Casts, none found.
Bacteria, no apparent bacteriuria.
Epithelium, numerous round cells probably from the ureter.
Crystalline and amorphous matter, none.
Other structures, decided amorphous granular deposit.
Summary—Specimen from the right kidney: The very faint
trace of albumin seems fully accounted for by the blood cells, and
no evidences of a lesion of the pelvis or parenchyma could be found.
Specimen from the left kidney: While the entire emulsion could
not be separated with ether, this is not uncommon in specimens of
chyluria. Aside from its chylous nature, the specimen contains
much more albumin than the blood would account for, but no
microscopic evidences of a lesion of the pelvis or parenchyma could
be found. A permeability of the kidney of chyle and albumin has
been reported, without the presence of filaria in either the blood or
urine. Cases of unilateral chyluria have been reported by Israel
(Mitt. a. d. Grenzgeb. d. Med. und Chir., ii, 171, 217, 1903), Salle
(Deut. med. Woch., xxxv, 142, 1909) and others.
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The specimens collected for phenolsulphonephthalein functional
test show the following figures based on supposition that o.c06 gm.
of the dye was injected.

Right kidney: First hour, o.co15 dye—z25 per cent.
Left kidney: First hour, o.0oo7 dye—12 per cent.

Separately Collected from Right Kidney.

Volume, 19 c.c. Analysis reported, April 15, 1913.
Reaction, acid. Color, pale amber.

Sediment, moderate. Odor, not offensive.

Nature of the sediment, heavy. Specific gravity, 1018.

Albumin, heat and acid test, faint trace. Sugar cupric test, negative.

Amount Esbach test, same per mile by Chlorides, 0.8 per cent. by weight.
weight.

Urea, 1.63 per cent. by weight. Freezing-point, minus....... °C.

Additional tests, none.

Examination of Sediment.

Blood, small amount.

‘Pus, none

Mucus, none.

Casts, none found.

Bacteria, no apparent bacteriuria. No tubercle bacilli found.
Epithelium, numerous round cells probably from the ureter.
Crystalline and amorphous matter, none.

Other structures, none.

Separately Collected from Left Kidney.

Volume, 22 c.c. Analysis reported, April 15, 1913.
Reaction, acid. Color, pale amber.

Sediment, moderate. Odor, not offensive.

Nature of the sediment, heavy. Specific gravity, 1017.

Albumin, heat and acid test, faint trace. Sugar cupric test, negative.

Amounht Esbach test, same per mile by Chlorides, 0.8 per cent. by weight.
weight.

Urea, 1.56 per cent. by weight. Freezing-point, minus....... °C.

Additional tests, none.

Examination of Sediment.

Blood, small amount.

Pus, none.

Mucus, none.

Casts, very few hyaline casts.

Bacteria, no apparent bacteriuria. No tubercle bacilli found.
Epithelium, numerous round cells probably from the ureter.
Crystalline and amorphous matter, none.

Other structures, none.

Bladder Specimen.

Reaction, acid. Analysis reported, April 15, 1913.
Color, light amber.

Sediment, very moderate. QOdor, not offensive.

Nature of the sediment, heavy. Specxﬁc gravity, ro14.

Albumin, heat and acid test faint trace. Sugar cupric test, negative. Bis-
Nitromagnesium test, faint trace. muth test, negative.

Amount Esbach test, same per mile by
weight.

Bile pigment, absent. Acetone, absent.

Urea, 1.29 per cent. by weight. Chlondes, 0.6 per cent. by weight.

Indican, no excess. Phosphates, no excess.
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Examination of Sediment.

Blood, none.

Pus, none.

Mucus, small amount.

Casts, few hyaline casts.

Bacteria, no apparent bacteriuria.
Epithelium, some bladder cells.
Crystalline and amorphous matter, none.
Other structures, none.

Summary.—Specimen from right kidney: The faint trace of al-
bumin seems fully accounted for by the blood cells and no evidences
of a lesion of the pelvis or parenchyma could be found.

Specimen from left kidney: This specimen also shows no more
albumin than the blood would seem to account for, but very few hya-
line casts are present with practically the same amount of urine,
specific gravity and amount of urea noted in the specimen from
the other kidney. Chyle could not be demonstrated.

The specimens collected for the phenolsulphonephthalein func-
tional test show the following figures based on supposition that
0.006 gm. of the dye was injected.

Right kidney: First hour, 18 per cent. dye.

Left kidney: First hour, 20 per cent. dye.

The bladder specimen shows nothing noteworthy in addition to
the above.

The patient states that she first noticed the change in her urine
at about her fifteenth year, near the time of her first menstruation—
that it was not constant in its appearance. The chylous condi-
tion would be absent for years at a time, but would reappear after
any indulgence in anger or emotion. Palpation has never revealed
tenderness or enlargement of the left kidney. The chyluria was
absent for several years, but reappeared at the death of her mother
ten years ago, and was present for several months. It was present
during the entire time of her first pregnancy, and for nine months
thereafter. During and after her second pregnancy, it was absent.
There has been no noticeable difference in the character of the night
and the day urine. Now, September 13, 1913, there is a report
that the urine has been clear for five days, and that the general
health is good. She is nursing her infant.

D. V. Salle, in Deutsche medizinische Wockenschrift, No. 4,
Jahrg. 35, p. 142, Berlin, 1909, discusses chyluria, which is a common
disease in the tropics, but very rare in Europe. He maintains
that the tropical form always depends upon the presence of the
parasite, filaria sanguineous, while the presence of this parasite has
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never been proven in any European case. It is characterized by
enlargement and obstruction of the lymph vessels, forming abnormal
communications between the lymph a<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>