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As a general rule new methods of treatment are brought forward
by those who must be considered radical rather than conservative
in their ideas. Before any new method of treatment is really
accepted by the profession at large it must stand the test of time and
experience and also the eriticism of those whe are conservative in
their ideas. For example, we have, not so very long ago, witnessed
the re-introduction of the operation of symphysiotomy and its
madifications, its tee frequent employment, and its gradual decline
until new it occupies its true place in obstetrics. That place is
hard to define in a few words, but it must be admitted that the
modern operation of ischiopubiotomy bas a definite indication under
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rare conditions, and, although infrequently performed, it now repre-
sents a truc and valuable addition to our obstetric resources.

With the history of symphysiotomy in mind, the history of Cesa-
rean section is most interesting, especially when reviewed [rom a
standpoint of conservatiom, and particularly when we contemplate
the rapidly widening hst of indications which are proposed from time
to time by enthusiastic operators who must be classed as radical.

The pendulum has already begun to swing back again, With in-
creasing frequency we read articles advising further restrictions
in ita indications written by the mere conservative cloment. Per-
somally T feel very strongly that the operation is done far too fre-
quently and on much too slight aa indication.

The dictum “once a Cesarean, always a Cesarean ™ is not literally
true but very nearly so. If it is borne in mind when considering
the operation in the case of a primipara, the result will often be the
choice of 2 less radical method of delivery. Those of us whohave
practised chstetrics extemsively have seen numerous instances of
Cesarean section dene for inswfhcient indications. The operation
itself is 80 casy to perform that it is done in cases of difficult delivery
arising from almost any cause. It is time to warn the profession
to stop and think.

‘There are certain disadvantages not s0 often spoken of. With
a theorctical mortality of half of 1 per cent. the actual average mor-
tality isabout 5 per cent. Agreat many recoveries in the g per cent.
who do get well, are made only with great difficulty, and after a
great variety of complications during convalescence, The adwvisa-
bility of performing Cesarean section in all subsequent deliveries is,
to my mind, one of the chief cbjections te its indication for placenta
previa.

In a subsequent pregnancy it is impossible to know what the
resl condition of the uterine scar is, and therefore a delivery by the
natural passages has an element of danger so great that weare hardly
ever justified in permitting it to take place. Two or three cases
illustrating this might be of sufficient interest to guote.

Three or four vears ago a patient was admitted to my service at
Bellevue Hespital who gave a history of having had a Cesarean
gection by a well-known operator at a New York hospital.  She did
not know why it had been done znd an examination of her pelvis
ghowed only a trivial contraction. Although her pains were moder-
ately severe the cervix was dilating rather slowly, so that a second
Cesarean scction was decided on and performed several hours after
the onset of labor, about midnight. When the abdomen was opened
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it was found that the uterine muscle had separated for z or 3
inches in the upper part of the old scar, the membranes were pro-
truding in a well-defined *bag of waters " and contained the child's
feot. I am convinced that in this case ome or two mare pains would
have resulted in the complete rupture of the uterus at the site of
the scar and the probable death of the patient.

In June of this yexr a patient came back to the hospital for a third
delivery; both the previous deliveries were by Cesarean section,
done by me for contracted pelvis. The third operation was done at
what was calcalated to be full term, but before actual labor had
commenced. When the abdomen was opened it was found that the
uterine scar had separated for its entire length and the uterine con-
tents were covered only by peritoneum. The scar of one of the
previous operations was firm and sound.  In both of these instances
the paticnts recovered withou: any special incidents.

This experience makes me feel that it is always safer to do a second
operation than to allow labor to go on naturally. It isa strong argu-
ment for conservatism in considering the indications for Cesarean
section, especially in a primipara.

There i3 another condition in which conservatism should be much
more generally employed, so T chall not dwell longer on this. I refer
to the condition known as eclampsia and the toxemias of pregnancy.

It is mot possible to discuss the treatment of cclampsia, and
what is more important, its prevention, without including pre-
gclamptic toxemia ot the toxemia of pregnancy. Fortunately the
garly recognition of toxemia is easy, and its early treatment will
almost invariably prevent the development of convulsions. I firmly
believe that it is possible to make the occurrence of convulsions
one of the rarer of the complications of pregnancy and so take a long
step toward eliminaling the most terrible of the causes of death
during childbirth. When convulsions have once appeared there
are a certain number of cases that are doomed, no matter what
methods of treatment may be used or skill employed.

If all this be true, the #arly recognition and treatment of toxemia
beeomes of extreme importance.

1 shall not attempt to more than outling the diagnesis and treat-
ment of pregclamptic toxemia because the subject has been gone
over &0 tharaughly and so often.

Symptoms say come on sutddenly, but as a rule there is ample
warning. Ewvery pregrant woman should be told of the importanee
of having regular and frequent urine examinations made, and also
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should be instructed to promptly send an extra specimen at any
time that she may not fesl weall.

The urinary findings, high blood pressure, nausea, vomiting, head-
ache, edema, ¢ye symptoms, nervous symptems, gradually develop-
ing and increasing in intensity make up a clinical picture easily
recognized. In spite of all theories the practical management
of such a ecase seems to me almost self-evident—elimination of
the toxins and in the majority of cases termination of the preg-
nancy. Because the latter is not always thought necessary, but
mainly because symptoms are igoored and so not even eliminative
treatment is begun, convilsions appear,

Frevention of eclampsia then, resolves itself inte vigilant care of
all pregoant women from the begivning of pregoancy. In private
practice, it means that patients must be seen froquently and have
regular examinations of the wrine, regular physical examinations
including taking the blood pressure, with a careful regulation of
dict and of elimination. This must be carried out as a routine. In
hospitals, it means the establishmeat of prenatal clinics and a fol-
low-up system so that trained clinial observers, either a specially
trained nurse or a physician, shall regularly and frequently ses these
patientsin theirhomes.  As scon as any suspicious symptoms appear
prompt climinative treatment along the well-recognized lines should
be instituted. If the symptoms in any given case are due to definite
causes; such 25 neglect of the bowels, too high a nitrogen intake or
too much aleohol or all of thess, eliminative treatment with the
correction of the cause of the symptoms will be enough. If the
symptoms develop without definite cause, and eliminative treat-
ment is nat followad hy prompt and absainle disappearance of all
symptoms, pregnancy should be terminated. Such preventive
measures are now gradoally being developed in our larger cities and
the improvement is already very marked.

After the occurrence of convulsions the indication for treatment
is again, elimination of the toxins, termination of the pregmancy,
and alsa the contrel of the convulsions. There are two methods
of carrying out thess well-recognized procedures, conservalive and
radical. The conservative method is typtfied Ly the procedure of
Stroganeff, to whom must be given the credit for what T regard as
a great advance in our modern methods of treatment. He relied
almost entirely on morphine given in lorge doses and did nothing
to hasten the delivery of the child. In a large number of cases
reported {160) he had a mortality of 6.6 per cent., by far the best
result that any method has shown, Tweedy of the Dublin Eotunda
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has reported a smaller number, seventy-four cases, with a mortality
of 3.11. His treatment differs somewhat from that of Stroganoff,
particularly in the fact that he delivered by forceps after the cervix
was dilated. More recently McPherson has reported a mortality
of 8.6 from the Lying-Tn Hospital in New York. His cases were
few in number and phlebotomy was done as a routine whenever the
blood pressure was 175 6r over.

The radical method consists in active elimination, the so-called
medical treatment, combined with prompt and rapid emptying of
the uterus by some kind of operation which is called the obstetrical
treatment. The usual procedure iz a rapid dilatation of the cervix
followed by a version and breech extraction, or a forceps operation.
In cazes in which the cervix is unchanged, that is, not vet softened,
vaginal or abdominal Cesarean section is often performed.

At the present time there is an infinite variety in the management
of these cases ranging from ultra-radical to ultra-conservative with
every possible variation between these two extremes. There is also
& mass of literature, and & mass of statistical results, that leaves the
reader all too uncertain when ke attempts to find out the best es-
tablished practice.

Up to four ar five vears age I believed in and taught, what I
now think to be, a far loo radical treatment of eclampsia, 1 regarded
morphine as an extremely dangerous drug and rarely used it. 1 did
believe in veratrum viride and frequently used it as a substitute for
phlebotomy. T was, and am stil influented by the clinical fact, ob-
served for many years, that the sooner the uterus is emptied after a
convulsion, the sooner the patient begins to improve. Otherwise
| should unhesitatingly adopt the morphine teeatment and not inter-
fere at all with the pregnancy.

In prepering this paper I have had tables made of the eclamptic
cases gcourring at the Manhattan Maternity Hospital, and have
classified them according to radical and conservative methods of
treatment. A study of these cases shows some very striking and
valuable facts, and I think shows the advantages of o moderately
conservalive treatment.

In eclampsia more than in any other condition that [ know of,
deductions based on mertality results are apt to be misleading,
For example, T have seen quoted series of thirty or more cases treated
by various methods without a single death. A careful analysis of
these cases proves to my mind merely that early treatment is better
than late treatment. This in itzell is 2 most valuable lesson and
one that does not scem to be generally appreciated. Tt is valuable
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not only from the standpoint of the treatment of actval convulsive
toxemia but also from the standpoint of prevention.

In the tables that T present here, T want to draw attention to the
many complications and cbstetric injuries directly due to methods
of dl:li‘.%ry, which must add :nqmﬁ-usty to the mbrtalit}* of those
who still practise radical means of delivery. We must recogpize
that an eclamptic patient is a poor surgical risk. She stands shock-
praducing operations, and shock-producing methods of treatment
very badly. This fact partially explains the high mortality of Cesa-
rean section and the daoger of otherwise valuable methods of
treatment such as veratrum viride and hot, wet packs.

Forcible delivery through an unprepared canal is under any
drcumstances an obstetric sin. In an eclamptic patient, the ad-
vantage of time gained by a rapid delivery through an unprepared
canal, is more than counterbalanced by the necessity of repairing
the damage done, and the patient’s chances of ultimate recovery are
much lessened. The procedure known as accouchement forcé has
10 place in the modern treatment of eclampsia.

With these facts before us, the question suggests itseli—what is
the best way to manage an average case of toxemia, or of eclampsia,
by the average well-informed practitioner, It seems to me that
the answer to this question is, by a moderate or rational conserva-
tism. Conservative treatment may be divided into the surgical
for ohstetrical) treatment, and the medical treatment. Tn comvul-
sve toxemias the conservative surgical treatment should consiat
of abselutely nothing, if the patient is in labor, and the introduction
of a bag if the patient is not in laber. The ideal treatment is non-
interference, but an induction of labor by the introduction of a
hydrostatic bag is, to my mind, mtional and is indicated unless
labor comes on spontancously and promptly.  The causc of the onset
of labor is, of course, the toxemia, ard it may not be operative unless
the toxemia is profound. Profound toxemia is exactly what we are
trying to avoid by our medical treatment, and morphine, which iz
becoming our chicf reliance for the control of the convulsions.
retards the onset of labor. Therefore 1 contend, a bag should be in-
troduced, as gently as possible, in all cases unless labor comes on
spontancoutly. In certain caces the introduction of & bag may
be delayed in the hope that laber will come on spontancously.
but oot as a rule.

Other obstetric operations should not be done on an eclampric
patient, but unfortunately must be performed at times for other
indications which are imperative. The least harmful, and the most
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often performed, is a simple low-foreeps operation. In breech
presemtations it is, of course, necessary to extract manually, but the
operation should be done late, after full dilatation of cervix. In
transverse presentations, version and breech extraction is necessary.

[ do not believe that Cesarean section is indicated for eclampsia.
It iz pecessary when the pelvis is contracted in an eclamptic patient.
Theoretically, it is better to do a simple Cesarcan section in a primi-
para with a lomg hard cerviz, but practically, better results
are oblained by conservative waiting.

[n my hospital practice I have many times been called to see an
eclamptic case which was described to me by one of my own staff
as a “good case for a Cesarean,” but so far T have not performed
the operation and have never regretied my decision.

Let us now consider the medical treatment. Extreme conserva-
tism relying only upon one drug, is not more rational than the
ernpirical use of many drogs.  The indications for treatment are the
same &5 they always have been, namely, to contrel the convulsions
and chiminate the tozins. The details must differ according to
the severity of the case. Perhaps a better idea can be had, if we
try to follow a typical case from the moment of her entrance into
the hespital. She is at once put to bed in a room separated from
the ward, and the room is kept darkened and quiet. A catheterized
specimen of urine is obtained and immediately examined, and the
blood pressure is taken.  She is then given half a grain of morphine
hypodermatically, and the drug is repeated in one-quarter grain
doses sufficiently often to contral the convulsions or to keep the
rezpirations down to twelve. The stomach should be washed out
with & hot bicarbonate of sode solution, & dram to the pint,
after- which 2 ounces of sulphate of magnesia in solution is in-
troduced through the iube and left in the stomach. Depending
on her condition, colen irrigations are started within a short time,
using from 4 to 6 gallons of Aol bicarbonate of soda selution.
and repeating it every six hours. Glucose solution, 3 to 5 per
cent. may be used, but I do not use salt solution. If the blood
pressure is high, she is given one-fifticth of & grain of nitroglycering
by hypodermic every one or two hours until the pressure drops.
In some cases phlebotomy may be done, bul not often. During
this time the history has been chtained, and after an examination,
2 diagnosis as to whether she is in labor or not is made. 50 much
is routine. In most cases if the paticnt is not in labor a bag is now
introduced, but in others, depending on the period of gestation,
the condition of the cervix, the wrinary findings, blond pressure
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and scverity of the convulsions this measzure may be delayed for
a few hours.

Thus far elimination through the Sowels and kidneys only has been
undertaken, and elimination through the skin, almost as effective,
should be utilized. Formerly I relied o great deal on a hot wet
pack, but think that it is pessible to have too free a perspiration,
50 prefer to wrap the patient in warm dry blankets and use an electric
light apparatus which can be so regulated that only a gentle per-
spiration iz induced.

The paticnt i5 kept as quiet as possible, except that she is given
frequent small doses of water by mouth if she can swallow., The
electric light pack may be used for periads of two ar three hours
at a time. As & rule labor has begun, or will begin, by this time,
and comvulsions in favorable cases have ceased. As soon as the
patient is taken out of the warm pack, unless labor has begun, a
bag is introduced through the cerviz, Tt is 2 better plan, and saves
time, to do this after the colon irdgation hag been given, but oc-
cagionally, as before mentioned, it may be wiser to delay until after
the warm pack has been used.

The introduction of & number two or three size hag can be easily
done in almost all instances, but occasionally the cervix is hard
and long, so that its introduction may be difficalt and necessitate
prolonged and painful manipulations In such cases it is better,
vither to wait for 2 few howrs loager, or to introduce a bougie or a
small rectal tube into the uterus at once.  Prolonged manipulations
are not permissible and are ineonsistent with the conservative
method of treetment.  The actual delivery of the patient should be
done with as litde interference as possible. T recognize, however,
that a simple low-lorceps operation will sometimes prove more
conservative than waiting. The actual indication for this amount
of interference depends on the judgment of the obstetrician and
cannot be formulated very casily.

Such in general is the present-day method of treatment, and it is
to my mind 2 vast improvement over the maore radical methods
of rapidly emptying the uterus.

At the Manhattan Maternity Hospital the total number of
eclampsia cases in 14,000 deliveries was ninety-one, or about one
in 154.

Of thesze ninety-one cases, four were admitled too late for Lreat-
ment, and in thirteen, convulsions first appearcd after the delivery of
the child, This leaves sevently-four cases who received treatment at
the hospital befare and during delivery.,  Of these, forty-one were
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treated by the radical method and thirty-three by the conservative
method, I have tabulated the forty-one cases treated according to
radical methods, the thirty-three cases treated conservatively, and
have also made a table showing the number of operations and
complications sccurring in the radical cases. In order to make
a complete report of all the ninety-one histories which were studied
I have added a list of the posipartum eclampsias and the cases
admitted who died without any Ltreatment.

These tables will be found at the end of this paper.

The most important and inatiuetive fact resulting from o study
of these seventy-four cases is the great improvement in the mortality
following the introduction of conservative methods of treatment.

In forty-one cases treated radically, the maternal mortality was
2g.z per cent. and the fetal mortality 73.1 per cent. -

In thirty-three cases treated conservatively, the maternal mor-
tality was 15.1 per cent. and the fetal mertality 33.3 per cent. In
other words the maternal mortality was reduced one-half, and there
was even a greater reduction in fetal mortality., This reduction
in mortality is not only cncouraging, but is to me very significant
when I take into account several facts. In the first place the change
from radieal to conservative methods was not made suddenly but
gradually, and the details of the eliminative treatment were also
gradually cvolved. This means that not all the good cffccts of
the mederately conservative treatment, which is in use at the pres-
ent time, were operative except in a certain propoction of these
casez. The mortality is still too high and I confidently expect to see
it reduced below ro per cent. in the near future. Tn the thirty-three
conservatively lreated cases, bagswere used thirteen times, and forceps
twelve times, ahout the proper proportion for the wse of bags, but
rather too frequent a use of forceps.  Induction of laber by bags and
the use of forceps on the same case occurred five times, and in one
of these the pelvis was contracted, so that operative interference
was not done as often as it might appear. Compare now the
results for the child; we find a moriality of 73.1 per cent. in the
radical table reduced to 33.3 per zent. in the conservative. The first
figure is really & frightiul mortality and scems to be due chiefly to
operative procedures, The latter fipure is & tremendous improve-
ment but should he still better.

Two of the children in the group of conservatively treated cases
were horn maccrated, which really reduces the deaths to 29.2 per
cent,
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In the radical table I do not find sny mention madeofa mm:ernw:l
fetus, so probably there were nons.

The mortality for children will always be greater than the mor-
tality for mothers, as prematurity is a cause of death as well as tox-
emiz. Elimination of aperations as an additional cavse will keep
the mortality lower. The greatest source of improvement in mor-
tality, both for mothers and children in the future, will be by carly
treatment and by prevention. Arguing from the standpoint of
mortality statistics alone, it ssems to me that the advantages of
conservative treatment have beem proven. Turning now to the
table of radical cases we at once notice the large number of opera-
tions and complications. There were so many that a separate
table has been made to show exactly what was done. In forty-one
cases, eighty-three operations were performed. These consisted of
rapid manusl dilatation, the introduction of & Pomeroy bag, that
ig, a rapid dilatation by means of 2 bag, version and breech extrac-
tiom, forceps, craniotomy, vaginal and abdominal sections.

It iz noteworthy that rupture of the uterus sccurred four times and
severe lacerations were noted sixteen times. These operations were
performed by members of the Attending and Assistant Attending
Staff and some of them by House Surgeons.

It cannot be that this hogpital has a great many more cases of
severe lacerations and uterine rupturcs than other hospitals. It
brings to mind when looking over statistical tables, the question
of accuracy in diagnosis and of careful history taking.

As hag been obaerved by others, many cases of extenasive lacera-
tions, including at times actual rupture of the uterus, must be ower-
looked and the death of the paticet put down as being duc simply
to eclampsia. In any case the denger of lacerations of the birth
canal ia a most powerful argument against radical operation espe-
cially against the whaole procedure knowrn as accouchement foreé,

The final table shows that of ainety-one eclamptic cases con-
vulsions began postparium thirlesn lmes, or a frequency of about
14 per cent,  Among these wers two maternal deaths, a mortality of
a little owver 15 per cent., but thers was only one fetal death, which
was due to the accidental separation of the placenta.

Although the total number of postpartum cases is small, the per-
centage of frequency and of mortality is about the same &8s io sta-
tistics from other sources.

Among these cases, no operations were performed excepting
foreeps in one case, and no children were lost excepting the one
case in which an accidental sepamtion of the placenta occurred.
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This series therefore approximates the ideal aimed at by the con-
servative method of treatment. The results are the same as in
our conscrvative table as far as the mothers are concerned and are
practically perfect as far a5 the children are concerned.

It seema to me that this comparison ean be used as still another
argument for abandoning radicz] and adopting censervative treat-
ment for cclampsia, no matter at what period of pregnancy toxic
symptoms ocour.  Finally T have listed the four cases brought 1o
the hospital just before they died,  There was not time in any case
to do anything in the way of treatment. In one instancean attempt
to save the child by a postmortem Cesarean section was made,
but failed. T am afraid that we shall always have a certain propor-
tion of cases, in this instance a little over 4 per cent., where no treat-
ment can be of any value because patients are brought in too late.

Some of the deaths in the other seventy-four cases were also un-
doubtedly due to the fact that treatment was begun too late.

Through the recent establishment of Mlaternity Centers working
in conjunction with Maternity Hospitals, in certain zones of New
York City an earnest and systematic effort is being made to discover
cases of toxemiaz of pregnancy. They are then referred to the
proper hospital in the zone in which they live, and so by early treat-
ment it is hoped not only toimprove mortality statistics and methaods
of treatment but also to prevent a large proportion of cases from
ever redching the convulsive stage.

During the past winter, in Zone Seven, in which the Manhatan
Maternity Hospital is situated, an averape of two or three toxic
cages 3 week were referred through Maternity Center nurses. As
a rule they are mild cases, but usually have albumin in the urine,
increased blood pressure, disturbances of digestion and edema.
They are kept in the Hospital for four or five days under active
eliminative treatment, restricted proteid intake, and rest. At the
end of this time their symptoms usually have disappeared and they
are allowed to go home, but are still kept under close ohservation
and regular cxaminations of the arine are made.  If any case should
not clear up under treatment, labor is induced and the danger of
convulsions averted. 1 have not been able to get the exact hgures
regarding the number of these cases because quile a large proportion
of the patients are referred (o the Hospital for other causes,

The subject of this paper is perhaps too general to he successfully
summarized. I may say, however, thal I helieve that the practice
of chstetries would be on a higher plane and better results for muther
and child obtain if we should iry to be more conservative m the
treatment of certain conditions.
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First—Increaszed conservatism should be practised in considering
the indications for Cesarean section,

Sezend —Inercased conservatize should be practiced in the
treatment of eclampsia, especially as regards operative delivery.

Third—A large proportion of edamptic cases can be prevented
and valuable lives saved by an earlier recognition of toxic conditions,

TABLE L—ECLAMPSIA, THIRTY-THREE CASES TREATED AT MAN-
HATTAN MATERNITY HOSPITAL. CONSERVATIVE METHOD.

. | ! | Tiems ol o
Nao, Para Mother | Child | pregeancy, Treatment and complicatione
| | ' owerks
r!| T Dead |Living | e ' Bags
2 I |Living Living 4o None
3. [ !Dead Living | Full term! None
4 vif iI.iviup: | Tread w0 | None )
5 I Living | Dead 31 | Forceps, ad stage
6 XI |Living ' Dead | g0 Bogs (Baby macerated)
7 I |Living ; Dead ° 38 | Bags, forceps, contracted pelviz
b I |Living | Living ! 40 | Mome
o I |Living i Living _’ 40 | Bags, forceps, 2d stage
1z XII :Living 'Living ; 28  Bags
1T I | Living iLEvin; i 13 |‘E~a.gs
iz I Living ' Living ° 36 | Bags
13 I |Living | Dead | 32 Forceps
iq I | Living | Living i 3k | Farceps
13 I Living | Living © 4o | None
16 I | Living | Living 1 40 Forceps, low
17 Il Living |Living | 3% | Bags, foreeps
18 X1Y ! Living ! Living | 40 None
1 | VI Living | Living 4o DBegs, forceps, low
e L ; Living [ Living ! 4o Begs, forceps, low
it m Living i Dead 48 Neone (Baby, general edema)
23 I | Living | Dead | 13 None (Haby macerated)
23 II | Tread LUuﬂ 3% | Nome
3 I |Living "Living | 4o | Forceps, low
5 IV | Liviog | Living | 40 i Bags .
26 I | Living | Living | 4o | Ferceps, low
a7 I | Living 1Livin[; | 4o | Fereeps, low
24 I | Liwing | Living 40 | Bags
wn I |Living | Dend | 26 Bags
3o L | Living |Living | 40 | None
3 I 'Living | Living 40 | None
32 [ Dead | Dead 4o | Nonc
33 I Dead | Dead | 36 Nonc

|

Maternal mortality, 15.1 per cent.

Fetal mertality, 33.3 per cunt,

Two babies macerated which would make o mortolity of 17.7 per cent.
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TABLE I.—ECLAMPSIA, FORTV-ONE CASES TREATED AT MAN-
HATTAN MATERNITY HOSPITAL, RADICAL METHOD.

; o ! Tene of AT
i, | Parm (Mother Child  pregnancy. Trentment wnd complications
| I e I
I HVID | Living | Dead a4 Masical dilatathan, vemmion
a I | Living | Laving 10 Porceps, low g
x I | Livimg § Dread ah | Manas! dilatation, vemion
4 [ | Living ; Dead av | Mancal dilataticn. versien. severe laceration
3 I | Living | Dread 2 Maacal ditatsties, vemien, lasmmation
& [} Dead | Deeatt 7 mo. | Wagiesl section, emnitomy.  Mother died in
. : twenty-four bourn
o I | Living | Livirg | h%) Mananal Ailatslinn, Verenn
y 1| Desd | Dead | 38 | Lacomstions
o IU | Livirg | Doead 30| Lacesatioms. mammal dilatation, hivh forseps
i) I | Dend | Cremd 30 | Manual dilatation, kigh forceps, craciotomy
II I¥ | Dead 4 Tread | g0 | Version, breech extraction
13 IV | Livieg | Dead ' 3o | Munual dilatetion
&) I |Livieg | Dead | 20 | Manus] dilatation. forcens, sevars luceration in
! Hladder
13 110 | Dead | Tead .o Manual dilatation, forcens. cranigtemy
5 Il |Livingr | Dread © g0 Manosl dilatation, version, leocration
16 XI | Dead | Dead @ a8 Manmal dilatating, vertion
Iy I | Livimg i Dread 24 1 Manusl dileceilon, versdon, jacemiion oo
f braad ligement
18 I | Laving | Dhomd At Breech exlraction, leceration,
i3 T | Laving ! Diead 3% Laseration, versian
e I §Living & Dread 40 Maenas] dilstation, forceps. lacemtion
m I ! Living il_ivi.u: ar Pomsroy bag, manual dilatation. forceps. dsep
| H lncemtion
12 VI | Dread | Laving ¢ 40 Mannal dilatatiom, veesion, lnceration, raphase
: of uterus
1 I |Livieg | Dhend 2y Manmal dilatation, vession
o4 11 | Living | Living 0 B angal dilatation lacermtion. bigh foroops
5 1 |Living ! Tread ' 3r Pomeroy bag. werdon, slight lucrration
L] I | Livirg | Livieg 40 Manodl Jdilstaticn, forceps, verdon
7 T | Drpmd N Dhead ak Pameray hag, version, uplure of uterus
Fl. T | Dead | Livipg ¢ 48 B ongad dilstatlion, Pomeroy bag, vemion
0 IT | Livieg | Deemd ar i Monual dilatation. VErRiOn
o ¥ | Livicg | Dead 40 Mannal dilstation, verbon, lacerntion
3T T | Lisaeg | Living Fi | Pamery bag, Torceps, Pomeroy bag
iz 1T |Living | Dend 40 i B pnael dilstation, ferceps
a1 T | Dead | Diead . | Mansal dilatation, forceps
14 I | Deadd | Dead 6 me | Manoal dilatakicn, versdon, waginal sectioa,
| | Pomerty bag
15 L | Livicg | Dead # mo. | Monoal dilatation, ferceps
E1-] IL | Livieg | Living 1 | Menms] dilatation, vervion breech
a7 I | Dread Dead =L  Pomerdy bad. forceps, laceratioa
248 I | Livicg | Dead A1l Manusl dilstation, forceps
10 I | Livieg ¢ Living b Cesanean section
e I | Livirg | Living 36 Pomeroy bag, forceps
At I | Livies | Lend F& Bags, diniation and versioa
i

Muatomal mortality. #fa per cond,
Fetal mortality, 73.0 per font.
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TABLE HNL—MANHATTAN MATERNITY HOSPITAL. OBSTETRICAL
TREATMENT IN FORTY-OMNE RADICAL CASES.

Pome. |Veniom : Severe
T | EL | e S S R
! | S e —
1 i | £ | I :
s | 1| iorl !
3 | 1 F |
4 J | t ! P |
5 i L P i S 1
& T | Ao I 1 SR 1
;| SR |
g i | =1 ) ; ‘ 1
9 r | 1 T i ‘ ’ 1
18 T | 1 1
II an I I ] r |
13 t : !
13 r | ' i < H 3
14 L ! i 1 H |
15 1 | | ! o i $s T
6 I 't |
17 ' N o I
1B | I 1
0 s |, I 1
70 1 i i 1
21 H i i 1 Vi t
T i L T i
3 ! 1 ]
4 | 1 1 i
7% : 1 ' . [
| I 1 !
3 it i ] ] [
8 i 1 1 ]
% | 1 1 | [ =
woor T ' | £
kL i ol | 1 I !
B, 1 i {
30 1| 1 | |
34 | ' " . I |
5 1 Ve A 1
36 [ | 2|
37 | T . I H 1
18 | i LI :
10 I . 1! '
w I | i I 4
41 L - I I |
29 10 ’ 22 J 1] ! 3 T E H 4 s
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TABLE IV.—MANHATTAN MATERNITY HOSPITAL. POSTPARTUM
ECLAMPSTA.

Ho, Fara  Mother  Child
Living Liviog
Dead  Dead  Due to separation of placenta-=3z weeks
Living Living
Living Living
Living Living
Living Living
1 Living Living
1 Living Living
1 Living Living
I Living Living
I IIl Living Living
13 IIT  Living Living
13 1 Tead Living

00 S Bt o W
=] -t
: I-Il-llh.:l-l

CASES NOT IN HOSPITAL LONG ENOUGH TO ESTABLISH
TREATMENT.

Dead Undel. 8} months Nonoe
Liead Undel. 3 months None
Dead Doead FPosimortem Cesarean section
Diead Undel. 38 wecks Wone

- e 13 M
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11
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