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A Primer of Obstetrical Problems 

A few months ago your editors were heartened 
to hear that a Bulletin of some five years ago is 
still kept, much thumbed. on the shelves of seYeral 
of our members. This was the last Grace Hospital 
issue, which made pretence of being a handbook 
of current thought on many problems of the 
management of pregnancy and labour. It seems 
that it often came to the rescue of a worried ob­
stetrician in the wee small hours of a difficult 
deli1·ery, much as Pye's Surgical Handicraft has 
been the prop and stay of so many young graduates 
in the Emergency Department. 

'We belieYe that the time bas come to bring 
this handbook up to date, and haYe commissioned 
a team of the leaders of Obstetrical thought in the 

ProYince to re\\Tite those papers that are of current 
value, and to write new ones where needed. The 
present issue of the Bulletin i the result. 

This i in line with our attempts over recent 
years to provide for the members of the Society 
a Postgraduate course in medicine as a part of the 
adYantages of membershi p. It is our hope that 
readers will comment on this policy, and that they 
will tell us just what subjects they would mo t 
like to see coYered in fu ture months. Both inside 
and out of Dalhousie University there is a body 
of teachers who will be glad to help. 

Our achieYement this month will be measured 
by the copies in use by doctors five years from now. 

J.F.F. 0 

This issue h as been contributed by 

the Medical Staff of t h e 

Grace Maternity Hospit al 

H alifax 

Coordinating Edit or; Dr . M . G . Tompkins, J r. 

The authors will be glad to pro";de advice and assistance 

on any point of doubt. 
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Prevention of Maternal Mortality Due to Hemorrhage· 
D. F. ~ITH. ~l.D. 

Halifax . . V .. 

Between June 1, 195 and D ecember 31. 196-l. 
th{· Committee on ~1aternal Welfare of 'rhe ~1edi­
cal Society of Nova eolia re\"iewcd a total of 56 
maternal deaths. ix of these were "non-related 
obstetrical deaths" and unrela ted to the pregnancy. 
occurring from accidents and non-related infec­
tions. Of the 50 maternal mortalities that occur­
red ,uring this period, 47 deaths or 94% were con­
sidered to have "avoidable factors." 

.-hoidability wa judged in an ideal academic 
~rnse as defined in the Guide for 2\faternal D eath 
~tudies of the American 2\Iedical .\ ssociation. 
This concept im·oh-ed three a umption . Firs t. 
th~ attending phy ician pos e sed all the knowledge 
currently a\·ailable relating to the factors invoh·ed 
in the death. ccondly. be had a high leYel of 
te hnical ability. Thirdly he had all the facilities 
present in a well organized and properly equipped 
hospital a\·ailable to him. Beeau e of the austerity 
or · hese critena it i desirable to determine "aYoid­
able fac tors" im·olved in the deaths. rather than 
to label the death as preventable. This allows 
more specific discussion resulting in better maternal 
care. Re ponsibility factors arc th us a igned as 
professional , ho pita!, patient or combined. 

The largest ingle cause of maternal mortality 
in the ~ova eolia tudy wa hemorrhage a nd 
was responsible for 27 deaths or 54% of the mater­
nal mortali ty. All of the e deaths were considered 
to ha\·e "avoidable factors'' . One half of these 
women died as a result of rupture of the uteru . 
.\n analysis of the e hemorrhagic maternal death 
prompt one to · tress the follo~·ing: 

(1) . \nacmia should be diagno ed and treated 
pnor to deliYery. The hemoglobin determination 
should be done ~·hen the pregnant patien t is first 
s( ··n and it. should be repeated at least once. pre­
ferably at 36 week of gestation. Routine pre­
natal oral iron supplement should be given and if 
megaloblas tic anemia de\·elops folic acid 5 mg. 
three time daily should be given as well. IC a 
s '<:Ondary anemia is not diagno ed until late in 
pregnancy, intramuscular or intravenous iron 
should be g iven according to the manufacturers' 
recommendations. In severe anemia blood trans­
fusions may be indicated. 

(2) Patients with vaginal bleeding in the 
Las t trimester of pregnancy should only be examined 
vaginally under a "double setup" with adequate 
cross matched blood, anaesthetist, surgical a srst­
ants a nd ins truments present for an immediate 
Cesarean sect ron if required. 

(3 ) All ho pitals entrusted with obstetrical 
care should have a prearranged method for rapid 
procurement and admini tration of massive blood 
transfu ions. 'r his deficiency was the mo t com­
mon ingle avoidable factor in the hemorrhagic 
deaths. 

(4) Oxytocin (Pitocin or yntocin) should 
only be used to induce or enhance labour in women 
who haYe had four pregnancies or le . I t hould 
not be u ed in women who haYe had pre\ious 
Cesarean cction, myomectomy, or cenical lacera­
tion or where disproportion is present. It hould 
only be u ed in a dilute intrannous drip; begin­
ning with 2 to 5 minims in 500 mL of 5% glucose 
in water at a rate of 15 drops per minute. 'l'his 
rate is to be varied depending on the u terine 
respon e and should be under the constant super­
v ision of the attending physician . 

(5) ~1ore than half of all rupt ured u teri 
result from dehiscence of a pre,ious classical cae­
serean section car. They usually occur prior to 
labour and a t from 30 to 34 weeks of gestation. 

(6) A ruptured uterus demands an im­
mediate laparo tomy . Resu citatiYe measure in­
cluding arrangements for the administration of 
rna sive rapid blood transfusion are indicated. 
The peh·ic a natomy is often markedly eli torted 
due to retroperitoneal hemorrhage foJlo,\ing rup­
ture of a puerperal uteru where the cervix ha 
been inYolved. Total by terec tomy is often not 
ufficient to con trol the bleeding and ligation of 

both internal iliac Yes els may be nece a ry. 
During laparotomy manual compression of the 
aorta at the pclYic brim is helpful in controlling 
the hemorrhage. It should be tre sed that the 
surgery that is ncces ary in such au in tance may 
be very diffic ul t technically and the best surgical 
a istancc a vailable should be obtained. 

11-1-om the Committee on ) faternal & Perinal~l Health of The ) l edical Society of. ova. Scotia.. 
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(7) \\' hen a catastrophe such as a ruptured 
uterus occurs the attending physician should re­
quest as istance from a many of his colleagues 
as ncce ary. II adequate a istance i not avail­
able in the community immediate a sistance should 
be requested from another area. 

( ) There is no place for the Crede manoe­
uver in modern obstetric . If the placen ta is not 
expelled after deh ery of the infant and if hemor­
rhage i profuse. the placenta should be removed 
manually. 

(9) li postpartum hemorrhage occurs there 
hould be complete examination of the birth canal 

including the vagina, the cervix and manual ex­
ploration of the uterine cavi ty to exclude a rupture 
of the uterus. As the majority of primary ruptures 
of the uterus occur in the lateral aspects of the 
uterus. the right side of the uteru should be 
examined with the right hand and the left sidE:> 
of the uterus \\'i th the left hand. 

(10) In postpartum uterine atony, 20 uni ts 
or more of oxytocin in 500 m L of 5% glucose in 
water should be gi\·en a an intra,·enous drip for 
four or more hours. This in travenous drip may 
be repeated as necessary to control the atony . 
Large doses of OXJ'tocin are antidiuretic and may 
lead to pulmonary edema. This can be avoided 
by no t overhydrating the patient. This an tidi­
uretic effect disappears after the oxy tocin bas been 
metabolised. This t reatment for postpartum 
uterin E:> atony should not be u cd until the complete 
bi rth canal has been examined to exclude lacera­
tions or, retained placental fragments, and afibri-

nogenanemia has been excluded by clo t obsen ·a­
tion. 

(11 ) There is no place in present day ob tct­
rics for in lerna! podalic version because of its 
association with ruptu re of the uterus. 

(12) When treating severe postpartum hem­
morrhage the patient needs massive blood replace­
ment. Overhydration with other fluids ha r<'­
sulted in pulmonary edema and death. 

Emergency Obstetrical T eam 

\\itb antepart um. intrapartum and postpar­
tum hemorrhage adequate consultation is mandatory. 
If this is not available in the area when an obstetri­
cal catastrophe occurs, the Emergency Obstetrical 
T eam is available through the Case Room of the 
Grace J\Iaternity Hospital in Halifax Phone 
422-6501 and requesting their a sistance. Thi 
sen ·iee will do its utmost to help in the si luation. 
This is a sincere endeavour by The J\Iedical ociet.r 
of _ o,·a eolia and the Department of Health of 
the Pro,•ince of ro,·a eolia to help to decrea e 
the pro,·incial maternal mort ality. This service 
cannot help unless requests are made and it should 
be remembered that when a true obstetrical hem­
orrhagic catastrophe occurs the attending physician 
cannot afford to procras tinate but must immedi­
ately put into action a prearranged method of 
rapid massiYe blood procurement and administra­
tion, examine the complete birth canal for the cause 
of the hemorrhage, to treat the cause ; and obtain 
immediate adequate assistance. o 

GENERAL PRACTICE OPENING 

Energe tic young physician wan ted to associate with me in expand­

ing urban X ova eotia general practice. by ummcr of 1966. This po­

ition is XOT a salaried assistant hip and ha the advantages of a 

newly equipped office and regular ign-off arrangement. Apply to Box 

1\o. 101 , The Xo,·a eotia :\fedieal Bulletin . 
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Forceps When and Why ? 
K. ::\1. GR.\~T. ::\I.D. 

Halifax. N. S. 

The obstetric forceps, when properly used. 
j, an instrument designed to extract the infant 
from the birth canal, or to rotate its head within 
the vagina. .A forceps delivery should help to 
reduc·e mortality and should not damage important 
maternal structure . 

Those interested in a description of the various 
drsigns of forceps. the types of locking devices in 
different designs (English, French. German) are 
referred to am· standard text book: some of the 
more recent ·designs, uch as the ::\Ialmstrom 
Varuum Extractor and hute's Parallel Forcep . 
may not be described except in recent p ublications. 
The Simpson forceps is the one most commonly 
u,;ed and will be the type used in this article. 

Purpose 

Traction to the head to extract it from the 
birth <•anal is the prime purpose of the forceps. 
When the head lie in the transverse or po terior 
positi01 , forceps may be necessary to rotate it to a 
morr favourable po ilion for delivery. Forceps 
should never be u ed as an instrument of com­
pression, though some degree of it may be inevit­
able, nor should it be used a an instrument to 
dilate the cervix. 

Rule of the Forceps 

TJ € left blade i so named because it is held 
in the left band when introduced and pa e to 
the left side of the mother. Therefore the rule 
is - "k!t blade. left hand, to left ide of pel\'i . 
Right Jlade, right hand, to right ide of peh·i . ·· 
To fac·ilitate locking, the left blade i introduced 
first. 

The forceps i de igncd to fit the sides of the 
h<·ad and the ides of the pch·is at the same time. 
~Y remembering this, the instrument is least 
hkcly to cau e harm. 

Exact diagnosis of po ilion must precede 
eYer · forceps application. 

Law of the Forceps 

. The front of the forcep mu t look in the 
d~rt !ton of the point of direction of the head, 
n z. ~~iput. chin, etc. 

Fon·ep operations hould be performed on 
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an operating or del ivery table, or on a kitchen 
table properly prepared, or at least in the cross­
bed position. :\ever attempt to do a forceps 
delivery with the patient lengthwise on the bed, 
unless turned on her side. (Sims' position). 

A very useful and helpful hint is for the opera­
tor to take the blades of the forceps and lock them 
in front of the patient in the exact manner in whjch 
they will lie upon the child's head in the pelvis. 

Indicat ions 

The u e of forceps is indicated when the ter­
mjnation of labour become neces ary or de irable. 
and when a forceps extraction is the safest method 
for deli\·ery of the baby. 'lith the exception of 
prophlyactic low forcep , instrumental deliYery 
should be avoided unle s a definite indication 
obtain for it use. 

Probably the most frequent indication for 
forcep cfe]jvcry is lack of progress in labour. 
Tltis may re ult from uterine inertia, malposition 
of the pre enting part, or some obstruction to it 
de cent. Generally speaking forceps delivery i 
considered when there is no progres in descent 
or rotation of the head (in the pre ence of adequate 
labour) within two hours of complete dilatation 
of the cervix in a primipara. and somewhat le s 
time in a multipara. Forceps extraction hould 
be carried out promptly if spontaneou deliYcrr 
ha · not occurred within an hour after the head h; 
reached the pelvic floor. and showing at the YU1Yar 
orifice. 

Elimination or the C:\"j)UI ive pha e of labour 
by forceps deli \·ery is de irable in women with 
heart eli ea e, h)"J)erten ion. and debili tating di ea­
se uch as tuberculosi . 

Fetal distre ', indicated by irregularitie of 
rate abon• 160 or under 100, in the econd tage 
rna~· necessitate prompt delh·ery to prevent death 
of the fetus. Before delivery i carried out in the 
interc t of the fetus alone. one mu t be certain 
that prompt extraction i nece sary and can be 
carried through safely. \\'here mccoruum only 
is noted in the amniotic fluid in a cephalic pre­
sentation. do not panic or rush into a rapid deliYery. 
Extra vigilance i · indicated in checking the fetal 
heart. 

JA..'WARY, 1966 



Prolapse of the cord may necessitate a quick 
extraction, providing conditions are suitable (cer­
vix more or less complete!~· dilated or dilatable), 
the head in the pelvis, and the baby alive. 

Delivery by outlet fo1·ceps with episiotomy 
as ad vised by DeLee as a means of shortening 
the perineal phase of labour and thereby reducing 
injury to the pelvic floor and the fetal head which 
distends it, ha a definite place in the list of indi­
cation . but preferably is carried out by experi­
enced attendants. 

Conditions for Forceps Deliver y 

The cervix must be fully dilated. Serious 
injury to the mother and ' or child may result from 
attempted delivery through an incompletely dilated 
cervix. ~Ianual dilatation should be avoided for 
similar reasons. uificient dilatation for delivery 
can usually be obtained by incisions in the cervi.x 
(Diihrssen's inci ions) at two and ten o'clock, in 
ca es where delivery becomes necessary late in 
the first stage of labour when the cervix is the 
chief cause for the delay. Th ere are ti.mes when 
the multiparous cervix. less than completely 
di lated but dilatable. can be ea ily pushed over the 
head with the contractions and then forceps ap­
plied afely. 

The head must be engaged. This means the 
head must be at the level of the spines or pre­
ferably lower before any attempt at delivery is 
made with forceps. It is far safer to wait a little 
longer, encouraging the patient to cooperate with 
contractions. providing the bab~· is not suifereing 
any ill-effects. 

N o marked disproportion should be present. 
\\-here there are minor degrees of alteration in the 
size and hape of the pelvis, or abnormal po itions 
of the head, forceps delivery may well be indicated. 

The presenting part must present in position 
to permit delivery and large enough to be held with­
in the forceps blade. Breech and chin posterior 
positions are not suitable for forcep delivery. 
regardless of size. 

The bladder should be emptied at delivery. The 
membranes must be ruptured. Prior to applica­
tion the operator should attempt to duplicate. 
outside the pelvis, the movements made by the 
head and the forceps blades, as they pass through 
the pelvis. This is particularly apropos where 
rotation of the head is necessary. 

A11aesthesia is nece sary for forceps delivery, 
the type depending upon the ease \lith which it 
can be effected. For simple low forcep , pudendal 
block ''cith local anaesthesia will usual ly suffice, 
but in some hypersensitive individuals, 50-75 
mg of Demerol given intravenously at the time 
of the pudendal block will often overcome many 
difficultie . \\here forceps rotation is necessary, 
or considerable traction is expected, iul1alation or 
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saddle-block anaesthesia administered by a phY-
sician should be chosen. • 

For pudendal block, the flexible plastic sleeve­
catheter-needle device of Abbott's is ex tremely 
useful and is recommended for tlus purpose. 

Application of Forceps 

Forceps applications are classified according 
to the depth the head has descended into the pelvis 
at the ti.me the blades are applied. 

Low-forceps is the application of the blade 
when the head is on the perineum. or visible through 
the in troitus. 

~'lid-forceps obtains when the head has be­
come engaged (i.e. at the spines) but before it ha 
reached the pelvic floor. Rotation is usually not 
complete. Some like to divide the operation into 
mid-forceps and low-mid-forceps. but I feel it is 
p li tting hairs a nd probably is an effort to relieve 

one's conscience, which should not be neces arY. 
High-forceps is the application before engag~­

ment has taken place. It is only mentioned ({) 
be condemned. 

The term .. cephalic application'' is when the 
blades have been placed over each side of the head 
in the occipito-mental or bi-parietal diameter. 
and equidi taut from the sagit tal suture. 

The term "pelvic application" indicates that 
the blade are placed toward each side of the 
maternal pelvis. with the front of the forceps 
directed anteriorly. the pelvic curve corresponding 
to the pelvic axis curve without regard to the 
position of the feta l head in the pelvis. Such 
an application will often grasp an unfavourable 
diameter of the head. and injury may result. It is 
not recommended. \\ith the introduction of the 
Malmstrom Vacuum Extractor much of the danger 
of damage to soft parts i obviated, especially 
to the mother, but there is some slight degree of 
danger to the baby, due to trauma by the suction 
cup, especially when fairly strong traction is neces­
sary to effect delivery of the head. The instru­
ment is popular in many centres in Europe. but 
it does not enjoy the same popularity in North 
.America. 

Technique of Forceps Operation 

One ''ill do his best work by adopting an ac­
ceptable technique and using forceps to which he 
has become accustomed. The Si.mpson forceps. 
or one of its modifications, will suifice for prac­
tically all mid- or low-forceps extractions, as well 
as for the aftercoming head in breech delivery. 
Kielland forceps may be found more usefu l for 
rotation, because of its reduced pelvic curve angle, 
but is rather too light for difficult extractions. 

It is very important in any forceps extraction 
to make sure there is no obstruction present to 
prevent delivery, and that the exact position of 
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th<· head in the pelvi is known. It is usually 
be~t to plac<' the whole hand in the vagina for thi 
pu rpo-<c. and if either fontanelle can.no t be identi­
fi<'d, time ~hould be taken ~o feel e1t~er ear. and 
th<· po~1tion th!'reby dctermmcd. 1'h1 1 ruanda-
ton·. 

· An adrquatc !'pi io tomy, preferably the medio­
lateral t~ pe. is adYi~able in the primigra1·id patient. 
and in multiparas with a good perineum. '\here 
tlw }Jt:rinr um has not been di tended by the ad­
' aucing !wad as in mid-forceps extraction . a 
mild de<~r<·l' of ironing out of the perineum may 
b<· J U~tifiNl, though a deep medio-lateral episio­
tomy w11l probably presen ·e the structures of the 
prlnc floor much better. and will J>ro,·ide more 
room. 

Low-Forceps Extraction 

0 1tlrt forceps. prophylactic low forceps). 
JI1·n· tlw h!'ad is visible and usually rotated to 
the antl•ropost!'rior position. After the exact 
positwn has been determined. and episiotomy 
pcrforme.l. the following steps are carried out. 
The left hlade is h!'ld loosely in the left hand. Like 
a male ~ound. T11·o finger- (preferably four) 
of the right hand are inserted into the left side of 
tlw 1ag-ina r!'a<:hing a fa r a the thinned out edge 
of the <·<·niX through which the bead ha passed. 
The palmar surface of the finger· now Lie close 
agamst the fe tal scalp, thereby protecting the 
va~rina from injury. and direc ting the blade of the 
fort·t·p~. 

In mtroducing the left blade, the handle is 
h<·ld somewhat obliquely Ol'er the right groin. 
t lw tip of the blade is directed into the hollow 
of til!' sacrum, the handle is swung downward 
and to the woman's left in a long arc, thereby 
peruutting the concave cephalic curve to slide 
around the con1·ex fetal skull, while the pelvic 
curve adapt itsell to the contour of the birth 
canal. .\ s soon as the vertex is passed, the in­
strument slips along like a sound. ~o pu bing is 
req uired If the blade i held properly and guided 
correct!~ . .\ the ha ndle de cend the blade 11ill 
drop by its own weight into position beside the 
head. The internal hand remain in the vagina 
until the blade i in clo c appo ilion with the fetal 
head, and the tip checked to be sure it ha not 
caught the cen ·ix or a fold of the vagina. 

While an assi tant support the left handle, 
the ri~ht blade in the r ight hand is introduced into 
the .;~ht ~ide of the Yagina, and along the palmar 
SUrJ I!<·e of the left finger or hand , a ju t described 
for the left blade, placing it above the left blade. 
Tht• two halves are articulated and locked. Alter 
loci ng- the blades, the fetal heart should be cheeked 
to d~.:t<>rmine whether the cord has been compres ed 
by the tips of the blades. Difficulty in locking 
suggesb an error in d iagno i , re the exact position 
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of the head. Re-checking and necessary adjust­
ment should be made before traction is exerted. 

uch adjustment should be carried out by the hand 
in the vagina and not usually by manipulating the 
handles outside. 

Ha1·ing made certain that the forcep blades 
haYc been properly placed, trial traction i made to 
learn whether the blade lip, whether the head 
respond to traction, a nd whether any part of the 
mother is caught in the blade . Take the heart 
tones. 

The operator should sit down when ready to 
proceed. When traction i made, it hould cor­
respond fairly clo ely to the normal mechanism 
of labour, tltat is. some delay between tractions. 
Remember always that tho skull is comprcs ed 
and after each traction the ltandles should be re­
lea ed (not too suddenly) to re tore circulation to 
the fetal kull and brain. During traction, the 
fingers of both hand arc placed along the superior 
surface of the hank . and the thumb underncatl1 
the handle· . Holding one' thumb or a tOII'CI 
between the handles will help to prevent undue 
compre· ion. During traction, the elbow of the 
operator hould be kept in contact 11·ith hi rib . 
so that in case the in trument slips orr or the head 
delivers uddenly. a evere laceration of the peri­
neum may be a1·oided. With the elbow in the 
proper position. traction will of nece ity be in the 
proper mechanical direction - downward a well 
a outward. \\~hen the occiput comes to lie 
beneath the ymph~· is pubis, the handle arc 
elevated and ex ten ion takes place as in the normal 
meehani m of labour. \\~hen the head is well 
engaged in the vulvar orifice, it i better practice 
to remove the blades and deliver the head by the 
modified Ritgen manoeuver. e pecially where the 
outlet is very nug. .\n additional diameter of 
hall a centimeter or more is gained in this way. 
1Jnles prompt delivery is indicated in the interest 
of the baby, slow extraction by in termittent trac­
tion and relaxation i preferable to a single. long, 
forceful pull. 

The blade arc unlocked gently, the right blade 
being removed firt. K eep the cephalic cun·e 
in clo e contact with the kull. being carefu l not 
to catch an ear in the fene trum of the blade. which 
could injure the car or e1•en tear it off. 

I n ca e where the head presents at the 1'ul1·a , 
as an occiput- acral or face-to-pubis presentat ion, 
extraction with forcep differs little from that 
described above. H ere, traction is executed down­
ward until the anterior fontanelle appears beneath 
the symphysis, following which the handles are 
slowly elevated to deliver the remainder of the 
head by flexion. Because of 11·ider diameters 
coming through, a deep epi iotomy is indicated 
early. 
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Mid-Forceps Delivery 

H ere the application of the forceps and ex­
traction are more difficult because the head is 
higher. and usually has not rotated anteriorly. 
T ransverse arrest and occiputposterior positions 
will constitute the chief indications for mid-for­
ceps delivery. The e arc usually made necessary 
by cephalo-pelvic disproportion in the mid and 
lower diameters of the pelvis. Decision to deliver 
by mid-forceps should only be made if the progress 
oi labour has ceased, and if no safer termination 
i possible. A second stage of some two hours 
should be allowed, unless fetal or maternal distress 
indicates earlier interference. 

One hould keep in mind that a difficult 
mid-forceps operation carrie a higher fetal mor­
tality than Caesarian Section. Good anaesthesia. 
adequate as is tancc. and e:~.-perience are prime 
requisites for a successful termination. For most 
mid-forceps extractions. conventional forceps com­
bined with the Pajot manoeuver (simil taneous 
downward pressure on the shanks of the forceps, 
upward pressure on the handles) can be success­
fully used without injury to mother or child. 

\\hen delivery is indicated with the head in an 
occiput tran verse position. a serious attempt 
should be made to rotate the head manually to 
an anterior position before applying forceps. 
:.1anual rotation must be done with the whole 
hand in the vagina (preferably right hand for left 
positions and left hand for right positions). the 
fingers on the posterior parietal bone, and the 
thumb on the anterior parietal bone, dislodging 
the head upward a li ttle and, when ufficient 
rotation is accompli hed. keeping the hand in the 
vagina until the appropriate forceps blade i 
guided into proper posit ion. followed b~· its fellow 
to the opposite side. 

Occa ionally manual rotation is not possible, 
and the blades must be applied to the head as it 
lies, but accurate placement may be difficult 
because of moulding or pelvic contraction. If 
one applies the law of the forcep , one blade would 
be required to be applied under the symphysis 
and the other to the hollow of the sacrum. while 
the front of the forceps would look directly to the 
right or left. The pelvic cun·e make this im­
possible and some adju tment becomes neces­
sary. The forceps blades are therefore applied in 
the oblique diameter. Thi mean that one blade 
passes into the hollo''" of the sacrum and comes 
to lie on the posterior parietal bone or the mastoid 
process, and the other lies upon the anterior malar 
bone. Thi is known as a pelvic application. 
In occipu to-left-transverse. the left blade is passed 
into the hollow of the sacrum and its cephalic 
curve applied against the left parietal bone. The 
right blade is next guided \\' ith extreme care, by 
the hand in the vagina. and made to wander over 
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the face of the child until the cephalic curve lie 
on the anterior malar bone (the right malar bone). 
Be careful of the eye. The wandering blade be­
gins to wander when the tip of it touches the chi.n. 

Wbcn the application has been carefully 
checked. the blades are locked. The operator 
must rea lize that so great a diameter is included 
in the blades that the handles "·ill lie far apart 
and the blades will not hold firmly. Caution must 
be exercised to avoid injuring the child by pressure 
and the mother by laceration th rough rotation, 
or slipping of the instrument. Check the feta l 
heart. 

\Then the application begins. down ward trac­
tion hould be combined with rotation, and when 
rotation is completed it becomes more or less a 
low forceps delivery. 

1\·i th occiput right trans,·erse position , the 
operation is similar except the sequence of in­
sertion of the blades is reversed. 

M ention must be made of the Kielland for­
cep . It was designed specifically as a rotator. 
and to seize the head from side to side, i. e. the bi· 
parietal diameters. without regard to its position 
in the pelvis. It ha very little pelvic curve 
(15° as compared with 35° of Simpsons forceps). 
and the sliding lock permits deeper in ertion of 
one of the blades and th ereby better application 
in ca es of asynclitic attitudes of the fetal head. 
The front of the forceps is recognized by the pre· 
sence of two small, raised knobs near the hook on 
each blade. which must point toward the occiput 
and thereby serve to indicate the po ition of the 
blades in the birth canal. As originally described 
by Kielland. the anterior blade is inserted first 
and passed between the head and posterior sur­
face of the pubis within the cen•ix, and \\·ith thE' 
cephalic curve directed upwards towards the ym· 
physis. With the blade entirely within the uterinr 
cavity. it is turned through 1 0°. permitting thE' 
cephalic curve to apply it elf to the side of the head. 
The posterior blade is introduced as in a cephalic 
application. 'l' he head is turned to an anterior 
po ition by t\\·isting the handles without making 
the sweep motion necessary \\ith forceps having a 
pelvic curve. 

After a prolonged labour, howe,·er, this pro­
cedure may be dangerous with risk of uterine rup­
ture because of excessive thinning of the lower 
uterine segment. It may well be afer to wander 
the anterior blade over the face of the infant as 
previously described. The opposite blade is ap­
plied in the usual manner. 

Forceps in P osterior Positions 

Probably the highest percentage of mid-for­
ceps operations are due to the head becoming 
arrested in the posterior position in the mid and 
lower pelvis. Forcep delivery of an occiput 
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po:;te ·ior may be acc~mplished eithe~ in the original 
po,it Jn face-to-pub• ) or by. rotatiOn of the occi­
pu t ,ntNiorly before extraction. 

Here. e1·en more than in transverse arrest. 
manual rotat ion to an anterior po ition will great­
ly mcre<~se the ea e of forceps application and 
ex traetion. Be<·a use the mid-pel\'iS is usually 
narro\\ ed in the;;e ca e . it may be ncce sary to dis­
lodge the head upward , and to turn it and the 
back to an an terior position by combining manual 
rotation of the head with external pre sure on the 
an tr"lor :shoulder through the abdominal wall. 
Befon• remo \'ing the hand from the Yagina, insert 
tlw fir,.,t blade and apply it to the side of the head, 
thereby h<•lping to prC'vent it return to it original 
post<·rior position. 

WlwrC' difficulty in maintaining rotation of 
the' hC'ad Is l'ncountered, I have found that a '1'­
rlamp wide a llis) placed on the scalp in the 1icinity 
of the' postC'r ior fonta nelle and held by an as is tant 
whill' tho forceps blade arc applied. a very useful 
proccdurtl in p re,·cnting the return to the posterior 
po,ition, a nd from this procedure no trouble 
whaboncr has been cau ed from the tandpoint 
of laceration or infec tion of the calp. _\notber 
method u,.,rd to maintain rotation in the e ca e 
is to III"'Crt the entire hand into the Yagina. pa t 
the pre,ent ing part and along the occiput until 
thr posterior shoulder i reached with the finger­
tips and the occip ut ly ing in the palm of the hand. 
\rith pronation of the hand. the houlder can be 
<·arri ~ d o1er t he' p ro montory to the opposite side 
of tlw Jll'lvis. T he occiput will now be more likely 
to mamtain its a nterior po ilion. One mu t be 
<·an·ful no t to p u h the head up too far in this 
manoPHYC'r. 

F orceps Rotation 

I str umcntal ro tation ·hould be performed if 
manual eorrC'ction is not po ible, or if forceps 
<·xtraction wi th the occiput po tcrior is too trau­
mat ic ur difficult. S<'l'eral method are used to 
al·i•ompJi,l thb. 

Bill', modifir ation of the canzoni method 
ha,. be<>onw fairly popula r with many ob tetrician . 
tla fundamental feature being rotation without 
traction at t he IC'I el of arre' t of the bead. The 
<·hie! steps arC' I) appl ication of the blades a 
!?r an a ntE>rior position (proper cephalic applica­
tion aftl'r locking ). (2 ) Flexion of the head ma y 
he rnaintailwd by raising the handle toward th-e 
O)JJiosttt groin of the pa ti<'n 1. (3) The handles are 
swppt through a ll' id<' circle during rotation which 
mamtams the blades in more or le the arne axi 
d uring rotation a nd the fetal h ead likewi e rotates 
11 it h .thrm. (!) \rhen •·otation i complete. s light 
tra<·lwn dow n11 ard will fix the head in the anterior 
]>osition. The blades are now up ide down and 
ha> e to h(• rcmoYC'd. (5) The' b lades are re-applied 
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in the a n terior po ition and the head extracted. 
Careful manipulation will aYoid lacerations almo t 
entirely. 

The Melhado M a n oeuver 

The whole hand is pu bed into the hollow of 
the acrum and the head is pu bed up into the 
upper part of the pelvi , or even out of the pelvis. 
and gra ped with the palm of the hand over the 
po terior car. The head i rotated to the trans­
' 'er e, and the po terior blade is pa sed between 
the hand and posterior ear. The an terior blade 
is now rotated OYer the face. the blades are locked 
and the occiput is rotated to the anterior quadrant 
of the ame side and brought dow·n. 'l'h is i really 
a high forcep operation, however. and hould be 
re erved for the expert. It does have the ad­
vantage of requiring on ly one application of the 
forceps. 

The Key-in-Lock M anoeuver 

Thi method de cribed by DeLee i probably 
safer than either method described aboYe. but re­
quire more patience. The chief s tep are pu h­
up, twis t, pull, and repeat. accompanied by a 
wriggling motion of the head. 

_\n attempt is made to apply the blade- to the 
ide of the head. Failing thi . they are laid in the 

tran ver ·e of the pelvis. The head i thus held 
diagonally a ' in a parieto-malar application pre­
viously de cribed. an unfavourable po ition. and 
therefore held very delicately . Xo11· the head is 
gently compre ed and pushed up a centimeter 
or two in the birth canal and gently twisted. the 
small fontanelle being brought forward a bout 10° 
to 15° by weeping the handles through a n arc 
out ide the peh·is. Repeat thi manoeuver several 
time , pu hing the bead up only as much as you 
pull down. and re-adju ling the blades with each 
degree of rotation accompli hed. I n this way on<' 
can usually coax the occiput to the front. wher<'­
upon the extract ion may be completed without 
further trouble. One mu t not hurrY nor turn 
too much at one time. not more than 10° to 15°. 

F orceps in Face Pr esentations 

Forecp arc not infrequently ind icated in 
deliYery of face pre entatio ns. c pecially in p rimi­
gra\'idas. 'l'he blades a re applied in the mento­
occipital diameter , and traction downward exerted 
until the chin pas c from under the symphy i . 
follOII' ing which the ha ndles are elevated and the 
head delivered over the perineum by flexion. A 
considerable amount of trac tion is ometime 
ncce ar,r, e pecially if the head is large. Becan e 
chin-posterior po ilion cannot be delivered a 
such. the c hin mu l be rotated anteriorly before 
the forcep can be applied. 

JAX'G.\RY. 1966 



High Forceps 

\\here the head ha failed to enter the pelvic 
inlet, for·ceps application is contraindicated and 
will not be discussed. 

Forceps on the Aftercoming Head 

This properly belongs under breech delivery 
and I feel need not be discussed here, except to 
say it should uperccde forced manual extractions. 

Failed F orceps 

'l'bere occurs the infrequent occasion when the 
forceps can be applied properly, but extrac tion 
found to be impossible. An unrecognized abnormal 
position of the head is the most frequent cause of 
failure with forceps. and correction of it may over­
come the failure. A greater degree of dispro­
portion between the head and the pelvis than was 
expected, or constriction rings may be the cause. 
\\hen downward traction fails. even though con­
siderable force is applied. another method of de­
livery should be considered, and Caesarian Section 
can be performed safely. 

P rogn osis of the Forceps Operation 

For the mother the dangers are injury, hae­
morrhage. and infection. Some laceration is in­
evitable. The higher up the forceps operation. 
the greater degree of lacera tion. FolJowing de­
livery the cervix should be examined by pulling 
each lip down with a sponge forceps type of in­
strument. and any laceration over 1- 1 ~ em should 
be repaired. A continuous suture is sa tisfactory. 
The vagina must also be checked, especially for 
extension of the episiotomy either at it apex or 

into the phincter area. The side opposite th( 
episiotomy should be checked and the area around 
the clitori is frequently injured and the si te of 
considerable bleeding. The bladder hould be 
checked for injury. and if not certain. pa s a 
catheter for evidence of blood in the urine or an} 
perforation. Postpartum haemorrhage resulting 
from laceration or uterine atony hould be cor­
rected as soon as possible. 

Dangers to the child are known and need not 
be detailed here. 

SUMMARY 

Before applying forceps make sure that 
enough time has been given the patient to effect 
all the progress she is likely to make. Unless one's 
hand is forced by fetal distress or maternal ex­
haustion, allow at least two hours or more in the 
second stage before interfering. 

Be very sure of the position of the head in the 
pelds before applying Corcep . 

In appl~·ing forceps do not simply apply 
them pelvically . hoping all is well. and blindh­
pull with all your strength. Before applicatio~1 
lock the forceps together and hold them before the 
patient in a posit ion which they will occupy 1\ithin 
the pelvis. 

Learn to use one type of forcep and onr 
forceps manoeuver and tick bv it. 

Do not persi t in un uc~e sCul attempts at 
Corceps delivery that may well harm both mother 
and child. 

PRDn; .:-.1 XO~ NOCERE -
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When to Induce ? 
CARL T u PPER, ~LD. 

Halifax, .V. S. 

Induction of labour is con idered good therapy 
Wh('ll It is belie\·ed that the welfare Of the mother 
or m nt or both is be l sen·ed by termination of 
the pn•gnancy. It would. therefore, eem obviou 
that tht're can be no definite rule for induction. 
Each patient is a case in it elf and must be con­
sid<'rrd individually. 

.... H a patient begins labour spontaneously 
thr labour is much better and the results more 
certain than when it is artifically induced. \\'e 
sav this be<:au e we know that, e,·en under the 
bis• ~ircum tance . ituation will arise during 
induction that makes us aU wish that we had lert 
the J.llegnancy alone. uch complications a failure 
or the pn·gnancy to respond to all errorl or in­
durt on, infection, prolapsed cord. peculiar re­
actions to oxytocin and often being forced to do a 
caesarean section which otherwi e would not haYe 
been rl'quired. The e po sible complication are 
acceptable only when we ha,·e a good indication 
for nduction. 

What are these indications? 

It would be rooli h to be dogmatic about any 
oC thcsr. Each case, a noted above, mu t be 
ronsulcr(.'d on its own merits. Nevertheless the 
Collowmg may be used a a guide. 
.\ - Toxemia of pregnancy. .\ mother with 
Toxc 1a in the Ia t trimester. who fail to re pond 
to therapy should probably have her pregnancy 
twninat<·d. Tbi i to pre,·ent further progre sion 
or the toxemia and to a,·oid the con tant threat or 
intrautermE> death of the fetus. H condition 
warrat t, the method of interruption should be 
by mduction of labour. Today this i one indica­
lion for induction that no one can criticize. 
B.- The Rh sensitized mother. 1t is well recog­
ntz• hat many babie are to t becau e the preg­
nane.} bas been alJowed to progres too far and the 
baby hc·come too im·oh·ed. li we could interrupt 
~his pregnancy at a time when the baby. although 
mvo)H>d, was still in a condition that treatment 
could br gi"en we would sa"e mo t or the babie 
or th( Hh sensitized mothers. \\'e now have 
a,·a1 'lblc many mean to progno ticate the con­
dillon or the baby: - the antibody titre or the 
blood, the aminocente is and often and extremelv 
important the history or the mothers' previo;s 
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pregnancie . In pite of all thee aid it is till 
ex tremely difficult to decide when be t to induce 
your patient. In \rinnipeg exceUent re ult arc 
acbie,·ed when all Rh problem are presented to a 
committee, who by their training and work be­
come proficient in as es ing the state of the baby 
and in determining when be t to induce the patient. 
\Ye, in XoYa eolia, haYe et up such a committee 
under the au picie of The ~o,•a ... cotia ~Iedical 
ociety. Any phy ician who has an Rh ensitized 

mother and i wondering how best to treat her. 
should pre ent her hi tory to the committee. 
I am ure that they will determine the best time 
of induction. n-e. in the Department or Oh­
stetrics and Gynaecology, feel that this is o im­
portant that we our eh·e are pre enting our ca es 
to th is committee. a king their advice a to when 
they think it be l to get thi particular baby. 

C - Diabetes. ~Io t authoritie agree that in 
pile or adequate care a certain portion or these 

babic 1dll die in the uteru omewhere between 
the thirty- evenlh and fortieth week of pregnancy 
and becau e of this they add e the interruption 
or pregnancy at the thirty- eventh week. The 
Baltimore group sugge t that this be by induction 
of labour. The Chicago group advise cae arean 
section . All things being equal I would fa,·our 
induction of labour and deliYery by the \·agina( 
route. 

D - Death of the fetus after viability but be­
fore term. The occasional mother ha difficulty 
in delivering a lh·e baby. For some rea on it 
does not survive the u ual time of gestation and 
die before term. 'l'hi is probably duo to orne 
placental dysfunction. hou ld this occur on more 
than one occasion it is ugge ted that plans be 
made to interrupt the next pregnancy early by 
induction or labour. hoping to gel the baby before 
it uccumb to whatever has cau ed the death or 
pr Yiou babies. ~lore and more information 
is now being accumulated a to how one might 
sugge t exactly what may be happening to the 
baby in the uterus. It is hoped that in the near 
future we \\'ill haYe available tc ts whereby we can 
mea ure orne end products of the placenta such 
a e trio! which would u~gc t to u that the 
placenta i beginning to fail and we should therefore 
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interrupt the pregnancy and gel the baby. How­
eYer, until such time as the e tests are aYaiJable 
we might want to interrupt certain pregnancie 
E>arly beeau E' of a bad preYious ob tetrical history. 

E - Prolonged pregnancy. There is no unani­
mity of opinions regarding this indication. Euro­
pean doctors assume that postmaturity results in 
placental insufficiency with serious consequences 
to the fetus and therefore recommend that any 
pregnancy that goes beyond 42 weeks be inter­
rupted. On thi continent there has been no real 
acceptance of this a sumplion. In our own de­
partment, in an inYe ligation coYering a period 
oftwenty years, wehaYenot been able to show that 
postmaturity per se doe lead to an increase in 
neonatal mortality. Therefore, we do not think 
that postmaturity in it df is an indication for 
induction of labour. 

.It' - Elective induction of labour. From an 
ethical point of Yiew it would be very difficult 
to ju tily a bad re ult of induction that might 
potentially jeopardize the life of the mother or 
infant when the procedure wa done solely for 

con1·enience. \\-hen a doctor. therefore, induces 
a patient either for con1·enience of him elf or th<' 
mother he must realize that hould anything go 
wrong, as it certainly might, it will be \'ery dif­
ficult for him to justify his act. Nc,·erthclcss 
we have all been faced with a mother who is at or 
over term and for some particular reason insi ts 
on having her baby early. hould one decide to 
undertake uch an induction he must be certain 
that all conditions are ideal and that relati1·e con­
traindication are absent. It is best not to indurr 
rlrclively. 
The abow. then. are what I would con ider the 
true indications for induction of labour. Others 
undoubtedly will arise but must be considered on 
an indi1•idual basis. There are many risks as­
sociated with induction of labour. One must 
weigh these risks again t the risk of lea\'ing the 
pregnancy progres to spontaneous labour . 
~Iy humble ad1·iee, then, is if you haYe a good 
indication and know what you are doing - induce. 
If not. it is much better for you, the patient and 
the baby to Iea1·e her alone and let labour occur 
pontaneously. ~ 

William Osler Medal 
ST"C"DEXT E A Y OXTE T 

The \\"illiam 0 Ier Medal of the American A sociation for the Histon· of ~ledicine is awarded for the 
best unpublished essay on a medico-hi torical subject written by a student in one of the medical ehools in 
the United tales or Canada. .\ll students who are candidates Cor the degree ot Doctor of ~fedicine, or who 
graduated in 1965, are eligible. Thi medal, first awarded in 1942, commemorates the great physician, ir 
William Osler. who stimulated an interest in the humanities among students and physicians alike. 

E says should demonstrate either original research or an unusual appreciation and understanding of a 
medico-historical problem. ::\Iaximum length is 10.000 words. The prize-winning essay 11· ill be ubmittcd 
to the Editorial Committee of the As ociation, which may recommend it for publication in the Bulletin of thr 
llistory of .If edicine. 

Essays must be submitted by ::\l arch 23. 1966, to the Chairman of the O;;ler ~Iedal Committee. William 
K. Beatty. Librarian and Professor ol ~Iedical Bibliography, Xorthwe tern l;nil·ersity ~Iedical chool. 
303 Ea t Chieago A venue, Chicago. Illinois 606 1 I. 

DOCTORS SEEKING SUN 
~[any doctors in January de1·elop severe cases ot" unseekingitis"; and plan relief by a trip South. 
Dazed by the pro peel (a typical symptom) they forget (1) chance or accident through unu ual 
acti1·ity and (2) risk of baggage Io s. \\e orter an effective insurance salve - can we intere t you 
too? 

ALFRED J. BELL & GRANT LIMITED 
One Sackville Place, Halifax, N. S. 

Telephone 429-4150 
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The Management of Breech Presentations 
).I. M. D.\VIS. :.r.D . 

Halifax, N. S . 

.\ Bn•rch deliYcry occurs in about 3.5 percent 
of birth~. The risk to the full term breech infant 
is nearh· three times that associated with Yertex 
present;tions and in the premature __ this risk i 
increased another three-fold. In addttion to tho e 
infants who die as a direct result of trauma and 
intracranial damage sustained during delivery. 
there arc those in whom brain damage may result 
in an abnormal child. Often subtle damage is not 
manifested at birth and does not make itself known 
until the child is older or when it begin school. 

In -view of the aboYe, the handling of a breech 
deliwn· should be considered a major obstetrical 
proced~re and the problems of management of 
graw concern to the a ttending staff of any hos­
pital. In our two teaching hospitals a consulta­
tion is '"highly recommended". I believe i t should 
be mandat<>f}". 

The successful deliYery of a living, normal 
infant by breech demands that cephalopelvic 
disproportion be ruled out as far as possible before 
or at the onset of labor. This means accurate 
r li nica measurement supplemented by X-ray 
peh·im ·try in all primipara. and in those multipara 
with a histol"}· of a difficult labor, small babies, 
or excrsstvely large babies. Clinical estimation 
of the size of a baby is notoriously inaccurate but 
should be attempted. There is no such a thing 
as a "'trial of labor'" with a breech presentation a 
far as pelvic capacity is concerned. A contracted 
or borderline peh·is may allow descent of the com­
pressiblr hip and shoulder girdle only to ob truct 
the passage of the aftercoming head at a time when 
the fetal circulation has become endangered by 
compn•ssion of the umbilical cord. A " trial of lab­
or" is justified only for the assessment of the effect­
h·eness of the uterine contractions. The deci­
sion as to whether this particular baby will come 
through this particular peh-is must be made be­
fore labor is allowed to proceed. 

In a teaching hospital the Caesarian section 
rate for breech births will approach seven per cent 
a contrasted with an overall section rate of about 
4 per cent. Here we have unlimited opportunities 
for specialist consultation, internes, residents, and 
ex~ert anaesthesia. In hospitals without these 
faclllttPs a rate approaching 15 per cent is probably 
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justifiable for breech births. Under such cir­
cum tances. the following would probably be con­
sidered as valid indications for Caesarian section 
with a breech presentation: 

1. AU primipara of 35 years or over. 
2. Previous Caesarian ection. 
3. AU cases where there is a possibili ty of 

cephalopelvic disproportion. Here t he opin­
ion of a consultant is of unmeasurable value. 

4. A multipara "' ith a hi tory of losing one or 
more infants during or following a preYious 
difficult pelvic deliYery. 

5. A primipara or a multipara in whom the 
uterine contractions haYe been deemed in­
competent by both the attending physician 
and the consultant. 

6. The undisciplined, high-strung primipara 
with a so-called "low threshold for pain" 
who is difficul t to manage in early labor. 

7. Prolapse of the cord with a living baby. 
\\hen the breech remains high during the 
second stage of labor, as determined by 
vaginal examination. 

9. Always in preference to breech extraction. 
Allowing for the above situations which are 

best handled by Caesarian section there still re­
mains 0- 5 per cent of breeches which can afely 
be delivered from below. External version during 
the latter weeks of pregnancy is not a part of the 
recommended management and will carry a certain 
fetal mortality in the hands of the inexperienced. 

Once delivery has been decided upon fro m 
below the following poin ts are recommended in the 
management of this delivery : 
1. Consultation be held with a fellow practitioner 

and arrangements made for assistance at the 
delivery. 

2. Remember that about 30 per cent of breech 
births are premature so that sedation should 
be minimal - 50 to 75 milligrams of Demerol® 

alone or in combination with promethazine hydro­
chloride (Sparidol®) are usually sufficient. A 
minimal sedation program also permits the full 
co-operatiYe efforts of the patient at all times. 
This is of the utmost importance during the actual 
delivery. 
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3. Once labor begins bed rest is usually ad,·isable 
to minimize the danger or early rupture of the mem­
brane . If this occurs the fetal heart should be 
checked immediately and if there is any change in 
the rate a ,·aginal examination performed to en­
sure that the cord ha not prolapsed. 
4. If at all po sible a econd physician experienced 
in anae thesia hould be present a t the delivery. 
Proper anaesthesia i probably the biggest problem 
in the management or the e ca es in the small 
hospital. When it is required induction has to be 
rapid and relaxation complete. In the hands of 
the experienced. and with full realization of its 
danger, chloroform can be a very useful agent. 

I prefer to conduct the dehery under local 
anaesthesia with a pudendal block using Xylocaine® 
l per cent. As a precaution, an intravenous drip 
is started so that if difficulty is experienced with 
delivery of the arms and aftercoming head the 
patient can be immediately anaesthetized with 5 to 
6 ml of 2! per cent Pentothal® (100-150 milli­
grams) along wi th . .\nectine® (60-100 milligrams) 
for muscle relaxation 
5. Always do an episiotomy and do it early when 
the buttock are di tending the perineum. Be 
ure it is a generous epi iotomy. 

THE DELIVERY 

The ac tual method of deliYery mo t widely 
accepted i termed an "assisted breech'' delivery. 
Thi means allowing spontaneou birt h of the 
breech to take place to the umbilicus. Hand 
and towels should be kept away until this occurs. 
'fbi is of particular importance with a footling 
presentation where any attempt to apply traction 
from below before complete dilation of the cervix 
occur will result in extension of the arms and head 
with resultant difficul ty and trauma to the fetu . 

Once the umbilicus has appeared and a loop 
of cord brought down the ' ·a si ted" part of the 
deliYery take place. Gentlene s and the avoid­
ance of haste arc of the utmo t importance. \Yhile 
the operator exert gentle t raction from below. 
the a i tant maintain gentle pres ure on the 
baby 's head from abo,·e to keep the head in a 

We are 

unsurpassed! 
Ql;LQRO ~NELSON 

flexed attitude. T his. coupled "·ith the expul ive 
effort of the mother. oon brings the inferior border 
of the scapula into ,;ew. Do not attempt to 
deliver the arms until the latter occurs. 

It doe not matter which shoulder is delivered 
first. \\nichever arm is easie t of access i de­
liYered by pas ing two fingers over the baby's 
boulder and ·'wiping" the arm down over the 

inlant's face. If an arm has become extended 
rotate the body of the inlant completely and away 
from the affected extremity. Thi will free the 
arm and it can then be brought down easily . For 
example, with the baby's back on the mother's 
right and the anterior arm extended rotate the 
body of the baby counter-clockwise. 

With the infant now resting as tride the opera­
tor's arm and a forefinger inserted in the baby's 
mouth to maintain flexion of the head gentle trac­
tion combined with gentle pressure from above is 
usually sufficient to deliver the head. Once an 
airway is established to the baby's mouth ha te 
i no longer necessary . ~fany operators prefer 
the routine u e of Piper· forceps for the delivery 
of the aftercoming head. They should always b(' 
available at delivery and used if any difficulty is 
experienced in advancing the head through the 
pelvi , or undue traction is felt nece sary. How­
ever. remember that any attempt to use them be­
fore the head is engaged carries the arne ri k a 
a high forceps in a cephalic presentation . 

I feel that the mo t importan t factor in th(' 
safe conduct of a breech deli\-ery is to avoid in­
terference with a t tempts a t traction before the 
baby is delivered to the umbilicus. Rather, one 
should rely on the cxpulsi,·e efforts of the mother. 
~~orce from above is natural; force from below is 
not and will onlv re ult in extension of the arms and 
head and difficu-lty. 

There is no place in Obstetrics where expcrienc(' 
and judg ment are more important than in th(' 
management of a breech delivery , particular!~· 
in the primipara. Effor t mu t be made towards 
lowering the perinatal mortality ra te through 
constant attention to the detail of management 
of the patient during her labor and deliw ry. a 

SPECIALISTS 
In making people comfortable 

and '"elcome. 

You can u e and recommend our 
ervice with conlidence. 

IJrlq GU 4tll lloa4 
W ..a31 

FA~l!LY RATE The GOLDEN CHAIN of Hospitality 
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The Use of X -Ray in Obstetrics 
I. A. PERLll\, ~1. D. 

Halifax . . V. S. 

During the pa t quarter century maternal 
mortality has decreased to extremely low level 
and infan t loss has diminished con iderably. While 
many factors have contributed to this salvage not 
the least of these have been diagnostic radiolo­
gical studies of the gravid uteru and the female 
pelvis. As happens with any new development 
enthusiasm ran high and X-ray evaluation of the 
peh·is became almost routine in every pregnant. 
patient. There has been at times a tendency to 
upplant clinical judgment with radiological diagno­

sis, ewn though the la tter is also subject to errors 
of interpretation. :\"ever-the-less there is no doubt 
that the combined efforts of the radiologist and 
the physician doing obstetrics has led to a greater 
success rate in labor and delivery. In recent years 
there has been a leveling off in the number of radio­
logical studie requested particularly in the phere 
of routine pelvirnetr.\·. ~1any obstetricians and 
gent>ral phvsicians have discontinued this practice 
and X-~ay only tho e cases which run in to trouble. 
n·ht>ther this is good or bad I'm not sure, but in 
tht> li~ht of the public fear of radiation hazards 
engendered by pronouncements by such august 
bodies as the .::\ational Academy of Sciences, :\"a­
tiona! Re earch Council. curtailment of routine 
evaluation of pch·ic ize by X-ray may be justi­
fied. I hope. however. that such fears will not 
~o reduce the u e of radiological aides as to cause an 
mcrease in morbidity and mortality rates. 

Let us con ider for a moment the problem of 
radiation ha·~ard . How much evidence is there 
that the amount of radiation u ed in carrving out 
~ peh ic survey in the latter mon ths of pregnancy 
I reall) serious? A review of the litera ture leaves 
one rather confu ed . Certainly there is no con­
c~ete evidence that omatic effects (that is, phy­
SICal damage) is a real problem. Even the care 
et off by reports by such worker a tewari and 

her associates in England in 1956 who reported 
that there was an increased incidence of leukemia 
among children who e mothers had had prenatal 
abdominal X-rays has been refu ted. 'l'he genetic 
effect, however, till has to be reckoned with and 
the geneticists seem to feel. although basing their 
t~tements mainly on the work done in flies and 

m1ce, that ionizing radiation will increa e the 
mutat ion rate in humans. Hodges· says, " n·e 
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mu t accept the considered opmJOn of the gene­
tici ts, that for the welfare of the race any con­
siderable increase in the mutation rate i undesir­
able and therefore we should avoid unnecessary 
radiation of the gonad of subjects who have not 
passed the child bearing age' '. \\-hile this may be 
a valid opinion , never-the-less our concern mu i be 
wi th the mother and her baby in the immediate 
future, lest we run the risk of producing "obstetri­
cal cripples" and damaged babie which are more 
seriou problems than the suppo ed genetic changes 
of later generations. It would appear to me that 
greater harm may well arise from the tendency to 
do rou tine ' ·everything" uch a GI serie , 1\'P's 
etc. ( ince, the cost of X-raying patients is les to 
the patient now), in the non p1·egnant woman of 
child bearing age and in the ca e of patients \l"ith 
an early pregnancy from the fetal point of view. 
The time when most obstetrical films are of ad­
vantage is after 30 weeks gestation. when the dan­
ger from exposure as far as the baby is concerned 
should be least. 

Let us now review those situa tions where 
Obstetrical Radiology may be helpful to us: 

P elvic Capacity 

Pelvic examination of the pregnant patient 
i of course important for several reasons, such as 
the diagnosis of the pregnancy, the pre ence of 
soft tissue problems, the presence of other patho­
logy in the pelvis including evaluation of the cer­
vix, etc. However, clinical estimation of pelvic 
size. wit h perhaps the exception of the outlet, i 
in the main guess work. 'l'he examining fingers 
may distinguish a marked contraction at the mid 
pelvis. but a t the inlet even this distinction is 
more difficult. Pelvimetry. on the other hand, 
can tell us in accurate units of measure just how 
much room we are likely to have a t these areas. 
'l'he methods used in X-ray pelvimetry are many 
and no doubt most are accurate. \'lc have found 
that the Thoms method ha been most helpful 
for us, because first of all it gives a true inlet pic­
ture from which direct mea urements can be made 
and the mid pelvic diameters are readily obtain­
able. Preferably before the patient is allowed a 
prolonged labor the size of her pelvis mu t be known 
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as accw·ately as possible. In the ca e of a primi­
para, in which the pelvis has never been tried, it 
would appear to me that the use of radiological 
estimation of the pelvis would be extremely im­
portant and once this knowledge is obtained the 
size of the pelvi remains about the same for all 
succeeding pregnancies. 

Progress in La b or 
E,·en it one know from previous deliverie 

or pelvic mensuration that the peh;s is adequate. 
one is often batfled by the progress during the pre­
sent labor. Many factors could be at fault be­
sides the peiYis, such a the contractions, po i­
tion of the baby, the dilatability of the cervix etc. 
The X-ray, particularly an upright true lateral 
view could help in ruling out some of the e possi­
bilities uch a presentation and position of the 
baby (which may be difficult to as e s in the 
laboring woman) and the relationship of the pre­
senting part of the pelvis with the degree of ad­
•rancement. 
Presentation and Position of the Baby 

" 'e are at times not quite clear a to what 
the position and pre entation of the baby hap­
pens to be, particularly during the course of labor 
in the pre ence of a contracting uteru . One can 
certainlv mistake a breech with extended legs for 
a verte; . Equally it may be difficult to pick up 
a brow or face pre entation. Here again the X-ray 
can be of immense help in setling the tory straight. 
In talk-ing about breech. particular)~· in a primi­
para, where the pelvic estimation is rather clouded . 
it certainly would be of extreme value to have an 
accurate estimation. particularly of tl1e inlet, 
before the baby is delivered to the head. and then 
get caught up in an unsuspected small area. 
)1ultiple pregnancie can often be only suspected 
and it takes an X-ray to make the diagno is more 
definite. .AU of u can remember difficulties 
with the second t"·in pre enting as a transverse 
pre entation. Knowing that the second twin 
must be delivered relatively oon after the first 
one in order to keep the fetal loss do,\·n to a mini­
mum, it has happened that the unexpected trans­
verse pre entation resulted in hand down and then 
the hazard of internal vcr ion is added to the 
delivery. If one could recognize that the econd 
!\Yin was in the tran vcr c one might try to ad­
just the presentation before rupturing the econd 
sac. Here again the X-ray during the cour e of 
labor might help in clearing up the m~·stery. 

The tense uteru of polyhydrarnnio makes it 
difficult to a e the presentation and po ition 
of the baby or for that matter the state of the baby. 
Here there quite often is a sociated orne abnor­
mality of the fetus such as an anenocephalic or a 
hydr~cephalic and these should be recognized 
beforehand. if at all possible. 
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Bleeding in the Third Trimester 
The X-ray has been particularly helpful in 

those cases where the patient has a relatively 
mall amount of silent bleeding and the baby 

still has some 6 to 8 weeks remaining to term. 
The question of diagnosis must be answered and 
yet it is rather precarious to examine the patient 
digitally to determine if there is a Placenta Previa 
because this might precipitate brisk hemorrhage 
necessitating a radical approach. It would be 
better if one could carry the baby a bit longer and 
thus conservative therapy is indicated. The use 
of placentography to outline the position of the 
placenta ha been of considerable value in deciding 
what course of action one hould take. There 
are many methods of placentography. The oft 
tissue technique is the one that we use because it 
bas been a accurate as any other method and i 
the simplest to do. There is a claim that the newer 
methods using rad ioactive isotopes are not a 
hazardous from the radiological point of view. 
However. for small hospitals with limited availa­
bility of i otope banks the e methods are really 
impractical. 

Problems 
With recent ad ,·ances in handling the Rh 

problem babies the X-ray has been inYaluable in 
tho e ca es where in trauterine tran ru ion are 
carried out. 

Other Uses 
The X-ray may be J1elpful in diagno ing 

pos ible intrauterine fetal death. or it may be 
helpful in differential diagnosis of a secondary 
abdominal pregnancy. The e other uses are per­
haps very infrequently re orted to. 

\\-e can see from the foregoing that diagnostic 
radiology can be of immense benefit in the proper 
handling of our obstetrical patient . I make a 
plea that we not be stampeded into refraining 
from the use of the X-ray. I am not suggesting, 
by any means, that the routine u e of radiolog­
ical aids be done iu every case, however. I cer­
tainly feel that at the least sign of trouble it is of 
immen e \·alue to get all the information pos­
sible before tackling the problem at hand. It i 
important that one does not rely solely on the 
radiologist's report but that all of us doing ob­
stetrics hould t ud\· the films ourselves and thus 
make thi the combined effort that it should be. 

0 
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Pregnancy and Rh Antibodies I 
J. ~leD. CoRsTox. ::\-I.D. 

Halifax . .Y. S. 

Intelligent upervtston with trict attention 
to detail in pregnancie showing Rh antibodie 
will ~an' babie · lives. • evertheless it has been 
est irrahd that no Ie s than onehalf of the pregnant 
women in Xova c;otia continue to be deprived 
of Hh determination during pregnancy. The 
~Iedtral Profession mu t, in all conscience, remedy 
this state of neglect until all gravid women are Rh 
te>trd. 

In a given ca e in which Rh antibodies are 
dett·t•ted a definite plan of investigation must be 
followrd if the baby is to be safeguarded as much a 
posstbll'. T herefore, at the first prenatal visit 
the Obstetrical hi tory of a previously affected 
bahv b noted in detail, including laboratory results 
if obtainable. Et•cn with a negative history. blood 
is st>nt to the laboratory for Rh determination and. 
if Hh negative. te ting for antibodie . IC anti­
bodits are detected early in pregnancy further 
blood specimens are obtained at monthly inten ·al 
for ~q:~ular antibody titre estimat ion until thE.' 
. ixth month, every two weeks until thirty week . 
and then weekly . 

.\11 sensiti ed Hh negative expectan t mothers 
should have an a mniocente is performed at about 
the thirtieth week of pregnancy. or earlier (even 
as early as the twentieth week) if the antibody 
ti tre is high. Thi is a relat i,·ely simple procedure 
in me ~t ca es but is not wi thout po ible complica­
tions. .\pproximately 10 mL of amniotic fluid i 
aspirat{'d by mean of a Ko. 20 pinal needle 
insert{'d through the abdominal wall and into th{' 
amniotic sac. Thi i pcrfonoed with the aid of a 
local anest hetic. The fluid thu obtained i sub­
mitt<>d to the laboratory for bilirubin content 
<'stimation by means of a spectrophotometer. .\ 
quaHitative e timation of the liquor bilirubin is 
also obtained. 

\fore specificaJiy the bilirubin content of the 
liquor amnii i plotted against the tage of ge ta­
tion to determine the ri k to the affected foetu . 
T his fac t help greatly in a ses ing the ca e and 
then·by determining when best to induce labour. 
Howe\·{'r. one mu t a e s every ca e by using the 
clinical data such as history, size of foetus, pre­
once of orne degree or hydramnio . the blood 

antibody titre estimation and the liquor amnii 
bilirubin content. Only with all this information 
should the decision be made a to how and when 
induction i to be carried out. 

A suggested practical cheme of management 
to correlate the bilirubin level with t he s tage of 
pregnancy would be a foiiow : 

Li(JUOr Bilirubin Level 
mg per 100 oo 

Over 0 30 
0 . 20 . 0 .29 
0 . 14-0 . 19 
0 .08- 0 1:3 
0 .07 or less 

Induce at 

33-34 weeks 
34-35 weeks 
35-36 weeks 
36-47 weeks 

40 week-

\ ·aginal delivery i the method of choice in 
the intere ls or the e affected babies but some­
times. when attempted induction much before 
term fail . Cae arian eclion mu t be performed . 

\\hat can be done for the grossly affected baby 
a donated by the hi lory; ,·er~· high blood anti­
body titre early in pregnane~· ; extremely high 
bilirubin content in the liquor amnii? In the e 
desperate ca es intrauterine blood transfusion or 
the foetu mu t be performed if the baby is to 
haYe any cha nce of surviva l. Thi procedure 
ha been performed ten times invoking ix patient 
in the pa t year in Halifa x (four ea e . had two 
such lran fusions) with the salvage of three of the 
infaul who remain alive and welJ. Thi foetal 
alvage rate of 50% compares favourably with 

other centre where this treatment ha been 
adopted. 

The method wa fi rst de cribed by Liley (I) 
of Xew Zealand. An l em. 16 gauge Tuohy 
needle i inserted under local anesthesia. through 
the abdominal wall and on into the peritoneal 
cavity or the foetus. The preliminary injection 
eight to ten hours previou ly or 20 c.c. of a 76% 
olution of Renografin into t he amniotic ca,·ity 

allow the foetus to wallow thi contra l medium 
with resulting opacity of the foeta l bowel. (Figure 
1.) This aid in the ub cqucnt location or the 
tip or the Tuohy needle within the foetal peri toneal 

F'rom the Committe<> or Fetal ~faternal Incompatibility . • \fedical Society or ::\ova Scotia. 
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F'igurc I. C'onlra.st medium in fetal in­
lestin~. 

cavity (Figure 2. .\n epidural catheter is fed 
through the lumen of the Tuohy needle which is 
then withdrawn. 70 to 100 c.c (det>ending on 
the estimated .ize or baby) or frc hi.\· prepared 
packed cells is injected through the epidural cathe­
ter into the peritoneal cavity or the foetu as it 
lie in utero. Thi blood is thus ab orbed b'· the 
foetu and the pregnancy can be prolonged. · Ten 
days later the procedure i u ually repealed. !<'ol­
lowing this second transfu ion the pregnancy i 
allowed to continue for a further two or three 
weeks and then induction is attempted. If the 
Induction fail a Cae arian ection rna,· have to 
be performed. Immediately after birth- the baby 
"·ill probably require one or more exchange tran -
fusions. 

F'i~ure 2. Xeedle in fetal abdomen. Addi­
tional contrast medium ,hows outside 
irll~>tinc. 

.\ Committee con i ting of four Ob tetricians 
and three Pat>diatrician ha been formed in Halifax 
to consider the e ca es of Hh incompatibility. 
rrhi Committee meets weekly to con idcr ca cs 
submitted b~· D octors in the· Pro,·ince. We feel 
that thi Sl'r\"ice is Of Yalue in aiding doctors in 
the particular problems which arise in the e ca e . 

Any Doctor. who ha a patient bowing Rb 
incompatibility. i inYilcd to phone (collect) or 
write to: 

Committee of F etal ~Iatcrnal l ncompatibilitr, 
5 21 1; ni n rsi ly .·\\·en ue. 

Halifax. X. 
Phone 422-6501 (Ob tetrical f{esident on Duty) 

0 

Fee Discounts Hurt You and Your Plan 

You sub idi e commercial in nrance companie when you accept from them a payment in full ometbing 
le s than your normal fee for medical services rendered. Thi allows commercial in urance to take away low 
risk group from our own doctor ponsored plan. ::\Iaritime l\Iedical Care. 

:\1:\IC i left with the high risk groups that commercial in urance will not cover, making it le s competi­
tive and forcing the premium up. 

Hemember:- Bill the patient for the remainder of your f ee. then how him how ::\Iaritime ::\Iedical Care 
Insurance would do away ,,·ith extra medical bill . 
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Treat Preeclampsia Early 
G. H. FLIGHT. M .D. 

H alif ax. N . S . 

Toxemia of pregnancy accounts for 20 per cent 
of all maternal deat hs. is a potent cause of fetal 
wastage and a major etiological factor in pre­
maturity. This is so because the dangers from 
well established preeclampsia are: - Abruptio Pla­
centae. intrauterine death of the fetus, and eclam­
psia. 

To reduce the complications from this syn­
drome of hypertension. fluid retention and albumi­
nuna. it is imperative that the diagnosis be made 
early. This is possible since the natural evolu­
tion of this disease is from a stage of signs through 
a stage of symptoms to a stage of convulsions. In 
some ca es the final stage is abruptio placentae 
with intrauterine death of the fetus. instead of 
convulsions. 

T he main principle of management is to 
modify the stage of signs so that delivery may 
safely be achieved before symptoms, convul ion 
or other ca tastrophies super vene. The sooner 
the s1gns are detected and appropriate ac tion 
taken the greater the chance of a successful out­
come for bot h mother and child. It is thus far 
more important to emphasize the firs t hints of 
impending toxemia t han to describe in detail the 
later stages which should seldom be seen nowadays. 

In a n ob tetrical population i t is possible to 
pick out the patients who are most likely to deYelop 
toxemia . The e pa tients then become suspect and 
as far as toxemia is concerned can be considered 
high risk. They arc :-

1. The primigravida - especially the teenager. 
2. The pa t ient with e sential hy pertension. 
a. The pa tient with chronic renal disease. 
4. T he pa tient with a labile blood pressure. 
5. The Diabetic and the pre-diabetic. 
6. The short stocky female. 
7. 'l' he patient with a previous his tory of toxem ia. 
8. The abnormal weight gainer. 
9. T he obese woman. 

. \ rmed with this information. the doctor is 
on the lookout for toxemia in his obstetrica l 
patient. The diagnosis i aided by the fact thai 
in t he aYerage ca e there appears to be a progression 
from fluid retention with increased weight gain, 
to hyper tension and finally albuminuria. 
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Weight Gain. A weight gain of more than 
one pound a week may be taken as indicative of 
excessive fluid retention in the tissues. Pre­
eclampsia usually appears after the 30th week of 
pregnancy - although it may present sooner in the 
case of hydatidiform mole, multiple pregnancy or 
pre-existing hyper tension or renal disease - and 
it is during the final 10 weeks of pregnancy that 
abnormal weight gain is especiaUy to be looked 
for. .As a rule the woman whose toxemia presents 
fluid retention as the main feat ure arouses less 
anxiety than the one in whom hyper tension is 
more prominent; indeed in the absence of hy per­
tension or albuminuria i t may not be ea y to decide 
whether or not the diagnosis of toxemia is fuUy 
ju tified. The best plan in such a situa tion is to 
deal with the case as one of toxemia unless some 
other explanation of the fluid retention or edema 
is forthcoming. 

Hypertension. ' \hile a blood pressure of 
140 /90 mrn /Hg or above is generally regarded a 
the criterion for diagnosis of preeclampsia, one 
must remember that in young girls whose normal 
blood pressure may be 100 /60, a rise to 140 /90 
is qui te significant. It is probably better to choose 
a ri e of 30 mm in the systolic and 15 mm in the 
dias tolic as being ignificant. Certainly one does 
not need to wait for albuminuria to make a diag­
no is of preeclampsia. 

A lbuminuria. The presence of albumin in 
the urine reflects vascular spasm, ischemia and 
necrosis in the renal Yessels and in this event a 
similar process may weU be at work in the utero­
placental circulation. Once albumin leaks into 
the urine the risk of placental failure in one form 
or another is Yery real. Hyperten ion and edema 
may be observed with relative impunity, but to 
trea t conservatively the woman with albuminuria 
is hazardous. Of course one must attempt to 
make an accurate diagnosis and be sure that the 
albuminuria is not on the basis of renal infection 
or that i t had not been noted i n early pregnancy 
indicating pyelonephritis or some other renal 
disease. 

The management of toxemia of pregnancy 
may be described as rest and seda tion until de­
livery. The obj ect should be to treat the disease 
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in the stage or signs and not wait for symptoms 
to occur. pecifically one should be Yery strict 
with the caloric intake for the abnormal weight 
gainer and to omit salt from the diet when rluid 
is present. I n addition to thi . diuretic gi,·en 
intermittently in therapeutic dose may be gi,·en 
on an out patient basis. These patients should 
be seen e,·ery week and if the blood pressure rises 
further or rluid retention increase . despite these 
simple measures, admi sion to hospital is impera­
ti,·e. One should not wait for albuminuria to 
doYelop before ho pitalizing the pa tient. o long 
as the situation improYes, or at any rate remains 
static, the pregnancy may be allowed to continue. 
once the last 2 - 3 weeks of pregnancy are reached 
induction should be considered as there is little 
to be gained in terms or fetal maturity and much 
to be lost if placental failu re occurs. A good dea l 
depends on the ob tetrical circumstances - for 
example. the reliabi lity of the dates. the estimated 
size of the baby and the state of the cen ·ix - and 
each case mu t be judged on its merits. 

I n the very occasional case in which ind uc­
tion fails or the toxemia a sume a more fulmina t-
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ing form cesarean section may require considera­
tion. Any indication for induction should be strong 
enough to justify cesarean section if the induction 
fail . The dividing line between in tervention and 
meddlesome obstetrics is always a narrow one, 
and in the case or toxemia interference should be 
deferred until tho risks to mother and child arc 
thought to out-weigh those inherent in induction 
and premature birth. 

Summary 

I n handling obstetrical patients one must 
be on the lookout for the development of pre­
eelamp ia and in itia te simple measures early, even 
to the point of over treatment. so as to modify the 
natural history of the disease until the patient is 
in the later weeks of pregnancy when delivery can 
be achieved with relath·e ca e. Unti l such time 
as the etiology and pathology of this condi tion 
is elucidated, opening the way toward specific 
therapy and finally to pre,·cntion, all charged 
with the care or ob te trical patients must exercise 
con tant ,•igilance. o 

designed for long-term, 
high-dosage salicylate therapy 
without gastric irritation 

"ENTROPHEN" -
T he special " Polymer 37"* coating of " Entrophen" pre­
vents the release of the acetylsalicylic acid in the stomach, 

DOSAGE : One to l our tablets every fou r hours. 

Each " Polymer 37"-coated tablet contains 5 g r. of acetyl­
salicylic acid. 

Boll/es of 100 and 500 tablets. 

*Patented 1959 

20 J A.'\UARY, 1966 



CASE REPORT 

Secondary Amenorrhea 
DouGLAs CuDMORE. M.D. 

Halifax, N. S. 

Case Presentation ; :\Irs .. G. 
Chief Complaints ; Ces ation of men truation , 

mfertility. 
History of present illness; 

2;) year old female. ccondary amenorrhea 
since age twenty. :Menarche occurred at age 
sb:tc ·n and regular menses continued for the next 
two nars. During the next year he had only 
four period . though all were normal in character. 
. -\ t a~P 20 she wa married and ha not menstruated 
iner. ' he has never experienced dysmemorrhea. 

During her fh·e years of marriage she and her 
husband have not practised birth control and no 
pregnancies have occurred. 
Pertinent functional Inquiry ; 

Tht' patient is a registered nurse and is en­
joying good general health. There i no hi tory 
of cl1 nge in weight. There i no evidence of any 
emot onal or marital problems (hu band wa al o 
intcr\lewed ). 'rhe patient docs not ha,·e head­
aches or vi ual disturbance . There i no heat or 
cold intolerance or change in the texture of the 
skin or hair. There has been no change in voice 
or distribution of body hair. 
General Physical Examination ; 

The patient is a well developed white female 
IU!'asuring 5'2" in height and weighing 130 lbs. 
Th!'rt are no visual field deficit and no e,·idence of 
pap: ioedema. The thyroid is normal to pal­
pat ton and the texture or the skin and hair i nor­
ma T here i no e,·idencc or hirsutism. The 
bn•asts are normally developed. The remainder 
of the physical examination is within normal 
limits. 
Pelvic Examination: 

'\orrnal external genitalia. There is no cli­
toral enlargement. Yagina appears healthy and 
exammation of a vaginal smear re,·eals moderately 
good e trogen upporl. The cen ·ix is healthy 
and Papanicolaou smear Cia I. The uterus is 
of normal size, and is mobile. Both ovaries are 
palpable and normal in size. 
Special Examinations and Laboratory Studies : 

Husband 's sperm count: perm of normal 
quantity and quality. Endometrial biopsy - pro­
lift rative endometrium Progesterone withdrawal 
tC'sl - 2 days of light bleeding. Hy terosalpingo-
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gram- both fallopian tube pa tent with no evidence 
or local pathology or the uterine ca,,;ty . 

'rhe following laboratory studies were all 
normal: Hemoglobin, White blood cell count, 
urinalysis, ac and 2! hr. pc sugar, chest X-ray, 
kull X-ray. protein bound odine. and the twenty-, 

four hour urinary excretion of 17-ketosteroids 
17-hydroxycorticosteroid and pituitary gonado­
tropins . 
Diagnosis : econdary amenorrhea of functional 

origin. 
Treatment : 

A. The patient was sent home for three 
months during which time she recorded her ba a l 
body temperature daily. At the end or this time 
her amenorrheic status had not changed and her 
ba al body temperature remained monopha ic 
(anovulatory). 

B. The patient was then discharged on the 
fi rst half (3 months) of a double blind tudy com­
paring the e!fectivcness or a placebo and Clomi­
phene citrate (Clomid). a new oral agent being 
u ed for the treatment of anovulation. At the 
end of three months she still had not menstruated 
and her basal body temperature was persistently 
monophasic. 

C. During the next three months of the 
study the patient had two apparently normal 
men trual periods. Both of the e were as ociated 
with a lutl!al phase ri e in the basal body tempera­
ture (ovulation) and endometrial biopsy on both 
occa ions revealed secretory endometrium. 

Upon breaking the code of the double blind 
study it was found that the patient received placebo 
during the first three mon th and Clomid during 
the Ia t three months. 
Discussion: 

The investigation and treatment of infertility 
due to econdary amenorrhea is ba ed on a clear 
understanding or the phy iology or menstrua tion 
and an awareness of the more common conditions 
responsible for these symptoms. 

Table I pro,;des a brief outline of such con­
ditions. All the in,·estigations including the his­
tory and physical examination are orienta ted by 
such an outline. ( ee table II). 
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'l'ABLE I THE COY.\lONER CAUSES OF SECONO.\RY A.\lENORRUEA 

I. Physiological - Pregnancy, ~[enopause 
2. ystemic Conditior•s - Severe Diabetes, Ad,·anced :\falignancies. 

Severe :Malnutrition, Obesity 
3. Hypothalamic Dysrunction - Psychogenic, Chiari-~'rommel yndromo 

Pseudocyesis 
4. Pituitary Disorders - Sheehan's yndrome, Tumours 
5. Th~Toid Disorders - ~[yxedema, Thyrotoxicosis 
6. Adrenal Disorders - Adrenal Hyperplasia, Tumours 
7. Ovarian Oysrunction - Stein Leventhal yndrome, Tumours. 

lJ terine Disorders 
Premature Ovarian ~'ailure 

- Rerractory Endometrium 

9. Idiopathic Disorders 
lntrauterine ynecchiae (Asherman's Syndrome) 

- ~'unotional Amenorrhea (Ovulatory Failure) 

TABLE II OUTLr,;E OF r,;vESTIGATIO NS 

I. Thorough history 
2. Complete ph~·sieal examination 
3. Pelvic examination 
4. Endometrial biopsy or progesterone withdrawal test 
5. Ir investigations are ror infertility - (a) examination or husband's semen 

- (b) hysterosalpingogram 
6. Laboratory studies - Hemoglobin, WBC, Urinalysis, Skull X-ray. Chest X-ray. 

Protein bound iodine, 24 hour urine collect ions assayed ror: 
(a) 17-Ketosteroids 
(b) 17-hydroxycorticosteroids 
(c) pituitary gonadotropins. 

If infertility is the prime objectiYe of inYesti­
gation an examination of the husband's semen is 
indicated after the woman has had a thorough 
history and physical examination (including a 
peh"ic examination) and before proceeding to the 
special examinations and laboratory studies. 

Such investigations provide more than a step 
towards tho treatment oC infertili ty. They pro­
vide an opportunity to detect serious underlying 
disorders (eg. tumours) and thus allow prompt 
treatment. AI o, they prodde considerable p y­
chological relief to the patient who not uncom­
monly is anxious about her lack or monthly in­
convenience. 

Although the list of cau es which can re ult 
in secondary amenorrhea i rather large. more 
often than not the investigations fail to reveal a 
specific, and usually more easily treatable. disea e. 
Thi leaves the physician with that rather nebulous 
diagno is of "secondary amenorrhea of functional 
origin". 

Our understanding of the pathophysiology 
of functional amenorrhea is still incomplete. How­
ever the ba ic defect appears to be persistent failure 
of ovulation. Therapy therefore hould have as 
its objective the stimulation of ovulation . 

Therapeu tic stimulation of ovulation in the 
past has been unrewarding. At the pre ent time 
results are more encouraging with the u e of human 
pituitary gonadotropin preparations and Clo­
miphene citrate. 

The scarcity of human pituitary preparations 
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precludes its wide pread clinical use at the present 
time. 

r'or the past two years Clomid ha been used 
on a clinical re earch basis in this centre for the 
treatment of functional amenorrheic and oligo­
menorrheic women in whom the only defect ap­
peared to be failure of ovulation. Clomid i a 
non-steroid compound related to TACE which 
has been shown capable of inducing OYulation in a 
high percentage of cases. It may be given orally 
and its toxicity and side-effects are few if given 
in the proper dosage and the patien t are closely 
followed-up. 

In the study carried out in this centre Clomid 
and an identical placebo were used in a carefully 
controlled double blind tudy. Each patient 
receh·ed placebo or Clomid for three months and 
during the sub equenl three months the alternate 
medication was gh·en. T he identity of the medi­
cation wa not re,·ealed until completion of the 
enti.re tudy. 

The result of the study may be summarized 
as follows:-
(a) 10% of patients began menstruating (o,·ula­
tory) during their investigations or before begin­
ning treatment - thus in some cases this is a self­
limiting disease. 
(b) 20% of patients responded (ovulatory) to 
placebo - thus in orne cases there is a psychogenic 
factor which may not be obYious. 
(c) _.\pproximatcly 50o/c will respond to Clomid 
(eg. as did ~Ir . . G. ). 
(d) 20% failed to show any response. 

0 



C.\SE REPORT 

Carcinoma of the Cervix in Pregnancy 
B. EPSTEI::\. :\LD. 

Halifax. S. . 

Carcinoma or the cen·h coexisting with preg­
nancv is rare, the incidence being reported from 
1 :2500 to 1 :22,000 deliYeries. Pregnancy com­
plical ng carcinoma of the cen·ix, however. occur­
in one to three percent of the ca e . The average 
age at which th is di ea o is disco,·ered in pregnancy 
is 35, and parity approaches rive. The most com­
mon symptom are persi tent vaginal bleeding 
( or· and discharge (20%). I n only six percent 
of 11 t 'ases a vi ible mass is present on the cervix. 
In "•nn percent the carcinoma i not discovered 
unl late in labor, when the patient is examined 
,·agmally to determine the cause of dystocia. 

even to ten percent or the ca es of carcinoma of 
the c 'nix in pregnancy are asymptomatic. The 
following ca e report illu trates orne of the above 
findings. 

..\Irs .• .\., a 29 year old white female Gravida 
fiw had her last menstrual period . \ugu t 15 63. 
ll l'r periods were prolonged but regu lar, 10-14 /2 . 
Sh(• had no history or vaginal discharge, or po t 
cmttJI bleeding. Three months later he con ulted 
her physician and the diagnosis of pregnancy 
wa~ established although no peculu m or cytologie 
exam ration was carried out. At 23 weeks gesta­
tion she developed pai11less bleeding per vaginam. 
The physician attributed this bleeding "to a mi -
ear •ge" and he wa ad,·i ed to rest for two week 
Xo ~>'!vic examination wa performed. T he bleed­
ing sub,ided although he continued to have a foul 
~me lmg brownish vaginal discharge. he again 
consulted her phy ician who a sured her without 
pelm· examination that she was still "threatening 
to haH~ a miscarriage, and that nothing furthl'r 
thar rest wa indicated.'' 

In ..\larch 6-l the patient wa ecn in the Emer­
g<'nt·~ Department of the \ 'ictoria General Hospital 
bC<·ause of heavy vaginal bleeding. Abdominal 
examination revealed the pregnancy to be ap­
prox mately 30 weeks. Pelvic examination wa 
not ('arried out, and the patient was transferred 
to t •c Grace ..\Iaternity Hospital with a tentatin 
diag!'O'is of placenta previa. Bleeding ubsided, 
and arrangements were made for the patient to 
return to the prenatal clinic. and to have a placento­
grarn at that time. Careful speculum examina­
tion at clinic in her 33rd week of pregnancy re­
vc:d(•d the posterior Lip of the cen·ix to have a 
granular exuberant appearance re embling a cer­
' wal e\·ersion. Cytologic smears were reported 
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as susptctou . (Class Ill ). Before repeat smears 
could be made the patient was readmitted to hos­
pital because of recurrent vaginal bleeding. The 
placentogram bowed no evidence of previa. pec­
ulum exam wa repeated. and the posterior lip of 
the cervix was biopsied. Biopsy was reported as 
invasive carcinoma of the cervix. In order to 
obtain a more mature fetus, the patient was kept 
in hospital until the 36th week of pregnancy. At 
this time a low trans,·erse Caeserean ection was 
performed '''ith de!iYery or a Li,·ing female tnfant 
weighing five lbs. Her po t operative course wa 
complicated by pneumonitis which re ponded to 
therapy. Ten days post operatively she was 
transferred to the '\"ictoria General Hospital for 
radiation therapy. At pre ent he is aliYe and well. 

Thi ca <' erve to illustrate the follo,,·ing 
points: 

1. The need for every woman, pregnant or 
not pregnant to have pelvic examination and cyto­
logic studie . It is known that seven percent of 
all cervical carcinomas occur in women under 30 
years of age. In a tudy at ..\f.D. Anderson Hos­
pitaL the younge t patient with carcinoma of the 
cen·ix in pregnancy was 19 years. We have een 
a ca e in a 20 year old. 

2. The cause of bleeding in pregnancy should 
be established whenever po ible. '\"aginal bleed­
ing at 23 weeks ge tation diagno ed as being due 
to miscarriage is untenable without ,;sua! examina­
tion of the cen ·ix. 

3. "-hile painle bleeding in late pregnancy 
may be attributed to placenta previa, and digital 
pekic and rectal examination are contraindicated 
in order to prevent seriou hemorrhage, careful 
speculum examination is es entia! to exclude other 
causes. 

4. The prognosis becomes extremely poor if 
the fetus i a llowed to deliver through an untreated 
carcinomatous cen-i"X. 

5. The clinical stage or the carcinoma in 
pregnancy, a in the non pregnant, is regarded as 
the most important criterion or prognosi . Delay 
in diagno is leads to a poor prognosis. Early 
detection is imperative if we are to improve the 
present overall five year survivals of 44 to 55 per­
cent. 

6. , . aginal bleeding at any age from the cradle 
to the grave means carcinoma of the cen·i.x until 
proven othenvise. o 

JA)lUARY, 1966 



• 14 while tablets with 
Mestranol alone. 

•6 blue tablets with 
Mestranol plus Norethin· 

drone to help regulate the 
normal menstrual flow. 

•Acceptable to over 97% of 
patients studied-virtually 
100% effective. 

• Time-tested active ingredients. 

•The DIALPAK• Tablet Dispenser 
offers a simple, uncluttered approach 
to regular dosage. 

Sequential in nature- Balanced by design 



Last month the Federal Elec­
tion was occupying everyone's 
thoughts, - especially those doc­
tors who were candidates. To 
those who won our congratula­
tions. - to those who lost. well­
better luck next lime. This 
month, in Xew '\aterford , Dr. 
Na thanson is running for Mayor. 
complete with a 75 car motorcade 
and a combination get-together 
rally, a nd local folk festival which 
packed the Assumption Hall. 
Dr . Nathanson, a Glace Bay 
native. who has been a medical 
practitioner in the town for the 
last ten year . and took a leading 
part in the planning and realiza­
tion of the community's new 
hospital. was the principal speaker 
and stressed the importance of 
utilizing e,·ery a,·ailable resource 
to open up new projects and ob­
taining expert guidance in munici­
pa I affairs. 

In Stewiacke, Dr. Harry B. 
Havey who has been mayor since 
1921 will not seek re-election this 
year. Forty years is an honour­
able term of service in civic go,·­
ernment for anyone, especially an 
actiw physician. 

Dr. J . S. Munro of Xorth 
Sydney was returned as :\layor by 
acclamation. 

AXT!GOXISH-G UYSBOROt:GR 

:\lEDICAL SociETY 

Kamed to the executi,·e of St. 
Francis Xavier Uni,·crsity Alumni 
Association were the following 
doctors, for varying terms of 
sen ice: Dr. William Reid, 
Sydney. Dr. T . L. Sullivan, 
Sydney. Dr . Marjorie Smith, 
Halifax, and Dr. Robert Green­
ing, Antigonish. 

C .\ PE BllETON :\1EDIC.\L OCIETY 

A one-day workshop under the 
sponsorship of the local branch of 
the Canadian :\!ental Health As­
sociation was held during No,·em­
bcr in ,·dnev. It was conducted 
by Dr . • Raymond Prince, lec­
turer in Psychiatry at McGill and 
an executive of the Famih- en ·ice 
Council of :\l ontreal. · 

At a meeting of the Board of 
Directors of the ydney branch of 
the Canadian Arthrit i and Rheu­
matism Society . Dr. Austin Mac­
donald reported on the consulta­
tive clinics held monthly in Syd­
ney. Xew \Yatcrford, Glace Bay 
and Xorthside. and told the meet­
ing of the second succe ful annual 
meeting held in Inverness. October 
8, 1965. 

In Xew \\"aterford. Dr. Mi­
chael Laffin , the community's 
representative in the X.S. House 
of As embly. spoke at Central 
High chool 's war memorial ob­
servances on Xovember 10. He 
is an alumnus of the school a 
well as a former R.C.A.F. Flight 
Lieutenant and prisoner of war. 
Dr. Laffin also spoke before a 
largely attended meeting of the 
Ylount Carmel Home and chool 
Association on the school building 
programme and its requirements. 

Dr. Jim Cruickshank, who 
has been practising in Sydney as 
a neuro-surgeon has accepted a 
position in Portland. Oregon. 

H .\LIFAX :\1EOIC.\ L SOCIETY 

Dr. J . K. B. Purves and Dr. A. 
Shears attended the 3rd Annual 
Symposium on "'rhe :Vledical As­
pects of Sport" in Toronto on 
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~ovember 25th. Dr. John C. 
Szerb, head of the Department 
of Psysiology and Biophysics a.t 
Dalhousie has been appointed to 
t he Yledical Research Council of 
Canada, and also to the sub-com­
mi ttee on clinical research. 

Dr. H. H. Tucker, Halifax, 
speaking, lo a report submitted 
by the Traffic Accidents Commit­
tee, adYised the establishment of 
"Trauma Teams" throughout the 
province to treat seriously injured 
accident 'ictims. A head team 
of various specialists would be 
stationed at Halifax whose func­
tion would be to train other teams 
to work in the proYince. 

:\lore than 250 delegates to the 
Atlantic Pro\'inces Physical and 
Recreation Association Conven­
tion turned out in Dartmouth 
recently to hear Dr. Charles M. 
Harlow, director of laboratories 
at Camp Hill Hospital and Dr. 
Charles Macdonald, surgical ad­
viser lo St. .Mary's Uni,·ersity 
Athletic Department. 

The committee of the Dart­
mouth Medical Society who are 
to act as an ad,·isory group to t he 
Ho pita! Committee on medical 
problem in order to accelerate 
the erection of a hospital in Dart­
mouth, is composed of Dr . Robert 
Wentzell, chairman. and Drs. 
W. Verge, F . Hanko, D. J ohn­
son, D. Morris, A. Hansen, 
P. F . Ferguson and C. H. 
Young. 

'VA LLEY J\1EOICAL OCIET\' 

Dr. Grant Worthylake and 
· Dr. N. A. Toes have been ap­

pointed medical examiners for 
King's County. They succeed 
Dr. Earle Reid who has left for 
postgraduate work. 

CoxcnATULATIONS 

To Dr. Anne Linder Ham­
merling who was the first woman 
to be giYen a le timonial dinner 
by the Halifax Jewish commun­
ity. Dr. Hammerliug ha kept 
up her own medical practice, has 
two grown up daughters, both of 
whom were married last summer. 
one to a doctor and the other a 
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:May graduate in Medicine her­
self. She has giYen tremendous 
assistance to Bonds for Israel and 
the Hadussah programmes for 
medical aid in Israel. 

Las t month we congratulated 
Dr. Walter C. MacKenzie and 
now again we salute him on his 
being Yoted president-elect of the 
American College of Surgeons 
at the annual clinical congress in 
Atlantic City :-.r.J. As is well 
known Dr. 1vi acKenzie is Dean 
of ~Iedicine at the UniYersity of 
Alberta and President of the 
Royal College of Physicians and 
Surgeons of Canada. 

Dr . Ian Gilchrist and family 
have taken up residence at ~1oose 
Factory, :-.rorthern Ontario. The 
people serYed by the hospital are 
largely Cree Indians and Eskimos. 
Emergency trips to and from the 
hospital have to be made by 
plane. Fifty below zero will be 
a change from the moist heat of 
Angola or the Congo. 

And now, as Christmas ap­
proaches, our doctor yachtsmen 
regretfully lay away their gear 
and wait for spring to come. Yet 
some of them can look through 
the long winter at the trophies 
theY have won and plan new 
str~tagems for when they go down 
to the sea again. Our congratula­
tions to the Halifax and Dart­
mouth doctor who at the Annual 
Prize Presentation of the Royal 
K OYa Scotia 1 ach t Squadron held 
on Kovember 12 won one or more 
of the various awards. These 
are Dr. A. Trias - a tankard; Dr. 
Gordon Bethune - fiYe awards: 
Dr. ~. B. Trask - three awards : 
Dr . John Filbee - two awards; 
Dr. ~I. G. Tompkins - one award; 
Dr. H. H. Tucker - two award ; 
and Dr. B. F. Miller - one award. 

BIRTHS 

To Dr . a nd Mrs. Au yuab 
Mohammed, (~1ary Ling), a 
son, Ian Jamal, at the Grace 
~Iaternity Hospital, Halifax. on 
November 20. 1965. 

To Dr . and Mrs. R. E. Mun­
r oe, (nee:-.roreenKeyes), adaugh­
ter, Heather Ann, at oldiers' 

~Iemorial Hospital, :VIiddleton, 
N. S. on ~ovember 15, 1965. 

To Dr. and Mrs. J odh K. 
Sangh i, (nee Yvonne Smith), a 
daughter, Krishna Maia, at the 
Halifax I nfirmary, on November 
19, 1965. 

To Dr. and Mrs. R. A. Went­
zell, (nee Doris Langille), a dau­
ghter, at the Grace l\Iaternity 

The doctor 

Hospital, Halifax, on October 26, 
1965. 

OBITUARIES 

\Ye regret to record the death 
during ~ovember of Dr. Charles 
Hornans , graduate of Dalhousie 
in 1926, who until recently was on 
the staff of Camp Hill Hospital 
and also practised in Hubbards. o 

spent a comfortable night 
Terpo-Dionin with its " 3-way" rel ief (sedative-anodyne-­
expectorant). gives coughing patients-and their doctor 
- an undisturbed night. 
Eoch teaspoonful (5 mi.) contains 5.5 mg. ethylmo1phine HCI; 13.9 mg. te~pin hyd11te; 5.0 mg. 
gueiecol: 10.2 mg. calcium glycerophosphate: white pine compound bue. Douge : One tea · 
spoonful every three hours. and one at bedtime. 

0 TERPO-DIONIN 
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FORTY YEARS AGO 
From The ::\ova cotia :\Iedical BuUetin 

J anuary 1926 

FocAL I NFECTION 

It might seem superfluous to in ist that in all 
organs giving rise to focal infection. the better the 
dramage, the less the chance of serious systematic 
disea~e. The e:~:perience of the abstractor how­
e,·er, has led him to doubt whether all of the pro­
fessiOn reali e this. To make a diagnosis for the 
purpose of illustration: - Every one now recogni es 
that the ton il is a very important factor in focal 
infeetion. The cr:r"])ts of this organ constitute 
its natural drainage system, and if they are open 
and the tonsil free and not buried, the probabil ity 
i that infection will not occur. Yet one often 
ees tonsils that have been partially removed. 

with the whole remaining surface covered by scar 
tissue. so that whatever infection that may re­
main m the tonsil is effectively ealed up. A 
a consequence, the latter condition of the patient 
is worse than the former, as the partial operat ion 
has totally deprived the ton i1 of its only natural 
source of drainage. The majority of medical 
consultant would, one thinks, urge that if the ton­
sil cannot be completely removed, it had better 
not he touched. 

the product 

The causes of chronic sinus are classified as 
predisposing and exciting. The predisposing causes 
are mainly anatomical. Any anatomical irregular­
ity in the no e, by which the nostril is narrowed, 
and the drainage interfered with, makes a person 
more susceptible. The great offender is the de­
viated septum, with the high deYiation that 
touches, or almost touches the middle turbinate. 
This cau es chronic congestion and swelling of the 
mucous membrane in the region where the natural 
outlet of the sinuses are situated. F ortunate 
indeed in this climate is the person "ith a stra ight 
septum and normal turbinate. 

The exciting cause is, of course, the acute 
attack which to a greater or le s extent occur in 
almost every attack of Coryza. I n the well 
drained nose, the majority of ca es recoYer spon­
taneously. E very ca e of Coryza would clear 
up much more quickly and comfortably if the 
patient were put to bed and kept quiet for a few 
days. One has scarcely ever seen a patient who 
would be willing to do this for a "mere cold in the 
head." 

nobody needs . .. except 
patients on restricted diets o those who have 
faulty absorption o convalescents o the chronic­
ally ill o any other patients whose condition 
predisposes to low vitamin intake or to increased 
vitamin requirements o 

Eech sugar-co1t11d t1bl11t cont1ins: 
Brewer's yeast concentrate . . . 75 mg 
Thiamine mononmate . . . . . . . 5 mg 
Rtboflavtn . . . . . . . . . • • . . . . . 3 mg 
Niacinamide. . . . . . . . . . . . . . . 12.5 mg 
Pyridoxine hydrochloride . . . . 1 mg 
Vitamin 812 .. . . . . . . . . . . . . . 1.5 meg 
Ascorbic acid .. . . . . . . . . . . . 100 mg 
Vitamin 0.... . . .... . .... . . 500 IU 

DOSAGE : For prophylaxis : one 
or two tablets daily. For therapeutic 
use: one or two tablets three times 
daily. 

Bottles of 30 and 100 tablets. 

BE FORTE. 
VITAMINS B WIT H c AND D TABLETS 
to prevent or correct nutritional deficiencies 
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YOU MAY LEASE 

• FURNITURE 

• DRAPES 

• CARPETS 

Similar to this Office 

For Less Than 

30.00 A MONTH 

OFFICE FURNITURE INTERIOR DESIGN 

BUSINESS 

MACHINES 

LOCUM required by general practitioner from February 16th to March 
31st. 1966 in Annapoli Yalley Community. Accommodation and car 
available. 
Apply Box 100, The Xova cotia Medical Bulletin. 
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