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LABOR: UNUSUAL MECHANISMS.—Under this
heading are included varieties of labor due to anomalies
in presentation and position of the feetus. The mechan-
isms which are the result of contracted pelves, or acci-
dents and disease, will be found described elsewhere un-
der appropriate titles.

VERTEX PR NTATIONS, OccrrUuT PosTERIOR.—There
are two posterior positions of the occiput occurring with
vertex presentations, viz., occiput right posterior and
oeciput left posterior. In R.O.P., which is the
common, the occipito-frontal diameter occupies the
oblique of the pelvicinlet, the occiput being near therig
sacro-iliac synchondros in 1.0O.P. the occipito-frontal

in the left obligue with the occiput near the left
sacro-iliac synchondrosis.

Diagnosis.—In posterior occipital positions the back of
the child, being turned away from the antero-lateral wall
of the uterus, is difficult to palpate, while the small parts
are easily felt in front on the right or left side. On aus-
cultation the feetal heart sounds are indistinct and are
heard at a point posterior to the centre of a line running
from the umbilicus to one of the anterior superior spines
of the ilium. When the cervix is patulous the posterior
fontanel is felt with difficulty at the back of the pelvis,
the sagittal suture following a direction toward the pecti-
neal eminence of the opposite side. If flexion be not well
marked the anterior fontanel is easily accessible in front
and to one s

Mechanism.—The uterine contractions often are weak
in occiput posterior, probably owing to deficient reflex
stimulation, and the first stage of labor may be prolonged.
In normal cases descent and flexion occur in the same way
asin an L.O.A. Flexion insures the occiput striking the
pelvie floor in advance of any other portion of the head;
hence this leading part is rotated forward through one-
third of the circumference of the pelvis. The anterior
shoulder lies opposite the pectineal eminence of the same

de as that upon which the occiput originally w: s placed ;

the occiput turns toward the symphysis this shoulder
s obliged to swing across the pelvis toward the pectineal
eminence of the opposite side on account of the severe
torsion of the cervical tissues produced by such a long
rotation of the occiput. In some cases, owing to delay
in the establishment of good flexion, the anterior rotation
of the occiput does not occur until the head is quite low
in the pelvis. After the occiput has come under the
symphysis the head is delivered by the movement of ex-
tension, and the subsequent steps of the mechanism are
the same as in occiput anterior cases.

ANTERIOR ROTATION OF THE SINCIPUT.—From all pos-
terior positions of the occiput the vertex must enter the
excavation with the wide bi-parietal diameter occupying
the sacro-cotyloid diameter of the pelvis, while the narrow
bi-temporal lies in the roomy obligue diameter. If the
back of the head becomes retarded, owing to the con-
tracted sacro-cotytoid diameter, or if there be some ab-
normal relation between head and pelvis, an undoing of
the flexion results, so that the sinciput descends to a lower
level than the occiput, strikes the pelvic floor first and
rotates under the symphysis. The occiput now is turned
into the hollow of the sacrum, the forces on both sides of
the head balance, and we have the position known as
“occiput permanently posterior.” Delivery takes place

bv the descent of the occiput along the posterior wall of
the canal, which is so much longer than the anterior wall
that the leading part cannot reach the vulva without
drawing into the excavation a certain portion of the
trunk of the feetus. Flexion now becomes exaggerated
as the child wedges itself into the pelvis with the sinci-
put jammed against the inner surface of the symphysis

and the cervico-bregmatic diameter, plus the thickness of
the child’s thorax, occupying the antero-posterior diam

eter of the excavation. Considerable power is required
to drive the occiput to the vulva, and the uterus labors
under the disadvantage of having a lessened amount of
feotus within its grasp; at the same time the feetal curve
does not coincide with the curve of the genital canal, the
leading part pointing backward and tending to plough
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into the posterior wall. When the occiput reaches the
vulva the perineum is pushed far back and frequently
lacerated; the sinciput is reles from under the pubis
bv extension of the head. [Restitution, or the establish-
ment of the normal relation between head and shoulders,
takes place as usual, but it may be noted that erternal
rotation, which depends upon the énternal rotation ¢ f the
shoulders from back to front instead of from froni to
back. Therest of the mechanism of delivery presents no
peculiar features.

© CoxvERsioN INTO A FACE PRESENTATION.—When the
flexion is greatly disturbed by delay in the passing of the
bi-parietal diameter complete exten sion may occur and a
face presentation result, or the occ to-mental diameter
may become wedged across the pelvis and further prog-
Tess cease.

Prognosis.—As compared with anterior positions the
labor is longer in cases of occiput posterior and interven-
tion is more frequently required. The delay is chiefly in
the first stage of labor, but the forward rotation of the
oceciput occurs in the vast majority of e according
to Bataillard and Varnier, out of 400 cases of occiput
posterior at the brim of the pelvis rotation failed to take
place in but 6. When the state of things deseribed as
% gcciput permanently posterior ” develops the prognosis

| for the child becomes serious on account of the long-
continued pressure and exaggerated flexion due to the
impaction. For the mother there is greater danger of
laceration of the soft tissues and she is involved in all the
risks incident to long labors and operative interference.

Treatment.—During the last few weeks of pregnancy

| and early in the first stage of labor the postural treat-
ment may be tried. This consists in having the woman
assume the knee-chest position at intervals for as long a
| time as she can avoid fatigue, in order to allow the head
to free itself from the pelvis and the weight of the spinal
column to turn the occiput to the front. With the ex-
ception of the postural treatment there is nothing else to
be done until the cervix is dilated. At the end of the
first stage one of three cou may be followed: 1. The

e may be left to nature when the patient is a multi-
para with a normal pelvis and fcetus, the history of pre-
vious labors being favorable. 2. Manual flexion and
rotation : Under an ansesthetic the whole hand may be

e vagina, the head lifted above the pel-
ed, and the occiput rotated into an anterior
position. Unless an assistant at the same time turns the
body of the child by external manipulation the torsion of
the neck will cause the occiput to regain its posterior. posi-
tion as soon as the hand is withdrawn. After the oeciput
is brought into one of the anterior positions the forceps
should be applied and the head drawn well down into
the pelvis or completely delivered. 3. Version: Consid-
erable skill is required to perform manual flexion and ro-
tation ; hence the inexperienced obstetrician will find inter-
nal podalic version an easier operation for the correction
of occiput posterior. 4. In rare cases it might be advis
able to extend the head and allow the labor to proceed as
a face with chin anterior.

During the natural delivery of a vertex, occiput pos-
terior, the physician should keep watch regarding the
maintenance of flexion and, if necessary, make counter-
pressure upon the sinciput. If the bi-parietal diameter
becomes caught in the sacro-cotyloid so that the head tends
to extend, interference according to one of the methods
deseribed above is called for. A head low down in the
pelvis sometimes can be flexed by the application of re-
versed foreeps, but if foreeps be applied while the head
is still at the brim the almost invariableresult is to bring
the oeciput into the hollow of the sacrum. Under deep
ansesthesia it is surprising from how low a position in the
pelvis the head can be lifted and rotated when the oper-

| ator is expert. The forcible rotation of the head while

asp of the forceps is a dangerous procedure al-

though suggested by several writers. eps are often

required for the extraction of the head after the occiput
has become permanently posterior.

FackE PRESENTATIONS.—Face presentations are rarely
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found before the onset of labor pains and are caused by
conditions which allow or produce extension of the head
such as obliquity of the uterus, coiling of the cord about
the neck, deformities of the head or pelvis hindering de-
scent of the occiput, and excessive mobility of the foetus
due to small size or to a large quantity of liquor amnii.
Face presentations are said to occur once in about two
hundred and fifty labors.

Positions.—The feetal denominator is the chin which
may lie opposite one of the ilio-pectineal eminences or
sacro-iliac synchondroses. The positions are designated
as follows: R.M.P., right mento-posterior; L.M. left
mento-anterior; L.M.P., left mento-posterior; T .I_A\
right ment nterior. =

Diagnosis.—The face does not fit well into the pelv
and consequently the feetus lies higher in the abdomen
than in normal presentations., If the chin be anterior the
child’s chest and extremities are in contact with the
mother’s abdominal wall and are easily palpated; the
heart sounds are very distinct, being heard near the level
of the umbilicus on theright or lef ‘When the chin
is posterior, the extension of the head prevents a close re-
lationship between the feetal back and mother’s abdomen
so that, as the hand follows down from the breech, the
maternal tissues must be more and more depressed to reach
the child. Low down the right angle formed by the oc-
ciput and back may be noted. On internal examination
the high position of the presenting part is detected, and
when the cervix is dilated the finger palpates the orbital
ridges, nose, mouth, and chin. If the woman has been
in labor some time, an extensive caput succedaneum may
make it very difficult to distinguish between a face and
a breech. In doubtful cases care must be taken lest the
eyes be injured by the examining finger. :

Mechanis As the head descends the extension be-
comes complete, so that the occiput is pressed against the
child’s back and the chin is made the leading part. The
(':hiu._ therefore, is exposed to the forward thrust from the
pelvic floor and rotated under the symphysis; the shoul-
ders are now upon the pelvic floor and cannot descend
further without rotation into the long diameter of the
outlet. The head being the only part free to move flex-
ion occurs, sweeping the occiput over the perineum and
delivering in succession mouth, nose, sineiput, and occi-

stitution and external rotation with delivery of
3 t ccur in the same manner as in vertex cases.
In chin anterior ecases the rotation of the chin may be
hindered by the occiput striking the promontory of the
sacrum so that the face often descends quite low in the
pelvis before turning. From a posterior position the
chin must make a long turn, which is possible only
ch good extension, strong labor pains, and concomi-
ant turning of the shoulders to relieve the torsion of the
neck. When extension is deficient or the forces are ab-
normal, the sinciput may be turned forward and the con-
dition of “chin permanently posterior” be established.
Under the ordinary relations of feetusand pelvis delivery
is impossible with the chin permanently to the rear, as
the distance between the thorax and point of chin is so
much less than the length of the posterior wall of the
canal that impaction develops before the chin can reach

the vulva. ;
CoxFIcURATION oF THE HEAD.— The moulding of the
head during face labor produces a flattening of the ver-
tex with bulging of the frontal and occipital bones; con-
sequently the transv . occipito-mental, and oceipito-
frontal diameters are inc »d in length while the
suboccipito-bre > is diminished. The caput succe-
daneum forms over the malar region, about the eye and
angle of the mouth, producing a very striking, though
7, disfiguration. There may be an ¢ cchymotic

> iput presses against the back.

Prognosis.—The feetal mortality in face labor is much
rher than in vertex, being placed at from ten to fifteen
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umbilical cord is favored because of the irregular outline
of the presenting part; the frequent necessity for oper-
ative interference is also injurious for the child. In
neglected cases of “chin permanently posterior ” the out-
look for the child is wellnigh hopeléss. For the mother
the prognosis is unfavorable in proportion to the length
of the labor and the operative measures required. =
Treatment.—At the end of gestation, or durir

stage of labor, an effort may be made to correct the pre
entation by means of external manipulation. The
method of Schatz consists in elevating the feetus from
the pelvis, flexing the trunk upon the head and then
pressing downward upon the breech; a ssistant mean-
while should aid in pressing the occiput away from the
child’s back. The substitution of a vertex presentation
by means of external manipulation is possible only in
cases in which the feetus is quite movable and the mater-
nal tissues are lax. If the face presentation is not diag-
nosed until labor isin progress, every care should be taken
not to rupture the membranes until there is full dilatation
of the cervix. When the bag of waters is large, owing to
the fact that the face does not fit snugly into the va\'iﬁ-
brim, it is advisable to make counter-pressure by intro-
ducing the colpeurynter into the vagina. When the face
is above the brim with the ekin anterior, we have a choice
Qf.tl_ll'{*e courses: 1. The delivery may be left to nature :
this is justifiable only when the patient is a multipara
with a history of previous easy labors and when the fee-
tus is not above normal size. = Good tension must be
assured by making counter-pressure inst the sinciput
and the finger or forceps blade may be applied behind the
point of the chin when there are signs of delayed rotation.
The feetal heart must be frequently examined and the
forceps applied whenever the indication arises, but the
physician must remember that there is great danger of
injury to the child’s neck from the tips of the instrument.
In leaving a face case to nature the physician takes upon
himself a grave responsibility, and it is well to warn the
family in advance of the dangers and of the temporary
disfigurement of the child’s face. 2. Flexion and rota-
tion. Thisis the best treatment in the majority of cases;
the flexion gives a vertex presentation, and manual rota-
tion is necessary to correct the posterior position of the
occiput. The mode of procedure is the same as that de-
seribed in the section on * vertex presentations, occiput
posterior.” After correcting the presentation the forceps
should be applied to draw down and fix the head. 3.
Version. 'This operation is indicated when the ph\'sioiaﬁ
desires to alter the presentation, but is unable to pl;fform

ent. The dar are the extreme extension of the
head and the exposure of the anterior portion of the neck
to pressure agai the pelvic wal s the face is a poor
dilator the labor is apt to be long and prolapse of the

manual flexion and rotation.

Face Below the Brim, Chin Anterior.—Under these
conditions the case may be left to nature; forward rota-
tion of the chin may be delayed and require the assis
tance of the finger or forceps blade; delivery by forceps
may be necessary. Loy ;
 Face Above the Brim, Chin Posterior.—In this position
interference always is demanded, the proper treatment
being manual flexion which gives a vertex with om-iﬁut
anterior. After the flexion forceps may be applied if
there is a tendency for the extensicn to recur

Fuace Below the Brim, Chin Posterior.—Thisis a serious
state of affai 1. Introduce the hand into the vagina
place the fingers behind the chin and attempt to rotate it
forward. Some authorities advise grasping the face in
the forcepsand attempting anterior rotation; this is very
dangerous and no ane but an expert should attempt it
2. Elevation and flexion: if the uterus is not in a state
of tetanus it may be relaxed under deep anzsthesia suffi-
ciently to allow the hand to elevate and flex the heac :
often is astonishing how readily the head may be
to the pelvic brim, even when low down, provided the
patient is deeply anwmsthetized. 3. If procedures Nos. 1
;_l_nr_] 2 fail craniotomy is indicated if the child be dead, but
if it be alive the claims of symphyseofomy must be con-
sidered. = .

Brow PRESENTATIONS.—These presentations are rare
and may be looked upon as partial face, the head being
in an attitude midway between extension and flexion,
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Brow labors occur once in about two thousand cases, for | ribs noted. The projection ot th? hrnl‘e_l..ltife i}nr?éli(\-mllqlilﬁ
the first contractions of the uterus usually complete the ‘ the parallel toes are the marks .h:\‘ whic ; ;1] :)V\'il;:ll-l‘{- o
extension or flexion. guished from a hand. :Ilw presence l;) he 11;;1“.1“," B
s.— By external palpation the case would have | ables one to dm_t__rnn1 > a l\l.lf:t from an l‘ _IJ:)‘\\‘.“%I“F%?[ 5
the features of a face presentation; internal examination second stage of 1;.1 o1 Flu.“n"]u'”:i r;lla; "hzld'-‘: b';df' e
would show the forehead and anterior fontanel occupy- accm{nt of the pressure to which the child s y is e
ing > centr f » pelvic inlet. posed. : = : e BRI 7
m:,h'ze](};m(;:;:E:lf—eixihtﬁhlgﬂ attitude of the head brings the ‘ Mechanism.—T 115-_z1x'.'~c siagl}- (-,)[,hlb'”l_g—‘:;i‘":’l}:- ﬁll(,’ll':::;:‘ld,
largest cephalic diameters into the pelvic planes sponta- | as the soft breech :l‘{;l)];:: to llL ,‘H‘,l.lffn.if e i; T
and the feetus small. The brow rotates to the front so | anc erefore tends e e o
: . face comes to lie acainst the inner surface of pletely dilated. As {]1}» breech descends '1(, a ot I-_
g]litsi']:;ﬁﬁl]?\(;[ i '(.{ l]II;\b' ;;(1111411L\'L;11‘i[-111 of flexion the occiput | is the lower and I%ll,-rl‘ti’t(ij'.(.’ T n_ntu;»_rl) ,If,",{h\'-..{.l ;‘»1111; 'l)lc]n;‘(illi.clnu[}::'
sweeps over the pe'rinr'um. then by extension the faceis | symphysis; tlln pt)fu'? n_»l] }111,_) Tl\"fLLil:,‘(Izp ‘;'L-gult-'} ik 2
freed from under the symphysi Spontaneous delivery | When both hips az '_-‘l"l",g_t '_L_‘__‘{i' S [-““; upper Jortion still
of brow permanently posterior is impossible. curvature of the child’s trunk, as t-{l‘l PP -lullll;i(‘r"- enter
Head Moulding.— After brow labor the head is some- | 1s1n the axis of tl_m superior y-tmlz.r-. : ,'5 1\ ok 1'}il-1<l~uul
what triancular in shape, the occipito-mental diameter the pelvis in the same c_ﬂ_)lm:L!_e }1%1_171\.{?:0;.“ o (]mﬁﬁ
being markedly diminished. The caput succedaneum | rotate into the z_‘m_t::u)—]1_)'_\.\[“1{(.\{ (f.lr;IIil{. = gfst o 111‘.~
occupies the forehead. When the trunk is deliverec ‘t}hld‘ :-\1\'i(~l‘h;‘il(ﬁl b
Prognosis.—The mortality of the children is placed as | flexed head enters 1_1=t ]\11_2‘1,, e of t = 1: hvichdm wilisly
high as thirty per cent. The outlook of the mother (_:]('- :'-'11.11)l:{;(:(t“lll]lté_:-:_l)[ It‘(_luLl:(»- T(lll‘:\}:l];;'}li'et-'::(i }‘__,‘_ ?h-_i ‘hip-.; .111“_‘
) t [ of - b o 2 b erative (1€ 2ter S = u re € R - ) = z -,l
];;:r.léhm}:ll:l“]zfllﬁl\l‘:gme b e ‘ ;lllin_lldl-rs. 1lI‘hr projecting occiput strikes the pelvic
; '.f';(-_ﬁffime-lnt_—“'lu';l diagnosed early in labor a brow | floor and rotates to the fT'ctzllt,.-tllltf: h;gllun}\(llu;ilt:'rlu HLL
presentation always should be corrected. When the oc- | hollow of the sacrum. Fhf' ]‘l'i"‘_‘ s e
ciput is anterior manual flexion is the best treatment, as | chin, nose, tm'(-hwx_li and, finally, f V.l(]t!‘_-g—ls‘_. i Li‘l-lt("ui.(:“f
the result is vertex in a favorable position. If the occi- | In rare_instances the <!_f,‘,_1l'111§_{'111‘1}-‘i 1’]? 1: :l( e ety
put is posterior, extension will give a favorable position fm:\\':lyd: the lll.i;‘itl "‘]”“-""L‘t%"Ll'U[ - fill{:-li\ et E e
of the resulting face presentation, whereas flexion must | anisms. ,I_t ﬁv}}w-u .1.\1, I‘I\l\l'h.] 1.1‘11:; ‘il'll}thu ey b0
be supplemented with manual rotation of the occiput the one ;xlx 0:_1('1:\ _d_w scribed, f\u] 'll\f‘ (L!V = rlﬁ;'- ‘*‘l'i{llf-"l.ln
forward. - When the head has become moulded and the hj}i_n under L_hn' s3 m‘[l_)h:\ »,1-: \,.n.-tt. ‘;LA lm : o(t' = L -1;(]11 )hl\“‘ri;
brow presentation tends to recur version should be per- If the 1jhm >11=»n hwlrl':ﬁ'[('lll pan t e ’_,1_0.1 'mkl‘lﬁ}gcrll\-‘u”*'.
formed. In an impacted brow case with the forehead | extension occurs until t Jlr“mt.t;.(,ollu_:?rll. L’]l oy “1“)
anterior a cautious trial of the forceps may be attempted, | }Varri: in this uT',ILlljhj the (J[l.[ iput 11~_~ ‘n; ;f-;l £)=‘~x11cc'~ o
but craniotomy or symphyseotomy is often necessar | head born and the face the last. In some et
When the head is wedged with the forehead in the legs extended ngside u.'_'v[n.m.; _JLEUJV,\‘ P rrk.l-'rlrr-ﬂ
crum, craniotomy is indicated. e huu;lh-r the desce of the breech by preventing lateral
e PRES‘ENTAT“)S?: )T,htre 29 [0.}”. f'éil'“.'fll‘ﬁ'—_of 1 ﬂl}?}'.)llp of }]li(%l!l bor is longer and the risk to the fce-
pelvic presentations: 1. The breech may present with 1OgNo: abor A‘l Ece nd fhorl o e e
the thighs flexed upon the trunk and the legs upon the | tus twice as t }!1\}\175-( 1 lab 1= a e I erte: s
5= The legs may be extended along the length of | dangers to the tus lie in the unavoida "1(_A ‘.'m‘]‘“'(' 5.,v(l"-
e anterior surface of the child’s body. 3. The thighs | of the cord between Ihc_—ciwl\‘ c wal Eil}ltr Ix_lll.zifl‘-ll,‘:ljll.l\'ll_
be extended and th , forming a knee hr-ad: in the p ility of :111_‘.1131‘11_!1(51}1‘1_11 y l}'l..:Lt«.\ cer
p1 sentation. 4. Both thighs ags may be extended using | ion ;«wa:}l[ m-‘_' F“ﬂ‘i.“_““o_"' in
downward, giving a footling presentation. Tlere may | ation resulting EI‘HI:I_]:}‘:“_T]ELT .11:1__-.}-:1"1.1'; at =
be various combinations of the above. H{qnd extraction may 1|1m111i'v 11_1.1 -t -.ku::. ;_»1‘ L '}r >
Etiology and Frequency.—Pelvic presentations are of the limbs E en 11‘ o ud_lum s a :lnu,?‘ er ,;, fc,“. den
caused by alterations in the relation between the feetal | are lost and sometimes res .-,-c‘_l.t-.u{:(_l‘11'1.&111].1\ d I;]L ‘[i(il_‘-w 72
and uterine ovoids. Hydrocephalus and multiple pr later from hrc>1:<_>ilnpz_1c\11.u-|_muﬁ_(‘ nfn to t : w?{_ 1‘;1 onof
nancy may alter the shape of the feetal ovoid; the shay fore matter. _Thv 111-;;1{()-.1.-,-, or. rnl._ mo .}ll], ‘1.;t mos
of the uterus may be changed by laxity of tissue, excess much affected by a breech Iz e <111 Tuu m’ 1(,_\ rac
of liquor amnii, tumors, contracted pelvis, and placenta | tion is nec : e s 1 = ..l_(LIIIJTEl“.' ey
i i 3 re1mns abor pelvic pres- ent.—At the end of pregnancy or very early
przevia. Including cases of premature labor peivic pres- | e
entations occur once in thirty deliveries, but only once | in the first st: rhemny besade: fo; Subsy e X
jn sixty if none but full-term ¢ are included. The (-L:ph;_ihc presentation I‘L:i _n‘xlmmg ‘e“ir\jL[‘]H:llqlk-l“)-“l:;
hicher percentage in premature cases depends upon the | If Fla)s treatment succec “, _mf\ 3 .1".‘111(] y 1: ; ,;”_. 1‘m
fact that before the end of gestation the bulk of the fee- | should be applied to the sides of the abc ozlm 1;_' 3 Dreyes
is small relative to the size of the uterine ovoid. | recurrence of the original 111;, entation. u}mx: i
wsitions.—The feetal denominator is the sacrum and | ment of breech labor rh_(- physician I}Ellf_rl H‘-VL'.K}I.UH'{
the positions are as follows: ‘ (-m'c.tul not to i . re _‘“‘_’““T‘ [1-‘5 Tn:snu‘t:r,n%:. ]11: C s. .
S.A ., right sacro-anterior, ]} Bitrochanterie diameter in | During Tht, TZ];T-T E 1:1‘_}!11;‘1nu} 1}1171UEL (.x : the ]]lllll
i i i ranes must be or the breech may not cause
L.S.P., left sacro-posterior, { R. oblique.. 1 branes must be avoi ; Slmeceh TRy
A left sacro-anterior, | Bitrochanteric diameterin sufficient dilatation for the pas of the head throug
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ht sacro-posterior, §{ L. oblique. .| the cervix. ‘When the '.‘ ] i  1s very 1z 2, coun-

—_On abdominal palpation the head is felt in tcr—p_res.:urevi ¥ 2ans c‘or }15 11\ Dﬁl\“r}.tr:? 'tii% pre

the upper part of the uterusas a large, hard, r« yund, mov- | caution. \‘? hen the ne ;.1;‘(.‘_15 ,rn 1}1: grees 1“‘ v
able body ; the depression marking the site of the neck | to have a competent z s ‘n.U]; -l]luh( n.l. t l.L} - -‘ 111:1 ..ﬂ-] ol
can be detected. On following down the feetal trunk the | a warm blanket for \‘\_l_f}l‘p_m:,_:1_“.“111' tn. f.lq (f.. lnr:. all e
breech and small parts may be found at the brim of the | conveniences for resusc I)t:gp - aT]m_\ l\nn d in ‘4.1]1“7:,11{1 s
pelvis. The feetal heart sounds are best heard over the | ing the descent _UT the li!plh IT N foh :1. m]n; sho nda o
child’s back above the level of the umbilicus. On vag- | quently e mine 1:];.} }’m-m_.__]ma}l_ ; '];}t.“-wlp-]t-[ti“ ng
inal examination the presenting part is found high up | part nears [h\f_ v [,'h a, t 1e p;n.wtn:tlh i._-u d ;‘«] i‘ﬁ('uu 1]1| - :1
and, if the cervix be dilated, the sacrum, coccyx, and | lithotomy position acro = the Dol on _lI '(illf':nj;x.n t]lm e
ischial tuberosities may be felt. The depr s between Ii:lblt‘. As [.1“: trunk _1; )01 l' 1T ﬁ_‘-‘-]lj‘l“_{“r_( tt.‘] : ]b} Sk, .l-lq
the buttocks and the genital organs often are easy to dis- | tion of ““A-HMII T 51_\‘ ."“Il:i.- \.\,M}J}f nql'lll iqn‘hé ek le;-
tinguish. To differentiate a buttock from a shoulder, rhc_ soon as the um i.!l’.lf uA ] Ll}!.p(‘_ll:]-;. tTn_ Ll)l s 1(. ';n:\re"iion
finger should be passed into the groin and the absence of | back in the pelvis as possible to escape compress :
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While the attendant supports the body of the child, the
assistant maintains firm pressure upon the uterus in order
to prevent the slipping upward of the arms and the un-
doing of the flexion of the head. If therebe delay in the
descent of the head, the child should be made to straddle
the physician’s left arm while the fingers of the left hand
are passed up to the child’s mouth or superior maxilla
and used to maintain the flexion; the fingers ;
hand are placed over the shoulders and traction is made
directly downward until the chin reaches the vulva, when
the child’s trunk is elevated to enable the face to sweep
over the perineum. When the mouth has been brought
to the outlet there is no need for haste, and the attendant
can preserve the soft tissues by slow extraction of the
head. Cessation of the pulsation in the cord, or prema-
ture efforts at respiration, calls for immediate delivery.
The mos rious mistake which can be made is to exert
traction upon the child’s trunk, as extension of the arms
and head will probably be the resuit and the consequent
delay in extracting the head be fatal. The vast majority
of cases call for nothing beyond counter-pressure over the
uterus with support of the trunk and maintenance of
flexion.

Impaction. of the Breech.—If the breech is low down the
finger may be hooked into the groin and traction made.
When the finger cannot be employed a gum-el > cathe-
ter can be threaded with a double loop of silk and
passed over the groin; the loop is caught with the finger,
drawn down, and used to carry back a fillet made of tape
or narrow gauze. The traction upon the fillet should be
almost directly downward. The forceps also is applied
to the breech in cases of impaction, but it is very apt to
slip.

_IL'.r.:‘m;.-\-.r'un of the Legs Along the Trunk.—If this attitude
of the limbs hinders descent by preventing lateral flexion,
the hand must be passed up and the legs flexed and
drawn down.

Ezxtension of the Arms and Head.—Arms extended
alongside of the head are freed in the manner described
under the head of version and extraction. Flexion of
the head can sometimes be re-established by pushing the
child upward, passing the fing up to the mouth, rotat-
ing the head into the transverse diameter, and making
traction. In cases of delivery of face to the pubes the
child’s body is swung in a direction opposite to that fol-
lowed when the occiput is anterior.

Transcerse P, 1iations.—In these presentations the
axis of the feetus forms an angle with the longitudinal
axis of the uterus. The great majority of these presen-
tations are shoulder presentations and will be treated
under that heading. In rare instances the examining
finger impinges upon the ventral or dorsal aspect of the
child.

Causes of Transverse Presentations.—The
much the same as those produci pelvie
tions; alteration in the shape of the uterus from tu-
mors, pendulous abdomen, or ex ve E
liguor amnii, deformed pelvis, and feetal monstrc
are the most worthy of mention. Transverse pre
tions occur in less than one-half of one per ¢

es.

n.—Shoulder presentations are described by stat-
ing whether the head isright or left and the back in front
or behind; hence we have:

Head to the right.

1. Dorso-anterior.

2. Dorso-posterior.

Head to the left.

ior.

erior.
hection and palpation the long diam-
s not longitudinal with the mother’s
abdomen and the head is felt in one or the other iliac
fossa; the heart sounds are best heard below the level of
the umbilicus. On internal examination the presenting
part is high: the point of the shoulder is characterized
by the presence of the clavicle and scapula; the finger

may enter the axilla and distinguish the ribs; the arm

may be followed out until a hand is reached. In some
cases the hand or elbow is prolapsed.

Prognosis.—Neglected shoulder presentations offer an
unfavorable prognosis for both mother and child, for if
left to nature the uterus contracts down upon the feetus
in a condition of tonic spasm, destroying the child’s life
and threatening the mother with the dangers of rupture
of the uterus, post-partum hemorrhage, and seps

Mechanisin.—There are two mechanisms by which
shoulder presentations are sometimes spcntaneously de-
livered, but they ocecur so infrequently that they have not
the least bearing upon treatment.

1. Spontaneous Version. 'The uterine contractions
gradually force one or the other feetal pole into the su-
perior strait.

2. Spontaneous Ervolution. The feetus is doubled upon
itself until the breech and lower extremities of the child
are able to sweep by the head which is delivered last.

Treatment.—All shoulder presentations call for inter-
ference. Very early external cepbalic version may be

ssible in some cases, but the usual treatment is internal
podalic version except when the uterus is in such a state
of spasm that the danger of rupture: in which event

=5 procedure.

ProLAPSE OF THE Livmes.—Prolapse of the limbs along-
side of the presenting part may affect the mechanism by
producing impaction or faulty rotation. Irregularities i
the outline of the pelvic brim constitute a predispo
cause of such prolapse.

1. In Head Presentatior One or both han
prolapse alongside of the head and prevent descent or
cause the chin or occiput to rotate into the hollow of the
sacrum.

If the diagnosis be made in the first stage of labor noth-
ing should be done until the cervix is dilated. An effort
then may be made to replace the prolapsed limb or limbs
and the head drawn down by forceps. If replacement or
forceps fail version is indicated. The treatment is the
same when the foot is prolapsed.

2. In DBreech Pri atic apsed hand is of
very little import; s up as the breech de-
scends, f little moment as the presenting
part is compressible and requires less space than does the
head.

3. In Traz e Presentati A prolapsed foot sim-
plifies the performa of version. A hand may be se-
cured by a pie about the wrist so that it can be
drawn to one side and prevented from ascending as the
child is turned. Montgomery A. Crockett.

LACHRYMAL APPARATUS, AFFECTIONS OF.—
The lachrymal apparatus consists of two distinct par
the lachrymal gland, described by anatomists as divisible
into an orbital and a palpebral portion, divided by a

fibrous septum, which lie sa just within the up-
per margin of the orbit near toits outer angle, and which
has for its function the secretion of the tears; and the
puncta, the canaliculi, the lachrymal and the nasal
duct, which to 1er form the drainage system of the
2ye, carrying away the tears from the neighborhood of

inner canthus, where they tend to accumulate after
having accomplished their purpose of moistening the
conjunctival sac. It is commonly taught that under or-
dinary conditions the lachrymal gland is guiescent, and
that it is only in response to some unusual stimulus that
it becomes active and s . It seems probable,
however, that this view is incorrect; for in oceclusion of
the nasal duct the lachrymal sac soon refills with tears
after having been emptied by pressure, even when there
is no inflammation of the eye or of the sac to act asa
special stimulus. It is held by some that it is chiefiy, if
not solely, the palpebral portion of the gland which
secretes habitually; but, whether this be true or not,
there seems to be little room for doubt that, at least when
the eyes are open and in use, there is a constant, though
slight, flow of tears, which disappear in part by evapor-
ation from the surface of the eye, and in part by evapor-
ation from the mucous membrane of the nostril after
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