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ART. XI.—On Laceration of the Vagina in the Course of Labour.
By Avrrep H. M‘Cristock, M.D., F.R.C.S.; President of
the Dublin Obatetrical Society; late Master of the Lying-in
Hospital, &e., &e.*

ExPeERIENCE abundantly proves that any part of the genital tract
may be lacerated in the progress of labour. The nature of the
accident 15 the same, wherever situated, but the causes, the
symptoms, the prognosis, and the treatment will materially differ
according to the particular situation in which the solution of
continuity takes place.

The part most commonly torn is the perineum; next, in the
order of frequency, is the lower third or half of the vagina pos-
teriorly, invelving, perhaps, the rectum; then the cervical portion
of the uterus; next, the upper third, or peri-uterine portion of the
vagina; and least frequently the fundus and superior region of the
body of the uterus.

Ruptures of the perineum and lower part of the vagina are of
common cceurrence, easy of recognition, and nearly quite devoid of
danger; at the same time I do believe—and I gave some attention
to this very point—that these accidents predispose in some measure
to uterine or abdominal inflammation, just as sny operation

* Eesd before the Dublin Obatetrical Socisty.
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in this same region may do with a healthy non-puerperal woman.
Their comparative freedom from danger is, in a great degree,
attributable to the exemption of the peritoneum from any partici-
pation in the laceration or ita effects, I say “in a grest degree,”
because rapidly fatal ruptures of the uterus do take place, in which
the peritoneum is wholly free from implication; whence we may
infer that the danger does not depend solely on the peritoneum
being involved, though this adds materially to it.

Whilst the pathology, disgnosis, and treatment of ruptures of
the uterus are fully deseribed in all the modern English treatises
upon midwifery, strange to say no separate or distinet consideration
is given to lacerations of the vagina; these are just incidentally
mentioned, or spoken of as though identical, or nearly identical, in
all particulars save situation, with uterine ruptures. Indeed, with
the exception of Goldson, whose pamphlet was published in 1787,
English anthors have taken little or no notice of vaginal laceration.
Of continental obstetric authors, however, there are many—and I
would mention particnlarly Boer, Baudelocque, Moreau, Lachapelle,
and Danyau—who recogunise many of the pointa of difference between
thees two lacerations of the genital canal. I cannot, therefore, lay
any claim to originality in this memoir. My sole object is to bring
before the society, in a brief but connected manner, the pathology,
symptoms, and treatment of the accident, together with the history
of some examples which fell under my own observation.

The vagina is an organ differing essentially from the uterus, in
its structure, relations, functions, and pathology. Hence it is
reasonable, & priori, to assume that the lesions it sustains in con-
sequence of parturition would have some proper and distinctive
characters. I fully admit there is a general resemblance in the
symptoms between ruptures of the uterus and lacerations of the
vagina, that both are highly dangerous, snd that in both classes
the primary indication of treatment is the same. Still there are
good ressons why we should recognize the differences between
them. Accuracy of diagnosis must precede all improvements in
practice; and by establishing a clear distinction between these two
accidents, and studying each by itself, we shall obtain a fuller and
more correct knowledge of the diagnosia and the treatment of both
these most formidable complications of childbed.

Lacerations of the vagina—the upper part I mean—are not so
frequent a consequence of parturition es are ruptures of the uterus.
Let me here make an observation. Collins, and many other
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observers, when describing the seat of a laceration, employ the
expression, ‘‘at the junction of the cervix and wagina," or some
phrase of like import. Now, all such cases—their number is but
very small—I include under the heading of vaginal laceration, not
merely because their claims to being considered uterine or vaginal
are equally balanced, but because in some important particulars
they more resemble lacerations c-i' the vagina than of the fundus or
body of the womb.

To determine the comparative frequency of lacerations of the
vagina would be interesting and important; but, unfortunately,
most of the published statistice of lacerations of the genital canal
are not sufficiently exact in recognizing the site of the injury to
furnish data for settling this question. The most extensive collection
on record of such cases is that contained in the valuable monograph
by Dr. Trask; but, though purporting to be * On Rupture of the
Uterus,” it includes, without distinction, cases of laceration of the
vagina. I have no doubt whatever that if practitioners and authors
were alwaye careful to ascertain and define the exact seat of lacera-
tion, we should find the accident in question to be far more
frequent than anyone supposes. Morean, indeed, distinctly says
he could adduce, from his own experience, as well aa from the
works of authors, very many facts proving that, in the larger pro-
portion of cases, rupture of the vagina has been mistaken for
rupture of the uterus.

But, laying aside conjecture, let us see what data we possess to
decide this important question. Dr. Collins records 34 cases of rup-
tures of the uterus and of the vagina; in eleven of these the rupture
almoat exclueively engaged the vagina. Drs. Johnston and Sinelair,
in like manner, deseribe 17 cases, of which sir were instances of
laceration of the vagina only. In myown hospital experience I met
with 11 cases of ruptured uterus and five cases of rupture of the
vagina. Now it is worthy of remark that in the experience of Dr.
Collins, Dr. Shekleton (as recorded by Drs. Johnston and Sinclair),
and myself, respectively, the comparative frequency of laceration
of the vaging is nearly the same. For example, Dr. Collins had 11
cases out of a total of 34, or one-third; Dr. Shekleton had 6 out of
17, o fraction over a third; Dr. M'Clintock 5 out of 16, or a
fraction below one-third, To these we may add the cases of Dr.
M‘Keever, who met with three examples of lacerated vagina and
ten of rupture of the uterus, or uterus and vagina. Dr. Joseph
Clarke, in his report of the practice of the hospital, relates 8 cases

8 2
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of rupture, seven of which were examples of lacerated vagina; and eo,
most probably, was the other case, which ended in recovery; but
a8 this might be disputed I shall not reckon it. During Dr. Charles
Johnson's mastership of the hospital (1840 to 1847) there occurred
20 cases of ruptures of the uterus and of the vagina, snd amongst
these were tiree instances of undoubted laceration of the vagina at
its junction with the os uteri. To sum up, then, we have here a
total of 108 cases of uterine and waginal lacerations—all occurring
in the progress of labour—and out of this number we find thirty-
five, or over one-third, to be ruptures confined to the vagina, or to
the vagina and os uteri.

It would hardly be assuming too much if, from this collection of
cases, we were to deduce the average frequency of vaginal ruptures
88 compared with uterine. I know very well that a much larger
proportion than three-fourths of all the recorded cases of ruptures
ara represented to have been of the uterus; but it must be
remembered that the older writers were not very precise in their
anatomical descriptions; and, moreover, the names which were
applied to the different portions of the genital passages were too
vague to insure clearnese or exactitude. For example, the term
“ collum uteri,” which every tyro would now render neck of the
womb, was used by Bartholinus, Columbus, and other anatomists,
to designate the vagina.

Danyaun, writing about the year 1850, was able to collect 17
cages of ruptured vagina, in which the fetus escaped into the
abdominal cavity. .As this result does not take place oftener than
once in every four or five inetances, it is plain that the total number
of cases of ruptured vagina to be found scattered through the pages
of obstetric literature must be pretty considerable. But it would
be a very serious error to suppose that all these cases, if collected,
would show the actual rate of mortality arsing from this accident,
or the relative frequency of vaginal rupture as compared with
uterine. These are questione which can only be deduced from
extensive and complete series of cases, where none are withheld;
and the statistica I have given, from the records of the Rotunda
Lying-in Hospital, fully answer thia requirement, and, therefore,
so far as they go, constitute safe and proper grounds to draw
conclusions from.

If we lock to the relative thickness of the uterus and of the
vagina at the period of labour, it does at firat seem a little strange
that the former should so much more frequently be the seat of
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aceration. The wall of the vagina when much distended, as it ia
by the fetus, is really very little thicker than chamois leather. I
waa greatly struck by this in a recent case where I had to remove an
incarcerated placenta. The os uteri offered considerable resistance
to the passage of the hand, the vagina, in consequence, being put
very much on the stretch; and so distinetly did I feel the eacrum
and the bodies of the lumbar vertebre through the distended
vagina, that for 8 moment I scarcely conceived it possible my hand
was not fairly in the cavity of the abdomen.

Although, however, the vagina be considerably thinner than the
uterus, yet it i3 comparatively stronger, by virtue of its dense
fibro-elastic external coat, to which the uterus possesses nothing
analogous in point of structure. It is highly probable, too, that in
many cases, eepecially amongst pluripare, the uterus, when occu-
pied by the fetus, and its fibresin a state of relaxation or extension,
actually possesses very little more of thickness than does the vagina.
Meigs supposes that in most cases of rupture the tear commences
in the posterior wall of the wagina, near to the cervix, from its
remarkable  thinness in this situation. But however probable this
might appear from & priori reasoning, still it is mnot at all in
accordance with the results of experience, ae in a very large
majority of the cases of utero-vaginal laceration—not to mention
the cases of purely uterine laceration—the rent is situated at the
side, and not behind.

Clinical observation teaches us that any part of the vaginal canal
may be torn except the lower portion of the anterior wall, which
part, though the most common seat of sloughing, was exempt from
laceration in all the histories I have perused. The nearest approach
to a rent in this situation was a case recorded by Drs. Johnston and
Sinelair, in which there was a tranaverse glit in the base of the
bladder, just at its relation to the vagina, and apparently not
engaging the peritoneum. In the upper peri-uterine portion of the
canal rupture occurs, in front and behind, with pretty nearly equal
frequency. When situated anteriorly the bladder is sometimes
implicated in the laceration, of which the case just alluded to is an
example. The same also occurred, though to a far greater extent,
in Goldson’s, and one of Dr. M*Keever's cases.

In a considerable number of cases the laceration is situated
somewhat more to one side or the other. But wherever # may be
it almost invariably takes a circular direction, often extending
through one-half, and sometimes three-fourths, the circumference of
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the canal. On a few rare occasions the vagina has been almost
entirely detached from the uterus. In Dr. M‘Keever's twelfth
case this was well seen. * The body of the uterus,” he says, ** was
nearly altogether separated from the vagina, being merely retained
by a slender thread on the left side.” The tear once begun is
easily enlarged, either by the continuance of the pains or by
incautions attempts at artificial delivery with the hand or with
instrnments. Of the cases where the rent was chiefly at the side
of the vagina the left was more frequently engaged than the right.
It is just poesible that the laceration may take a longitudinal
direction in the posterior wall. _Again, it may have the appearance
of a somewhat round aperture, as in one of Colling’ cases. It is
deserving of notice that in nearly all cases where the laceration
was of spontaneous origin—i.e., not the result of manual or
ingtrumental interference—it has taken more of a cirgular than
longitudinal direction. In uterine lacerations, on the contrary, the
prevailing direction of the laceration—except, perhaps, where the
o8 alone is engaged—is more or less longitudinal.

Whether situated in front or behind, in nearly every instance
the laceration has extended through the vagina and into the peri-
toneal cavity. Dr. Churchill alludes to a case of anterior laceration
of the wagina, in which he supposes, and with much probability,
that the serous coat did not give way till just before her death on
the fifth day. In one of Dr. Collins' cases there existed a rent in
the same situation, the peritoneum over it being entire. Another
case is related by him of extensive utero-vaginal laceration pos-
teriorly, and the serous membraue covering the rupture was intact.

The following may be mentioned as the most influential predis-
posing causes of vaginal laceration, viz.:—

1. Disease of the vagina.

2. Disproportion between the size of the child and the capacity
of the pelvia.

3 Qsseous irregularity on the internal surface of the pelvis.

1. The diseased condition of the vagina which has most
commenly led to its rupture was narrowing, or contraction with
cicatrices, the result of former inflammation and slonghing. Both
Dr. Colline and Drs. Johnston and Sinclair give examples of
laceration arising out of thia vicious state of the vagina.

2. Decided contraction of the pelvis was observed in only a very
small proportion of cases, whilst in & emaller number the dispro-
portion was due to a hydrocephalic condition of the fetus.
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3. Denman was the first to suggest that the attrition sustained
by the uterus (or vagina), between the fetal head and an abnormally
ealient promontary of the sacrum, might cause it to lacerate. Dr.
Collins parrates a case where the solution of continuity in the
vagina corresponded very accurately with the unueually projecting
promontary of the sacrum; and Drs. Johnston and Sinclair,
when describing the post mortem appearances in their eighth case,
observe:—" A laceration of the vagina was found to exist, leading
from a point anteriorly towards the, left, and about four inches in
extent. The pelvis showed no diminution, but on the internal
sorface of ita anterior wall a prominent ridge was observed, about
an inch long, and running in a direction from the centre of the
junction of the pubic bones downwards and to the left.”

In every instance that I know of, where vaginal laceration was
spontaneously produced, the head was the presenting part. A case
is recorded by Dr. Collina which forms a partial exception to this
statement. Here the breech presented and the delivery was easily
effected ; but the uterus was extensively torn along with the vagina,
80 that I do not reckon this case amongst those of vaginal lacera-
tion. In not a few cases there was presentation of the upper
extremity, and it was in the efforts to rectify this malposition of
the fetus that the practitioner was so unfortunate ae to lacerate the
vagina.

The number of the labour does not seem to have much influence
upon the production of the secident, beyond this, that it is propor-
tionately much less frequent in fivet than in second, third, or fourth
lIasbours respectively. Of forty-cight cases where thia circumstance
was noted, I find siz were primipar and foriy-twe pluripars, viz.:—
Ten in the second labour, eight in the third, nine in the fourth, two
in the fifth, five in the sixth, three in the seventh, {wo in the eighth,
and one in the ninth, tenth, and eleventh labours respectively, As
regards the sex of the child the same law holds good aa in ruptures
of the uterus, the majority being males; out of twenty-seven cases
fifteen of the children were boys and twelve were girls.

In regard to the mode of its production it is easy to comprehend
that inordinate uterine action must play the most important part;
but powerful uterine contractions alone will hardly cause laceration
of a healthy vagina with a normal pelvis, unless there be some
unnatural roughness or projection on the interior of the pelvis.
But if there be any obstacle or hindrance to the advance of the fetus,
after its head has cleared the os uteri, under these circumstances,
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the vagina will have to sustain a degree of traction or extension
exactly equal in amount to the etrength of the pains. Hence it
is often found in practice that for the production of the laceration,
uterine action and obstruction from some cause or other have
concurred.

In almost all cases the head had not only entered the pelvis, but
in the majority of them was fully engaged in its cavity at the time
of the rupture ocewrring; and the plain inference to be drawn, I
think, from these facts ig, that contraction of the brim of the pelvis
is not by any means so influential a cause of laceration of the vagina
as it is of rupture of the uterus, especially of its neck. Simple
over-distension of the vagina, as from the forcible extraction of an
emphysematous child or hydrocephalic head, might cause it to
burst. In this case the greater the capacity of the pelvis the more
risk would there be of rupture. On very many occasions the
vagina has been torn by attempts to force the hand into the uterus
for the purpose of turning the child, or of rectifying some real or
fancied malposition of the head. It has also been lacerated by the
premature or unskilful use of the forceps.

Many other causes for rupture of the vagina are laid down by
authors, such as violent movements of the fetus, obliquity of the
uterus, attitudes of the mother, &ec., &o., which I do not think it
worth while to stop and examine, as they seem to be drawn more
from theoretical oonsideration than clinical observation, That
mechanical violence, inflicted on the abdomen during labour, might
be competent to tear the vagina not only seems highly probable
but is confirmed by a case related in the work of Drs. Sinclair and
Johnston.

With respect to the etiology of rupture there is one point on
which the vagina snd uterus stand in marked contrast, namely,
that whilst the latter is frequently burst by its own active contrac-
tions, the vagina never ig, nor can be.

Though I have thus described many causes for the produetion of
this accident, it must still be confessed that in no small number of
cases there was really no assignable cause for its occurrence—no
pelvic deformity, no malposition, no disproportion, no violent uterine
action—so that we have yet much to learn upon this point in the
history of the lesion. Some of the older writers regard vaginal
laceration as & more fatal accident than uterine laceration. This
opinion was not deduced from any clinical facts, but seems to have
been based on the observation that a rent in the uterus underwent



Course of Labour, By Dr. M'CrinToCE. 265

& diminution of size in consequence of the contractions of the organ;
whereas the absence of any sich contraction in the vagina allowed
the laceration of this canal to retain its full size. The reasoning
geems Pplavsible, and the facts on which it resta are undoubted;
nevertheless it s a fallacy, and eupplies an apt illustration of the
danger of & priori conclusions in medicine.

The prognosizs to be formed of laceration of the peri-uterine
portion of the vagina must always be grave, but yet qualified
according to the circumstancea of the particular case. Let us firet
inquire what is the average mortality in the general run of cases of
this accident, and then examine what are the special conditions
which should guide us in forming & judgment upon any individual
case. I am sorry to say we do not possess any adequate trust-
worthy body of facts from which a conclusion might be drawn
respecting the former of these questions, 1.e., the average mortality
among cases of this accident. Dr. Trask's statistice we can not
safely use for this purpose in consequence of his observing mno
distinction between cases of rupture of the vagina and rupture of
the uterus. A collection, even, of all the published cases of
ruptured vagina, valuable though such would be, would not supply
just data to go upon, and for the simple and obvicus reason, that
they do not represent all the cases that have actually occurred, but
consist chiefly of the exceptional onea—picked cases—those, namely,
which were remarkable from the fact of the patient recovering.

To form any, or the barest, approximation to the truth upon
this important point, therefore, I am obliged to go upon the data
suppliecd by the experience of the Rotunda Lying-in Hospital,
though fully aware that these data are not by any means sufficiently
extensive to yield the true average.

This experience, then, furnishes thirty-five cases of laceration of
the vagina, and of these four patients recovered; whilst of the
seventy-three remaining cases, where the rupture was exclusively
or chiefly confined to the uterus, only three recovered, one under
Dr. Clarke, one under Dr. M*Keever, and one under Dr. M*Clintock ;
but it is very questionable whether the first and last of these cases
should not be included in the former category, namely, lacerations
of the vagina. Leaving them as they arve, however, there is a wide
difference between four recoveries out of thirty-five cascs and three
out of seventy-three—in other words, between twelve per cent. and
four and a quarter per cent.

It would be highly interesting and important to know the actual



266 On Lareration of the Vagina in the

rate of mortality among cases of rupture of the uterus; but in
truth we do not at present poasess the requisite data for determining
this point. Dr. Trask's most valuable and elaborate statistica
cannot, for reasons already mentioned, yield a correct eclution of
the question.

My own researches lead me to believe that rupture of the uterus
above the os is far more dangerous than laceration of the vagina,
and that a large proportion of the cases published as examples of
recovery from rupture of the uterus were in reality exnmples of
laceration of the vagina, or of the vagina and os uteri. This idea is
not original; Professor Boer of Vienna, Professor Dubois and M.
Danyau of Paris have expressed a similar opinion. Danyau col-
lected seventeen cases of ruptured vagina, in which the fetus
escaped into the cavity of the belly, and of these cases four ended
in recovery. I have collected, from easily accessible sources, fifty-
- one cases of laceration of the vagina, including thirfeen instances of
perfect recovery.

From the foregoing facts and observations I think it is justifiable
to draw the conclusion that the danger to life from vaginal lacera-
tion is very much less than from uterine laceration. A most
interesting question here presents itself. What is the cause of this
difference? Why should rupture of the uterus be so much more
dangerous than that of the vagina? In very many fatal cases
(Trask mentions twelve) of uterine laceration the peritoneum is
unbroken: and of the thirfesn recoveries from vaginal laceration, in
my collection, fwelve had the peritoneum involved in the tear. We
may safely assume, therefore, that the implication or non-implication
of the serous membrane has nothing whatever to say to this
difference. Mr. Goldson, who has the merit of being the first
English writer to draw attention to the subject of vaginal lacera-
tions, assigns as a reason of their being lesa dangerous than uterine
lacerntions that the delivery of the child is accomplished with so
little difficulty. This refers, I presume, to the instances where the
child has escaped into the cavity of the belly; of such cases, and of
them only, the assertion is strictly correct.

If we look to the comparative importance of the two organs, as
indieated by their organization and by the effects of their diseases,
especially puerperal disenses, we must at once admit that the uterus
stands much higher in the scale than the other.

Again, the changes which are set up in the uterus, immediately
on the completion of the act of parturition, are most unfavourable
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to the repair of any injury or wound of its structure. A general
disintegration and removal of the uterine structure is going for-
ward, sttended by a degradation of its tissue. This series of
processes has been well described by Dr. C. West, and is looked
upon by him as an influential cause of the great mortality following
the Cesarean operation,—Med. Chir. Trans., Vol. XXXIV.

In forming a prognosis upon any individual case the exemption
or implication of the peritoneum ig a circumstance which, if known
to ue, should have considerable weight. The cases in which it
escapes are extremely rare; and when the tear engages the posterior
region of the peri-uterine vagina it is hard to conceive it possible
for the serous cavity to avoid being opened. I only know of three
cases where the peritoneum was stated not to be involved, and one
of these recovered. Dr. Collins gives a case where the rent was
gituated anteriorly, not involving the peritoneum, and yet the
woman died almost immediately upon delivery. We have already
seen that in several of the recorded fatal cases of uterine rupture
the serous covering of the womb was intact. All these facts
would seem to show that whether the peritoneum be engaged
or not has comparatively little influence upon the result.

Another important circumstance to take into our consideration,
in reference to prognosis, is the amount of hemorrhage. A great
source of danger in all these cases is the extravasation of blood into
the peritoneal cavity. The experience derived from operations
upon the abdomen gives the strongest confirmation to this® We
cannot always know, however, whether any or much blood be
effused internally, as the quantity of external discharge is not
an infallible index, though supplying ground for probability

Of course the greater the extent of the laceration the greater,
ceteris paribus, will be the danger.

The severity of the constitutional symptoms immediately super-
vening on the accident deserves careful consideration in estimating
the chances of recovery. A great amount of shock would indicate
either an extensive injury, or large effusion, or a highly irritable

¥ Bome surgecns are of opinion that effused blood has mot, by iteelf, an irritating
effect npon the serous membrane, but that it is the presance of air along with the
blood that does the mischief, by inducing decomposition of the latter. Decisive facta
are wenting to clear up this point, as the circumstances woder which blood most
commonly entera the serous pao will also allow the sdmission of air. Even ahould
the opinion of theee surgeons be confirmed, the statement in the taxt will not therchy
be affected, a8 in nearly every instance of vaginal laceration there is almost nothing
to prevent the admission of wir.
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state of constitution, rendering the patient a bad subject for any
accident or operation. The almost total absence of shock in the
two cases of recovery from extensive vaginal laceration recorded by
Dr. Roes, of Hamburg, was a very remarkable feature. These
two cases occwrred in the same woman, in her fourth and fifth
labours.

‘Whether the rent be situated anteriorly or posteriorly does not
seem to have any influence upon the result.

The length of time elapesing between the occurrence of the
accident and the delivery of the patient is an important element in
our calculation. The shorter this interval the better for the
patient.

The escape of the child through the rent into the cavity of the

belly must be regarded as an aggravating circumstance; and yet
Danyau's collection of cases, already alluded to, in all of which it
occurred, show good results, namely, four recoveries out of seventeen
cases.
I need hardly add that the presence of an unreduced portion of
intestine in the vagina would almost deprive the patient of any
chance of recovery. In one such case (recorded by M. Percy, and
mentioned in Baudelocque) the patient died the third day, with all
the symptoms of strangulated hernia. On the other hand, to show
us we should pever despair, there is the memorable case of Dr.
M‘Keever's, in which nearly four feet of intestine prolapsed through
the rent in the vagina, and eventually sloughed off; and yet this
patient recovered.

The train of symptoms, when fully developed, which vaginal
laceration produces iz nearly the same as that following upon
uterine rupture. There is no symptom peculiar to the one or to
the other accident, so far as we at present know, and, therefore, no
gingle symptom pathognomonic of cither. Nevertheless, as repards
the frequency and the prominence of individual symptoms, expe-
rience does show a considerable difference between the two lesions.

Before going further I should remark that there are no pre-
monitory symptoms, properly so called, of laceration of the vagina.
Of course we might apprehend its occurrence in a patient whom
we koow to have a dieeased wagina, or a narrow outlet, or any
osseous projection of the pelvis; and, in any case, the continuance
of powerful expulsive pains, without advance of the head, after this
had entered the pelvic cavity, should suggest to our mind the
possibility of the vagina giving way. If one or other of the above
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predisposing circumstances were present in the case the possibility
would be changed into a strong probability.

Let us now briefly review the symptoms which may follow upon
the accident in question. The number and severity of these will,
a8 & general rule, bear a proportion to the extent of the injury and
to the constitutional irritability of the patient. The latter has,
I believe, the more influence, s great deal, of the two, in the
production ef any shock as a consequence of the lesion. It is
reasonable to suppose that the exemption of the peritoneum from
implication in the laceration would tend to lessen or avert the
disposition to nervous shock. Certainly in two out of three cases
where the peritoneum was not involved there was a total absence of
symptoms of collapse Ewven where the serous membrane is exten-
sively torn there may be comparatively no indication of shock to
the system, as in the following case of my own:—

Case I.—A short plethoric woman was admitted, in labour of
her first child, in the afternoon of 25th December. The dilatation
of the os uteri was not completed for nearly thirty hours; but the
second etage was short, and a dead female child was born, by the
natural efforta, at 5 am. of the 27th. When seen a few hours
afterwards, at morning visit, her pulse was observed to be very
frequent, but there was no other symptom to arrest attention. At
7 p.m. of same day the pulse had risen to 126, and was extremely
weak ; the face was rather congested; the tongue dry and coated;
the belly full and tympanitic, and extremely tender to pressure;
the respiration laboured. The woman was evidently in the most
imminent danger. I should remark that she had no vomiting then,
or at any time previously since the commencement of her labour.
She expired at 8 a.m. of the 28th. There was s good deal of
bloody effusion into the abdomen, with marks of incipient peri-
tonitis. In the posterior part of the vagina, just below the ocs
uteri, was an extensive laceration involving all the tissues of the
n:ana.l and engaging nearly three-fourths of its circumference. The
perineum was torn, and the vulva was rather sloughy.

On the other hand, with no greater amount of injury than
occurred in the case just related, the effect on the vital powers may
be so overwhelming as speedily to extinguish life, of which the
following case (which occurred when I was a pupil at the Lying-in
Hospital, in Dr. Charles Johnson's mastership) is & good example
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Case I1. occurred at the hospital in the year 1841. The woman
was in her fourth labour, and before admission had been eighteen
hours ill. The arm and shoulder were presenting; turning was
effected without any unusual difficulty, and a living boy extracted.
The patient at once began to eink, and expired in two hours,
despite of everything that was done to sustain and rally the vital
POWErS.

At the post mortem examination an exteneive laceration was
discovered in the posterior part of the vagina, and just at its junction
with the os uteri.

Doubtless the operation of version here contributed somewhat to
the shock under which the patient sank.

Seiting aside exceptionsl cases, then, I think it will hold good as
a rule that the eymptoms of collapee are not developed o soon, or
in such & marked manner, after vaginal laceration as they are
after uterine rupture. I only speak of what occurs at the outset.
Of course, with the lapse of time, and if the woman be not
delivered, it is to be expected that marked indications of depression
of the vital powers will present themselves. Thus,in the following
case there was an interval of nearly seven hours from the occurrence
of the laceration until the woman was brought into the hospital,
which ia sufficient to account for the symptoms of prostration being
80 decided at the time of my seeing her:—

Case ITI.—This woman fell in labour of her fourth child on the
22nd October, 1859. Early in the morning of the 23rd she was

seen by a pupil, who, finding her case dangerous, and her circum-
stancea the most wretched that can well be conceived, brought her
off to the hospital in a car. I first saw her at 8 a.m. ; she waa then
in a state bordering on collapee, with a scarcely perceptible pulse,
cold surface, pinched face, some vomiting, and slight red discharge
from the vagina. She complained of great pain in the lower belly,
with extreme tenderness on pressure; and she said that the labour
pains bad suddenly ceased between 1 and 2 o'clock, a.m., aince
when the soreness of the belly had come on. The fetal heart was
nowhere audible; the head had partially descended into the pelvis,
and lay transversely, mldwajr, fact, between the third and second
positions. The proper uterine tumour, hard and defined, could be
felt at the level of the umbilicus; above and behind it & movable
tumour could just be distinguished, which I took for granted was
part of the fetus; but I could not minutely examine it owing to
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the extreme tenderness of the abdomen. There had been some
vomiting before her admission to the hospital. I delivered by
perforation ; the child, & girl, was evidently dead for some hours.
The placenta came away immediately, with slight traction of the
cord. She was very weak after delivery, but rallied in the course
of a few hours, under the diligent uee of restoratives. Vomiting
and debility were the prominent symptoms during the four days
that she survived.

Autopsy.—Extensive peritonitis, with large quantities of lymph ;
uterus pretty well contracted ; the vagina separated from its uterine
attachment, posteriorly, by a large transverse rent about four
inches long; the conjugate diameter of the brim measured three
inches and three-guarters.

I have no doubt whatever it was the fetal buttock or lower
extremities that we felt before delivery, above and behind the
uterus, as the same has been noted by other observers in cases
where, as here, the head was still in the pelvis. Bearing in mind
the position of tha rent, I confesa I cannot clearly comprehend how
the trunk of the child gets out of the uterus into the abdomen, its
head remaining all the while in the pelvis. To pasa through the
rent head-foremoat would be intelligible enough; but in the cases
I speak of the head does not change its position, or is the last part
to recede out of the genital canal.

By some it is supposed that the severity of the constitutional
shock depende on the amount of hemorrhage resulting from the
laceration. Though I would not altogether exclude hemorrhage
from having some effect this way, yet hemorrbage in any consider-
able quantity is rarely present; and, besides, both. analogy and
experienca justify us in considering that its influence must be
comparatively very emall.

Vomiting is by no means constantly present in vaginal laceration,
and the matter ejected very rarely poasesses the coffee-grounds
character. This latter character was wanting in each of my cases.
Nevertheltss vomiting is a symptom whose appearance in the
second stage of labour should always put -the attendant on his
guard, and awaken a suspicion of rupture somewhere.

The same may be eaid of hemorrhage coming on after the woman
has entered the second stage of her labour. When the consequence
of rupture the sanguineous discharge is seldom profuse, or sufficient
to occasion, by ite quantity merely, any alarm for the safety of the
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patient. It is & symptom pretty generally present in ruptures, and
more so, perhaps, in vaginal than in uterine ones. The contrary to
this might have been expected from the greater size and number of
the uterine vessels. But the vagina is surrounded by a venous
network, capable of yielding blood for a considerasble time, in
consequence of the entire absence of valves, and of any special
arrangement (such as the uterus possesses) for compression of the
bleeding vessels.

More or less complete cessation of the labour pains cccurs in most
instances of lacerated vagina. In a few, however, the uterus
continues to act, assisting the removal of the fetus, or even effecting
its expulsion as well as that of the placenta. This actually took
place in four out of the fifty-one cases which I have tabulated. One
of these occurred under my own observation, and was the first case
I related; another occurred to Dr. Collins; a third is recorded by
Dr. Ingleby, and a fourth happened in the practice of Smellie. The
very fact of the escape of the fetus through the laceration—an
occurrence very far from uncommon—supposes the presence of
uterine contractions of moderate strength, at all events.

Case IV.—This was a large stout woman, in her second labour.
The os uteri was fully dilated, and the membranes ruptured, about
midnight, after which time the uterine contractions became very
strong and frequent, and she herself was restless and unmanageable.
‘When I saw her, at 9.30 am., the pulse was 112; there wasa
large tumour on the head, which had descended into the pelvis,
but not entirely, and was firmly wedged there; the pains were
apparently most powerful, but making no impression whatever on
the fetal head; she was very restless, and the sides of the belly
were tympanitic. The most careful auecultation failed to detect
any trace of the fetal heart.

I felt that she ehould be delivered without delay, though I
freely confess I did not suspect the existence of any laceration.

After perforation the head was brought away without difficulty ;
the child, a boy. On dividing the cord the bleod contained in it was
found to be coagulated. The pulse continued frequent from the time
of delivery, and the same evening she complained of pain in the belly,
which was full and tender. At seven o'clock of the next morning,
after a restless night, she suddenly began to sink, and expired
within an hour. :

Autopsy—Well-marked peritonitis, with lymphy exudation;
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serous and sanguineous effusion in the lower belly; in the poasterior
and left side of the vagina, rather low down, and freely communi-
cating with the peritoneal cavity, was an extensive laceration. The
pelvis appeared of normal size.

This was remarkable, first, for the absence of all the
characteristic eymptoms of laceration; and, second, for the sudden
and unexpected manner of her death.

I have related the case chiefly to show that the pains may go on
after the oecurrence of a vaginal laceration; but it also illustrates
the difficulties which occasionally beset the disgnosis of the lesion
in question. In this respect the case bears a strong resemblance to
the first one detailed.

Contrary to the opinion of Churchill and some other authors,
recession of the presenting part does take place, slightly, in the
greater number of cases of veginal laceration, and tntally in those
cases where the fetus ships into the eac of the pm*xtoneum This
last symptom (the escape of fetus into belly) is much less rare
in vaginal than in uterine lacerations. For this two reasons may
be assigned—first, the continuance of uterine contractions, and
second, the uncontracted patulous state of the rent in the vagina.
The same reasons will serve to explain why the placenta on some
occasions follows the child into the abdominal cavity.

Where the fetus has partially or entirely escaped out of the
uterus and into the belly, ita limbe and bedy are readily distinguish-
able through the abdominal parietes, unless these be enormously
loaded with fat, or the belly become very tender. Sometimes the
contracted uterns may, by the same mode of examination, be felt
and recognized with great ease. Short of feeling the laceration
itzelf, there is no more demonstrative proof of its existence than the
gymptoms just mentioned. But it is only within a limited, though
variable, period that the child can be thus distinctly recognized.
In the course of a few hours the belly becomes swollen, and tense,
and tender, and the patient connot tolerate any manipulation of the
part. Under these circumstances it would be very difficult, or
impossible, to discern the limbe of the extra-uterine fetus.

Prolapse through the laceration, of intestine or omentum, into
the vagina, or even its protrusion externally beyond the vulva, is not
an unfrequent complication of lacerations of this canal, though an
extremely rare consequence of ruptures of the fundus or body of the
uterus. This may, in great measure, be accounted for by the
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uncontracted state and thin edges of the vaginal laceration. Of the
fifty-one cases I have collected of vaginal laceration, there was a
hernia of the intestine or omentum in eleven. This hernia in #wo
instances actually occurred before the removal of the fetus; and in
one most remarkable case (that recorded by Dr. M*Eeever) it took
place on the fourth day after delivery.

The position of the inteatinea above and behind the gravid uterus
prepares us for what experience shows to be the fact, namely, that
the prolapee of intestine is more apt to take place when the lacera-
tion is situated in the posterior wall of the vagina, though it haa
occurred when the rent was in front.

Cessation of the fetal heart's sounds—a useful corroborative sign
of rupture of the uterus, and ome to which I particularly drew
attention many years ago*—would seem to be of equal value in
ruptures of the vagina; for, of twenty children delivered naturally
or by non-destructive operations, after laceration of the vagina, only
one was born living. But this insiance proves nothing, as the
child was delivered by the very act—turning—which tore the
vagina; so that the interval between the two events, viz., the
laceration and delivery, could have been only a few moments. I
think it very probable, however, from the leseer intensity of the
symptoms in laceration of the vagina, that the death of the fetus
does not supervene quite 8o soon as after rupture of the uterus.
Unfortunately facts are still wanting to enable us to determine this
important and interesting point.

Subcutaneous emphysema of the lower belly is a rare, but, when
present, a reliable symptom of ruptured uterus.® 1 cannot say
whether it ever takes place after vaginal laceration. I have not
myself met with it, nor seen any mention of it in published cases;
and I am disposed to think, for anatomical reasona, that it is much
lesa likely to follow vaginal than uterine ruptures.

We now come to speak of the treatment of laceration of the

* Bes a " Memoir on the Usa of Anscultation in the Treatment of Labours," pub-
lished in Vol. iv. of this Journal {Aupguast, 1847},

B The firet ime, I beliave, that emphysema of the hypogastrinm vwas obesrved as &
symptom of roptore of the ulerns was in a case which fell under my cars st the
Lying-in Hoepital, in the month of August, 1855, and of which an sccount was pub-
lished in the number of this Journal for November, 1857, page 450. Since then the
presance of this symptom has been observed by others. Dr. H. G. Croly, of this eity,
has published a romarksble case of laperation of the bladder, from fractore of the
pubis, in which, ressening from snslogy, he was led by the presence of this aymptom,
and this only, to diagnose the fatal injury to the viscus. The aseuracy of the disgnosis
was verified at the aalopsy.— Fide Medical Press for March 9, 1358
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vagina, sad I venture to affirm that if there be a point of practice
on which medical men are unanimously agreed it is this, that
immediate delivery should be resorted to once it is ascertained,
beyond a doubt, that the vagina or the uterus has been lacerated in
the progress of labour. This may be laid down, then, as an-
incontrovertible axiom. The only conceivable exception to it is
where the patient happens to be so prostrated as to seem unable
to bear the shock of immediate delivery; here it might be
necessary to delay the performance of the operation for a short
while, till she was somewhat recruited by the administration of
stimulants.

There are four ways by which delivery has been effected in the
clazs of cases before us, namely, the forceps, the crotchet, version,
and gastrotomy. Upon each of these I shall offer a few, and only
a few, remarka.

If the child have escaped into the abdomen, or if' the head have
receded out of the pelvis, the use of the forceps is impracticable.
Even in the more numerous class of cases where the head remains
still in the pelvis, the forceps is rarely the most judicious mode of
delivery, for this reasom, that there often exists some disproportion
between the head and the pelvis; and also because, as we have
already seen, the fetus rarely, if ever, survives the laceration for
many minutes. YVhere proof is afforded of the child's actually
being dead, the forceps should never, in this or any other class of
cases, be preferred to the crotchet as a means of delivery, inasmuch
as the latter (crotchet) is the safer mode for the mother® Among
my cases of laceration of the vagina was one delivered by the
forceps, not on account of the laceration, whose existence, indeed,
was not suspected at the time, but for convulsions:—

* I mm anxious fo guard against the above obeervation being misonderstood, or its
applieation carried too far. 'What I contend for is, that delivery by the crotchet is,
cteris paribus, a safer operation for the mother tham delivery by the forceps ; and I
am folly convineed that reason, expericnce, and statictics rightly wsed, all concur in
esiablishing this position. It is of grest practical importance to have this question
clearly determined, in order to guide us as to the mode of delivesy in all those cases—
and they form a numerons gronp—in which the fetus is dead.

In thus cladming for this oparation almost the only merit which belongs to it, Iet it
not be supposed that I am undsrvalning the forceps. Quite the reverse. Cranictomy
should never be an operation of election if the fetns be living. Any evidenos of the
child's vitality introdnces into onr calenlations a new elament which forbida all com-
parieon between the crotchet and the forceps, and renders the former wholly insdmis-
sibls, except as & last alternstive, and when no other resource is lsft us of saving the
lifs of the patient. Hers it truly is an cperation of necessily.
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Case V.—This was a large robust woman, in labour of her first
child, and admitted at 4 p.m. At 7.30 the head was descending
in the pelvis and the fetal heart wae audible, but there was
occasional vomiting. At 10 p.m. a severe convulsive fit occurred,
whereupon she was immediately chloroformed, and delivered by
the forceps of a dead male child. I was not present at the delivery,
but I believe it was effected with ease. There was some post-
partum hemorrhage, and at eleven o'clock she had a second fit.
The next morning she was heavy and stupid, with a slender weak
pulse, and frequent sickness of stomach. The existence of a emall
thrombus -was discovered in the left nympha, At 5 p.m. of this
day she had a third fit. She regained intelligence, but died on the
fifth day, with obscure symptoms of metro-peritonitis. Curious to
gay, her pulse was never above 110, and the day she died it was
only 88. She could not be persuaded to take the stimulants which
were ordered for her.

The autopsy revealed peritonitis, and a sloughy condition of the
interior of the uterus, which contained a portion of the membranes
in a fetid state. An irregular aperture was found in the vagina,
very low down, towards the right side, and rather behind. This
rent did not communicate with the peritoneum

It may be supposed that the laceration here was caused by
the forceps. I do not think so, however, and for the following
reasons i—

1. The patient had vomiting in the second stage of labour.

2. The child was quite dead at birth, though ascertained to be
living two and a-half hours previously.

3. The laceration was not situated in the place most likely to be
torn by the unskilful use of the forceps.

4, The operator was not a novice, but one accustomed to the use
of the instrument.

This is the only case I have met with where the peritoneum did
not participate in the laceration. Of the two very grave accidents
which complicated her labour, namely, convulsions and lacerated
vagins, the former had the greater share, I think, in causing her
death. In one of Collins' cases, also, the same double complication
occurred in a primipara, and with a like result.

Whilst speaking on the use of the forceps I must beg leave to
give the particulars of another case, as it helps to illustrate this
part of my subject.
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CaseE VIL.—A woman was admitted at midnight, in labour of
her eighth child. At 6 am. the os uteri was fully dilated and the
pains regular. About seven o'clock there was a cessation of the
labour pains, and a short time afterwards she vomited. As she
did not make any complaint these symptoms attracted no particular
attention, till she waa seen at nine o'clock by Dr. Jennings, then
senior aseistant, who at once suspected that some laceration had
taken place. Her pulse was now rapid and weak; there was
vomiting, and some discharge of blood from the vagina; the fetal
heart was wholly inaudible; there were no lahour paine preeent,
and the limbs of the child could be felt in the abdomen; the head
was in the pelvic cavity. Being myself from home, Dr. Shekleton
saw this patient, and at once proceeded to deliver her with the
forceps, but in the attempt to do so the head receded quite out of
reach; whereupon he introduced his hand, and extracted the child
by turning: the placenta soon followed, and there was no hemor-
rhage. She was very slow in rallying, and was greatly annoyed
with vomiting and meteorismus during the next three days. On
the fourth day the belly was very much distended, and an enema
was given in the hope of lessening this tympanitie,. The bowels
were acted upon by the emems, and at the same time a large
quantity of grumous blood was discharged from the vagina. She
died on the fifth day.

At the gulopsy we found peritonitis, and much extravasated
blood in the belly; the uterus was well contracted; there was an
extensive laceration in the upper and posterior part of the vagina;
this was rather to the left eide, and took a somewhat oblique direc-
tion, 80 as to engage the oa uteri in a slight degree; the pelvis was
well formed, and there was no trace of any pre-existing disease of

the vagina

The crotchet has, mechanically speaking, a wider range of
applicability than the forcepe; and, for reasons already assigned, is
more frequently to be preferred in the cases under consideration.
The introduction of the perforator requires some caution, else the
head may be pushed out of the pelvis, which would probably neces-
sitate delivery by turning. To avoid this we should, if possible,
select a fontanelle where but little force would be required to
penetrate, or fix the point of the instrument on a spot of the head
as near to the side of the pelvis as poseible, so that the opposite side
may form a point of resistance. A slight curve in the extremity
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of the perforator will here be of assistance to us in avoiding npward
pressure.

If neither the forceps nor the crotchet be deemed capable of
effecting delivery our next alternative is furning. The particular
circumstance which generally obliges us to resort to this mode of
delivery is the partial or complete receasion of the child out of the
vagina. Should the entire fetus have passed into the belly, it may
gtill be followed by the hand, and extracted without any great
difficulty, though much care is requisite to avoid drawing down
along with it some of the intestine or omentum. This caution is
the more needful if the rent be eituated in the posterior part of the
vagina. Though several hours may have elapsed from the moment
of the laceration we are not, on this account, to be deterred from
pursuing the fetus with the hand, and endeavouring to withdraw it
through the rent, as such a proceeding is not only warrantable but
generally quite feasible.

For example, in a case of my own there was an interval of four
hours between the occurrence of the accident and the performance
of turning; in Mr. Ross' case there was a like interval (this patient
recovered, moreover); in a case of Colling' the interval was twelve
hours; and in Mr. Goldeon's case it reached to twenty-six hours;
yet in none of these instances was difficulty experienced in eeizing
and bringing down the fetus out of the peritoneal cavity and
through the vaginal laceration. Where the child has elipped into
the belly, through a rupture exclusively confined fo the uterine
structure, the same facility in turning is not to be expected, because
with the contraction of the womb the rupture will undergo & pro-
portionate diminuticn in its size.

Baudelocque, with his accustomed shrewdness, has noticed this
practical difference between uterine and vaginal lacerations; and
certainly the point is one well deserving of attention.

If the child have been so many hours in the belly that its extrac-
tion per vias naturales ia impossible, or possible only by doing great
violence to the soft structures, then the easier and less dangerous
course would be to remove the child by gastrotomy; or, even
though no unreagonable length of time had elapsed since the
recession of the fetus into the peritoneal cavity, yet if the patient
had a contracted pelvis, and was come to the full time, I am con-
vinced it would be giving her a.better chance of recovery to
withdraw the fetus by the abdominal section than to subjeet her to
the tedious and troublescme business of delivering it according to
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the ordinary method of turning. In giving this qualified sanction
to gastrotomy I am justified by the numerous recoveries which have
followed the operation when performed for rupture of the uterus;
in fact a larger proportion of cures have resulted from this than
from any other mode of delivery; and I cannot euppose it would
be less euccessful after laceration of the vagina, though I am eure
it would not be 8o often n . i

Two successful casea of gastrotomy, after rupture of the uterus
or vagins, have been recently published—one by Dr. Dyer (British
Medical Journal for September 9, 1865), where the interval between
the occurrence of the rupture and the extraction of the child was
four hours and a-helf; and in the other case, related by Dr.
Crighton (Edinburgh Medical Journal, 1864), the interval was
fourteen hours. In neither case was there any attempt made to
withdraw the child by turning.*

Dr. Murphy strongly advocates gastrotomy in all cases of rup-
ture where the child hae escaped into the belly; but I cannot
altogether agree with bim that * when the child is in the cavity
of the abdomen, forced thither by the uterns or by the hand
of the practitioner, the .only operation that appears to give a
reasonable chance of success is gastrotomy.” This opinion may
hold good if there be pelvic deformity, or if the seat of rupture be
the body or fundus of the uterus; but it is not tenable, I think, if
the rupture be in the vagina or os uteri, and that the p&lnc
capacity 18

I have before remarked that the placenta sometimes follows the
child through the vaginal rent into the general cavity of the
abdomen, Where this has occurred ita artificial extraction should
be effected immediately after that of the child. In doing this the
excellent rule of following the cord as our guide to the placenta
should be implicitly attended to. Om the other hand, if the placenta
remain still in utero, we may ordinarily wait for tem or fifteen
minutes, to allow time for the natural efforts to expel it. Should

= A deeply interesting question here mpggests Iteelf, The recoveriea after gastro-
tomy (for ruptored nterns or vagina) grestly exceed the recoveries from Cosarean
section, which s quits contrary to what we might, 4 priors, have supposed. How i
this difference to be explained? The gaatrotomy group of cises, an & whols, probably
pomessed pomewhat better constitotions; but sorely this is not sofficlent. Hersin, T
think, lies tha cunes of difference—tha situation and direstion of the artificial opening
in the genital canal. In the one eategory the opening is longitudinal, and is sitested
in the fundus and body of the uterns ; in the other catogory it I circular or obligue,
and cocupies the vagina or neck of the wemb,
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it not then come away, however, and that gentle preseure on the
uterus, with traction of the cord, fails to dislodge it, our beat course,
I believe, is at once to set about extracting it manually. It may
be worth while remarking that I have never but once found it
necessary, in any case of ruptured uterus or vagina, to pasa the
hand into the uterine cavity for the purpose of removing the after-
birth; but I can readily understand that such an operation will
require extreme care and gentleness in ita performance, if we would
avoid increasing the damage that the soft parts have already
sustained.

The placenta having come away, we can now ascertain, if we
have not already done so, the exact situation and extent of the
laceration. At the same time we should msake sure that no portion
of gut has prolapsed through the rent. We should next endeavour
to place the edges of the laceration as sccurately in contact as can
be done under the circumstances.

It can scarcely be doubted but that the permanent retaining of
the torn parts in apposition would conduce to the chances of the
patient’s recovery; and, with the proper instruments, I really think
there could not be any great difficulty (the vagina being so relaxed
and capacious) in making two or three—not more—stitches with
wire suture, just to hold the edges of the laceration together.®

Of course, I fully concede that the circumstances under which
this accident commonly occurs are such as to preclude the possibility
of attempting this. But I need not remind you that our object
should be to find out what is the utmost art can do to remedy thia
accident; and, knowing this, our endeavour should be to carry it
out in practice as far as circumatances will admit.

* Dr. Marion Sima relstes {in his * Clinical Notea on Tterine Burgery™) two casea
which have a close bearing on the eubject before ne, as in each the peritoneal cavity
was opensd during operstione upon the uteros. In one case the opening was throngh
the cervix, and * would easily bave admitted the pasisge of threo fingers at a time
inte the peritoneal eavity™ (p. 133). In the other cass the chain of the derasenr made

 an immense hole of & semilunar form, in the cul-de-sac of the wagine, through which
wo could look for three or four inches up into the paritoneal cavity, and cbescve the
movements of the viscers with every respiratory act” (gp. cif,, p. 207). Now, in esch
of thess instanses he closed the opening by bringing the edges togsther with metallic
eutored, with aa little delay sa prasible, and Both palients recovered. In the former
caso he corefully removed, by means of sponge probangs, the blood which had foreed
ita way into the oavity of the peritonenm, and cloesd the wound completely by five or
#ix points of sutnre—This woman * recovered rapidly."” In ceses of lncersted vagins
or cerviz I do not sea why the same means ghould not be used to removs the blood
which may have gob into the serous cavity, and whose presence there must exercise
pernicious influence.
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The soundness of the principle on which the above suggestion is
based can hardly be disputed. Whenever a serous cavity is pene-
trated, whether accidentally or intentionally, ie not the first step
towards effecting a cure to carefully close the unnatural opening,
and by union of the wound to permanently seal up the cavity
again 7

The passing of the sutures could not occupy many minutes,
neither could this proceeding add to the existing dangers. Prac-
tically, the only difficulty I see in the way of carrying out the
suggestion, supposing we have the neceassary instruments at hand, is
how to command a sufficiency of light, as of course the patient
cannot be moved; but this difficulty is not one of an insuperable
kind.

The exhibition of stimulants is usually needful during and
immediately after delivery; nor can we safely suspend their use
until decided symptoms of reaction begin to show themselvea.

The subsequent treatment it is needless for me to describe, as it
is essentially the same as that required in rupture of the uterus.
The main points to be attended to, I think, are these, viz.:—

1. To enjoin absolute quictude of body. The urine should be
drawn off with the catheter, to save the disturbance which the use
of the bed-pan would cause.

2. The opium treatment should be fully carried out.

3. Nourishment, in the form of beef-tea, strong mutton-tes, or
chicken-tea, should be given in small quantities, and at short
intervals.

4. If the eymptoms of peritoneal inflammation become developed,
I would apply leeches over the seat of the greatest tenderness, in
numbers proportionate to the patient's strength; and would employ
mereury externally and, with due care, internally.

5. The utmost caution and reserve should be used with regard
to purgative medicine. Some days should be allowed to pass before
any attempt be made to procure an evacuation from the bowels.

Where a patient escapes the more immediate dsngers arising
from the nervous shock, and from peritoneal inflammation, there is,
at a later period, yet another danger to which she ia exposed, and
that ia pelvie abecess, behind or to either side of the uterus, and
in connexion with the injured structures.® I do not know whether

* This danger seema to have entirely escaped the notice of systematic writers upon
lacerstions of the nterus and vagina. Nevertheless s careful perusal of the elinjeal
Tocords of this nocident will serve to convinoe cne of its axistence.
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this reesult ever follows ruptures of the uterus. All the examples
I have found of it were cases of laceration of the vagina; and I can
well suppose that it would not be at all eo likely to supervene upon
& rupture of the fundus or body of the uterus. In some, if not in
most instances, we may sttribute this abscese to the emtrance of
blood and air into the peritoneal sac; whereupon, as happens in
certain exceptional cases of idiopathic pelvic hematocele, the cyst
which forms around the effused blood takes on suppurative action.
In the idiopathic or spontaneous pelvic hematocele suppuration is
extremely rare; whereas in the traumatic pelvie hematocele, that,
namely, which results from vaginal laceration, suppuration is not
uncommon, and i8 to be accounted for partly by the presence of the
reat in the vagina, and partly by the presence of atmospheric air
along with the extravasated blood.

Pelvic abscess formed in thres of Collins’ cases of laceration of
the vagina. One of these cases recovered and two died, and in
each of these it was ascertained at the neeropsy that the psocas
muscle was more or less involved in the abscess. One patient died
on the sixth and the other on the twenty-gixth day. When I was
an assistant at the Lying-in Hoepital I saw a patient who, on the
forty-second day after a rupture of the vagina or cervix, died in
consequence of an extensive abscess at the left side of the pelvis,
extending upwards to nearly as high as the origin of the psoas
muscle.

A recovery from laceration of the vagina and cervix occurred
under my own care, at the Lying-in Hospital, in 1860, the details
of which Dr. Byrne read to the society; and in this instance a very
offensive puriform discharge was observed flowing from the vagina
on the twelfth srd suceeeding days.*

A case isrelated by Collins which clearly shows the possibility
of internal secondary hemorrhage oceurring. The laceration was
gituated * anteriorly, at the union of the uterus and vagina.” The
womsan sank on the ninth day, and at the autopsy the immediate
cause of her death was found to be hemorrhage into the asbdominal
cavity. A elight discharge of blood from the vagina had shown
itself some hours before dissolution.

In my sixth case (already related) it may be remembered that on

* I have not included this caso amonget the examples of laceration of the vagins sa
the fall axtent of the tear was not ascertained, although it is certaln the vagins waa
chiedty, if not exolusively, bnplicated.—Bee Dr. Byrne's report of the case in Vol xxxiii
of this Journal.
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the fourth day, after a movement of the bowels, produced by the
enema, & considerasble quantity of grumous blood was discharged
from the vagina. This, I have no doubt, came from the peritoneal
cavity, as a great deal of the like fluid was found in it after death,
Most probably, however, all this blood had been extravasated a
short time subsequently to the laceration. Although not exactly in
point, still the clinical fact is worthy of note.

I shall now briefly recapitulate the principal points in respect to
which laceration of the vagina or os uteri seems to differ, at all
eventsin some degree, from rupture of the cervix or body of the
uterus :—

1. Premonitory symptoms are very rare.

2. The immediate constitutional effect of laceration of the vagina
is not, on the whole, so profound as that arising from rupture of the
uterus.

8. Vomiting is occasionally a eymptom of the accident, but it
18 not of the cojfes-grounds character.

4. The lacersation is very rarely, if ever, induced by deformity of
the pelvie brim.

5. The head is commonly engaged in the pelvis at the time
the laceration oecurs.

6. The tear can in no way be attributed to contractions of the
structure directly involved.

7. The laceration almost always takes a circular direction, and

8. Remains patulous, or at least shows very little disposition to
contract.

9. The escape of the fetus into the peritoneal cavity follows more
frequently upon vaginal laceration than upon uterine rupture.

10. The escape of the placents, likewise, through the laceration
is more apt to take place here than in ruptures of the uterus.

11. Prolapse of the intestine, algo, i a less rare complication of
vaginal laceration than of uterine rupture.

12. The operation of turning is found to be practicable for a
longer period after laceration of the vagina than of the uterus.

The four preceding characteristics (Noe, 9, 10, 11, 12) naturally
result from the peculiarity stated in No. 8, which belongs to
lacerations of the vagina or os uteri.

13. There is a greater liability to pelvic abscess after vaginal
laceration; and this we may, in some degree, attribute to the
greater likelihood of atmospheric air entering the belly through the
solution of continuity in the vaginal canal.
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