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T HE birth registration area in con- 
tinenta1 United States was estabhshed 
in 1915, at which time it incIuded 

onIy ten states and the District of CoIumbia, 
representing 31 .I per cent of the popuIa- 
tion of our country. The area has been 
graduahy extended since then by the addi- 
tion of other states. In 1933, with the 
admission of Texas, it inchided for the 
first time the entire area for the continenta 
United States. This was an important event 
as a11 comparative information regarding 
materna1 and feta1 deaths in this country 
is based on the statistics from the birth 
registration area. It seems appropriate 
then for us to consider the subject of 
materna1 and feta1 deaths in the United 
States at a meeting of the Obstetricians 
and GynecoIogists of the Iast state to join 
the birth registration area. 

Iand had at Iast been roused because of the 
fact that the materna1 mortahty and 
morbidity in the British IsIes had not been 
Iowered for the Iast twenty years, a state- 
ment which cannot be made about any 
other branch of medicine. In 1928, the 
Minister of HeaIth of EngIand appointed 
a Committee to study materna1 mortaIity 
and morbidity in the British IsIes. In 
1932 this Committee made its hna1 report, 
from which a great deaI of important 
information may be obtained. Later I shaI1 
quote from this document. 

During the past five years there has 
awakened in the minds of the Iaity in this 
country an unusua1 interest in materna1 
and fetal mortaIity. Such a pubhc interest 
in this subject has aIso been witnessed in 
certain European countries and particu- 
IarIy in the British IsIes. The reasons for 
this pubIic awakening are fairIy apparent. 
Obstetrics has steadiIy, ahhough sIowIy, 
deveIoped to be one of the major branches 
of medicine. However, it has become more 
and more evident to a smaII group of 
courageous ones in our profession that this 
deveIopment of the science and art of 
midwifery has not been attended by any 
marked improvement in materna1 and 
feta1 risks. In 1930, Comyns BerkeIey of 
London stated that public opinion in Eng- 

In our country simiIar studies have been 
conducted by various societies during the 
past severa years. The New York Academy 
of Medicine studied the probIem in Greater 
New York City for the three years, 1930, 
I 93 I and 1932, and pubhshed their findings 
and concIusions Iast year. Such investiga- 
tions have been carried out in PhiIadeIphia 
and other cities. 

Concomitant with this deepened interest 
in this subject by our profession there have 
appeared, in the lay press and magazines, 
articIes on aImost every phase of materna1 
mortality. A great deal of this materia1 
has been erroneous and misIeading, due 
undoubtedIy to misinformation on the part 
of the writer. However, even if Iay articIes 
are often misIeading the aroused interest 
of the Iay pubhc in the maternal mortahty 
probIem is focussing our attention on 
matters with which we shouId have con- 
cerned ourseIves more diIigentIy ere now. 
It is a commentary on our specialty 
that outside interest is needed to spur 
us on. 

* From the Department of Obstetrics and GynecoIogy, CorneII University Medical CoIIege and New York 
HospitaI. Read before the Texas Association of Obstetricians and GynecoIogists, GaIveston, Texas. 
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Now why this interest, both professiona 
and Iay, in the matter of maternal mor- 
tality? Table I will best answer this 
question. 

It is cIear from this tabIe that no reaI 
improvement in the mortaIity figures has 
taken pIace during the past twenty years. 
It is aIso we11 to remember that deaths due 
to “the PuerperaI State” as cIassihed by 
the United States Bureau of the Census 
excIude such deaths as those due to one of 
the more serious acute infectious diseases. 
In a study of materna1 deaths in 15 states 
by the ChiIdren’s Bureau under the 
Department of Labor, in which the deaths 
were classified by the United States 
Bureau of the Census, we find the defini- 
tion of “the Puerperal State” as fohows: 

I. Accidents of pregnancy. This includes (a) 
abortion, (6) ectopic gestation, and (c) others 
under this titIe. (“Abortion” will be referred 
to throughout this report as “abortion or 
premature Iabor.” The word “abortion” does 
not have the same meaning as it does in the 
internationa1 classification, but is defined as 
the termination of a uterine pregnancy before 
the period of viability, i.e., in the first two 
trimesters.) 

2. PuerperaI hemorrhage, which includes (a) 
placenta previa, (6) others under this title: 
postpartum hemorrhage, accidenta hemor- 
rhage, etc. 

3. Other accidents of labor. 
(a) Caesarean section. 
(b) Other surgica1 operations and instru- 

mentaI dehvery. 
(c) Others under this title. 

4. PuerperaI septicemia. 
3. PuerperaI phIegmasia aIba doIens, em- 

boIus, sudden death. 
6. PuerperaI aIbuminuria and convulsions. 

This titIe aIso incIudes pyelitis, nephritis, 
tetanus and uremia. 

7. FolIowing childbirth (not otherwise 
defined). 

8. PuerperaI diseases of the breast. 

In further elaboration of the definition 
we read: 

When more than one puerpera1 cause appears 
on a death certificate, the death is assigned to 
one of them in accordance with definite ruIes 
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pubhshed in the ManuaI of Joint Causes of 
Death, which the ChiIdren’s Bureau has 
followed IiteraIIy in a11 cases. It is we11 to 
reaIize what the genera1 rules of the classifica- 
tion are. If one of the more serious acute 
infectious diseases, such as typhoid fever, 
smahpox, diphtheria, or if cancer or syphilis, or 
if an externa1 cause such as an accident or 
homicide, appears on a woman’s death certifi- 
cate with a puerperal cause, her death is 
assigned to that cause and not to the puerpera1 
cause. (Inff uenza, however, takes precedence 
over no puerpera1 cause except “other acci- 
dents of pregnancy,” “ foIIowing childbirth 
(not otherwise defined),” and “puerpera1 
diseases of the breast.“) Puerperal septicemia 
takes precedence over a11 puerperal and non- 
puerpera1 causes except the ones mentioned. 
TubercuIosis in most forms takes precedence 
over a11 puerpera1 causes except puerpera1 
septicemia. Other serious chronic diseases, such 
as cardiac vaIvuIar disease and chronic ne- 
phritis, take precedence over all puerperal 
causes except the most severe compIications of 
chiIdbirth. The term “pregnancy” on a death 
certificate causes a death to be cIassified as 
puerpera1 onIy when it appears alone, or with 
a term denoting a mild disorder or with a cause 
impIying a complication of pregnancy. 

It wouId appear then that the materna1 
mortabty is even worse than is indicated 
in the foregoing tabIe. I shouId Iike to see 
a11 countries and cIinics adopt a uniform 
method of reporting maternal mortaIity 
or deaths due to “the puerperal state.” 
This death rate should express the per- 
centage of women, with both nonviabIe 
and viabIe babies, dying during pregnancy, 
Iabor and the puerperium, without correc- 
tion for such compIications as heart disease, 
cerebra1 accident, anemia, thrombosis, 
embolism, puImonary edema, pneumonia, 
inff uenza, tubercuIosis, diabetes, chorea, 
epiIepsy, appendicitis, crimina1 abortion 
or any other compIication of pregnancy. 
UntiI a11 materna1 deaths are reported in 
this manner, statistica comparisons are 
futiIe, for the reason that a11 other methods 
permit of correction, and unfortunateIy a11 
writers, investigators and countries do not 
correct in the same manner. Therein Iies 
the troubIe. 

TABLE II 

DEATHSFROMPUERPERALCAUSESWITHRATESPER IO00 

LIVE BIRTHS IN THE BIRTH REGISTRATION AREA 

IN CONTINENTAL UNITED STATES: I930 

Causes 

Abortion with septic conditions: 
Number.......................... 
Rate............................. 

-___ 

Abortion without mention of septic con- 
dition (to incIude hemorrhage) : 

Number.......................... 
Rate............................. 

--- 

Ectopic gestation: 
Number . . . 
Rate............................. 

--- 

Other accidents of pregnancy (not to 
incIude hemorrhage) : 

Number. . . . . 
Rate............................. 

_------__ 

PuerperaI hemorrhage: 
Number.......................... 
Rate............................. 

___-__ 

PuerperaI septicemia (not specified as 
due to abortion) : 

Number.......................... 
Rate............................. 

-~ 

PuerperaI septicemia and pyemia: 
Number.......................... 
Rate............................. 

~___~ 

Puerperal phIegmasia alba doIens, em- 
boIus, sudden death (not spec. as 
septic) : 

Number.......................... 
Rate............................ 

_--- 

PuerperaI tetanus: 
Number......................... 
Rate............................ 

___--- 

PuerperaI albuminuria and ecIampsia: 
Number......................... 
Rate............................ 

Other toxemias of pregnancy: 
Number......................... 
Rate............................ 

______ 

Other accidents of childbirth: 
Number......................... 
Rate............................ 

Other and unspecified coiditions of the 
puerpera1 state : 

Number......................... 
Rate............................ 

- 
I 

I 

I 

3 
I 

3 
I 

__ 

.3 
I 

. 1 

-_ 

- 

930 ‘931 ‘932 

96120492026 
.88 .96 .97 
-___. 

671 653 706 

.30 .30 .34 
--- 

s;; 588 562 

.27 .a7 
--- 

169 88 84 
.07 .04 .04 

523 14421377 
.69 .68 .66 

321 31492734 
.50 I.49 1.31 

,303 3137 2721 
.491.481.31 

702 630 626 
.31 .29 .30 

18 12 13 
* * * 

-~__ 

1589 3027 2659 
.62 1.431.28 

493 529 489 
.22 .25 .23 

767 1755 1807 
.80 .83 .87 

____~ 

45 54 50 
.02 .02 .02 

* Less than one-tenth of I per 1000 Iive births. 
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Furthermore, you wiIl notice that in my 
delinition of materna1 mortaIity as aIready 
stated, I said “the percentage of women 
. . . dying,” and not “deaths per IOOO 

Iive births.” I am aware of the reason 
usuaIIy given for computing materna1 
mortahty on a basis of Iive births, nameIy 
that it expresses the sacrilice in mothers 
to produce so many Iive births. This 
method Ieads to numerous errors and 
affords many ways of correcting the death 
rate. The higher the feta1 mortaIity, the 
Iower the number of Iive births, a state of 
affairs affecting the materna1 death rate. 
In other words, the materna1 death rate 
depends not only on the actua1 number of 
women who died as a resuIt of chiIdbirth 
but also on the number of babies born 
ali\~e. This, to my mind, is a most iIIogica1 
method of recording our rest&s as they 
relate to the mother. I beIieve we shouId 
be abIe to state quite cIearIy that out of a 
given number of women who became 
pregnant the death rate was thus and so; 
in other words, so many puerpern1 women 
died per IOO, or 1000, women who became 
pregnant. I advocate very strongIy that 
all maternal mortaIity reports, either by 
individuals, societies, cities, states or coun- 
tries, be based on the tota uncorrected 
maternal deaths, irrespective of the dura- 
tion of pregnancy or the resuIt to the 
ollspring. 

Let us consider the main causes of 
maternal mortaIity as shown by the ligures 
of the United States Bureau of the Census, 
bearing in mind the foregoing comments 
on “the puerpera1 state” and on “deaths 
per IOOO Iive births.” In TabIe II wilI be 
seen the statistics for the Iast three years 
ending 1932. These show very cIearIy that 
puerperal infection is the main cause of 
death with a rate of aImost 3 per 1000, 
or nearIy $0 per cent of a11 deaths. The 
toxemias appear next with a rate of 1.3 to 
2 per 1000. PuerperaI hemorrhage is the 
third largest contributing factor, account- 
ing for o.- per 1000. These three: infection, 
toxemias and hemorrhage, constitute then 
the cause of death in aImost 85 per cent of 

a11 fata cases. 
I shouId Iike to present to you now the 

figures on materna1 mortahty in the 
Woman’s CIinic, or Lying-In HospitaI of 
the New York Hospital. These are shown 
in Table III. 

I do not present these figures in order to 
impress you with our resuIts, but rather 
to bring out the reasons, as I see them, 
for such figures. Our morbidity incidence 
is low because of rigid aseptic technique 
and an isoIation floor for al1 infected or 
potentiaIIy infected patients. This isola- 
tion floor is compIeteIy equipped with 
nurseries, kitchens, sterilizing room, operat- 
ing and deIivery room, and is subdix-ided 
into sections, one for obserl-ntion and the 
milder forms of infection such as pyeIitis, 
gonorrhea and breast infections and one 
for puerperal infection. 

It should be noted that the morbidity 
rates as shown in TabIe III are uncorrected 
and give the results in a maternity hospital 
where both registered and unregistered, 
as we11 as emergency patients are admitted 
and treated. These figures, therefore, per- 
mit of comparison with any other series of 
cases reported on an uncorrected statistica 
basis. 

Regarding morbidity, I recently stated: 

It is evident that a hidaiIy temperature read- 
ing often gives very faIse and misleading infor- 
mation, especially if such temperatures are 
taken early in the morning and at two o’cIock 
in the afternoon. The four and eight o’cIock 
temperatures are more significant than that at 
two d’ciock. On such a bidaiIy basis of recording 
temperatures, many patients with an uterine 
infection, and even with a hectic temperature 
course may appear to be afebriIe. The impor- 
tant factor in detecting a puerpera1 infection 
is that throughout the patient’s stay in the 
hospita1 her temperature be faithfuIIy recorded 
at 6 and IO A.M., 2, 6, and IO P.M. and 4 -4.~. 

The last temperature, 4 A.M., may be omitted 
if the patient is asIeep. Our standard of 
morbidity in the Woman’s CIinic of the New 
York Hospital is as foIIows: “The Puerperium 
is considered febriIe if there is a rise in tem- 
perature to 38°C. (100.4OF.) occurring once 
during each of two twenty-four hour periods 
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foIlowing dehvery, or remaining eIevated Ionger The prevention, controI and treatment 
than twenty-four hours, excIuding the first of the toxemias is too large a subject for 
twenty-four hours after deIivery, temperatures 
on a11 patients being recorded every four hours 

me to discuss at this time. Suffice it to say 

throughout the patient’s stay in the hospita1.” 
that antenata1 care, properIy instituted 
and conducted, the conservative treatment 

Other factors besides a rigid admission of pre-ecIampsia and ecIampsia, the earIy 
system and adequate isolation, which recognition and treatment, radicaI if neces- 

TABLE III 
MATERNAL MORBIDITY AND MORTALITY IN THE WOMAN’S CLINIC, NEW YORK HOSPITAL 

FOR THE PERIOD SEPT. I, I$)32 TO JUNE 30, 1934 

A. Morbidity (Indoor Service) 

Premature FuII Term 

Total 
Per Cent 

Spont. Oper. Spont. Oper. 
Total 

______~~~ 

Puerperium: 
NormaI. 75 36 2718 630 3459 74.244 

One day fever . . . . . _. _. _. _. II 4 406 153 574 12.320 
_~ 

FebriIe, Puerperal infection. I 2 9 228 176 425 g. 122 
~~ 

Mastitis.. . . . o 0 37 IO 47 I.009 

PyeIitis.. . . . . 2 2 22 5 3’ 0.665 
--__ 

Intercurrent disease.. I I 14 3 I9 0.408 

Othercauses....................... 2 6 57 39 104 2.232 
____ 

Lo3 58 3482 1016 4659 100.000 

161 4498 

B. Mortality 
TotaI indoor ful1 term + premature deliveries.. . . . . 
TotaIdeathsinindoorservice.......................................................... 

Incidence = 0.15 per cent or I .5 per 1000 
TotaI obstetrica patients treated in indoor & outdoor service.. . . . . . . . . 
TotaImaternaIdeaths.................................................................. 

Incidence = 0.177 per cent or an uncorrected materna1 mortaIity of I .77 per 1000 

Iower the incidence of infection, are the 
use of a face mask by a11 attending a 
patient in Iabor and at deIivery, surgica1 
asepsis on the part of the obstetrician, the 
proper performance of recta1 examinations 
and eIimination, as far as possibIe, of 
vagina1 examinations during Iabor, a Iow 
incidence of operative interference, a house 
staff adequateIy trained in obstetrics, 
adequate supervision by the attending 
staff and carefu1 nursing care during Iabor 
and the puerperium, especiaIIy in so far as 
perineal care is concerned. I may say that 
our house staff is on a five year resident 
system. 

‘er Cent 
Mor- 
bidity 

13.436 

4659 
7 

7869 
14 

sary, of nephritis as we11 as a carefu1 
foIIow-up system for a period of six months 
to one year of a11 cases are the important 
factors in any attempt to Iower the deaths 
from the toxemias. 

As to the third important cause of 
materna1 deaths, hemorrhage, I may say 
that our treatment has changed most 
radicaIIy during the past ten years. Today 
a patient bIeeding, however IittIe, during 
the Iast trimester of pregnancy, is brought 
into the hospita1 and the first step in the 
treatment is bIood grouping and matching. 
This is done before any other step in the 
procedure, unIess some type of obstetrical 
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interference is imperative. Many of these 
patients stop bIeeding and it is our practice 
in such instances to refrain from vagina1 
examinations for four or five days, and 
these are carried out only when det;niteIy 
indicated. The prime importance of ade- 
quate preparedness at a11 moments in the 
matter of bIood transfusion for the case of 
puerpera1 hemorrhage has become more 
cIear to us and it has dispIaced immediate 
obstetric interference from first pIace in 
the routine procedure of treatment. 

Time wiI1 not 3110~ me to enter into a 
detaiIed discussion of the other various 
causes of materna1 mortaIity, but Iater I 
shaI1 summarize my views as to the factors 
in genera1 which do and wiI1 Iower our 
appalling maternal mortality. 

The confusion we have seen in the 
reporting of materna1 mortaIity is sur- 
passed only by that observed in the 
statistics on feta1 mortahty. There is no 
single definition of feta1 mortaIity in 
genera1 use and the appIication of the 
terms stiIIborn and deadborn vary wideIy 
in the Iaw and practices of the different 
states. I have recentIy advocated that 
fetal deaths be reported in the form of 
total uncorrected infantiIe mortahty rate, 
including a11 stiIIbirths in babies of 1500 gm. 
or over, as well as neonata1 deaths occur- 
ring during the first fourteen days of life. 
This is the onIy basis on which inteIIigent 
comparisons can be made. A corrected 
feta1 mortality rate is as misIeading as a 
corrected materna1 mortaIity rate. 

It wiI1 be seen from this definition that 
no corrections are made for premature 
babies nor for neonatal deaths, occurring 
during the first two weeks of life. This 
definition obviates any argument as to 
what constitutes viability and brings to 
the Iight of day the bad resuIts, occurring 
one or more days after deIivery, and 
following birth injuries incident to such 
obstetrics as unskiIIfu1 forceps appIication, 
unnecessary haste in breech extraction 
unwarranted and untimely version and 
extraction, as we11 as a11 the other methods 
of meddIesome and unskihed midwifery. 

The figures of the Bureau of the Census 

of the United States on fetal mortaIity 
give mereIy the number of stiIIbirths, and 
so do not teI1 us the whoIe story. But from 
those figures aIone it wouId seem that our 
resuIts may stand great improvement. In 
1933 there were 2,o6q,g44 births in the 
continenta United States with 76,837 
stiIIbirths, a rate of 3.7 per IOO Iive births. 
We do not know the number of premature 
and neonata1 deaths. I wouId estimate that 
the tota uncorrected infantiIe mortality 
in the United States is in the neighborhood 
of 6 per cent. I base this estimate on the 
fact that in a Iarge maternity service we 
have found that the neonata1 deaths con- 
stitute approximateIy one-third of the total 
infantiIe mortaIity. For exampie, in our 
clinic for the year 1933 the gross infantiIe 
mortaIity was 145 deaths, in 3752 infants, 
or 3.86 per cent, and of these 145 deaths, 
47 occurred during the first two weeks 
fohowing dehvery. 

It is often stated that the maternal and 
feta1 mortahty in other countries, espe- 
ciahy the Scandinavian, are far lower than 
in the United States. Such comparisons 
are dangerous and misIeading. I quote for 
you from the FinaI Report of the British 
Committee on MaternaI Mortality which 
made an exhaustive study of the Scandi- 
navian countries. Their report states: 

In Denmark and Sweden the offrcia1 maternal 
death rates for the five years 192$-29 average 
2.74 and 3.12 respectively, as compared with 
4.21 for EngIand and Wales. Enquiry showed, 
however, that certain causes of death, which 
in the EngIish returns are cIassed to chiId- 
birth, were habituaIIy excIuded from this 
category in Denmark and aIso that in both 
these countries the method of cIassiIication 
where more than one cause of death appears 
on the certification diminishes the number of 
cases which wouId in England have been 
ascribed to materna1 deaths. The investigators 
arrived at the opinion that in consequence of 
these discrepancies the official figures as they 
stand do not give a true idea of the relative 
maternal mortality, and that if the rates in 
these countries were computed upon the 
English basis they would more cIoseIy approach 
that of England and W’ales. In a11 the countries 
there has been a definite rise in the recorded 
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maternal mortaIity rate in recent years. 
Different reasons for this were given in each 
country, but it would seem that in a11 the 
greater care now exercised in death certification 
has been an important factor in bringing about 
this resuIt. 

Furthermore, if we consider that for the 
year 1929 the tota materna1 mortahty 
for EngIand, according to this report was 
5.82 deaths per IOOO Iive births, whiIe in 
the United States for the same year the 
figure was 6.9 for coIored and white, and 
6.3 for its white popuIation, it wouId 
appear that the standard of obstetric 
practice is about the same in each of these 
countries, and Ieaves much to be desired. 

To my mind materna1 mortaIity in the 
United States can be materiaIIy reduced 
by aIIowing more time for the teaching of 
obstetrics in our medica schooIs, by post- 
graduate teaching in obstetrics, by better 
hospita1 training in obstetrics for those 
who deIiver women in their practice and 
by providing adequate welfare cIinics and 
hospita1 faciIities for maternity patients. 
These faciIities shouId incIude, as so we11 
set forth by the American CoIIege of Sur- 
geons, the folIowing: 

a. Segregation of obstetric patients from a11 
others in the institution. 

b. SpeciaI faciIities avaiIabIe for immediate 
segregation and isoIation of a11 cases of infec- 
tion, temperature or other conditions inimica1 
to the safety and weIfare of patients within the 
department. 

c. Adequately trained persone1, the entire 
nursing staff to be chosen speciaIIy for work in 
this department and not permitted to attend 
other cases during t:me on obstetric service. 

d. ReadiIy avaiIabIe, adequate Iaboratory 
and speciaI-treatment facilities under com- 
petent supervision. 

e. Accurate and complete cIinica1 records on 
a11 obstetric patients. 

f. Frequent consuItations encouraged on 
obstetric service, a consuItation made obIiga- 
tory in a11 cases where major operative pro- 
cedure may be indicated. 

g. Thorough anaIysis and review of the 
cIinica1 work of the department each month 
by the medica staff with particuIar consider- 
ations to deaths, infections, complications, or 

such conditions as are not conducive to the best 
end results. 

h. Adequate theoretica instruction and 
practical experience for student nurses in 
prenatal, parturient, and postpartum care of 
the patient, as we11 as the care of the newborn. 

FinaIIy I fee1 very strongIy that the 
genera1 pubIic shouId be taught that it is 
imperative for every woman to have ade- 
quate medica supervision and care during 
pregnancy, Iabor and the puerperium. 
This supervision and care must begin earIy 
in pregnancy, must be continuous through- 
out the postpartum period and must be 
in the hands of a physician, not a midwife, 
properIy taught as an undergraduate and 
adequateIy trained in a first cIass hospita1 
in the art and science of obstetrics. 

Regarding certain other specific factors 
reIating to materna1 mortaIity, such as 
anesthesia and anaIgesia, midwives and 
home deIiveries, I can do no better than 
to quote from the Report of a Committee 
of the New York Obstetrica Society 
appointed this year to review the Maternal 
MortaIity Report of the New York Acad- 
emy of Medicine. As I was a member of 
this committee, my views are in compIete 
accord with the foIIowing quotations from 
its report. These are: 

MIDWIVES: 
Your Committee believes that whiIe there is 

need for better training and supervision of the 
present Iicensed midwives, that there is no need 
for training or Iicensing of additiona midwives. 
The record shows that during the past twenty 
years in the city of New York there has been a 
steady decIine in the practice of midwives- 
from 30 per cent to 8.3 per cent at the present 
time. In order to accompIish the better training 
and supervision of the existing midwives, we 
recommend that the New York Obstetrica 
Society offer its services to the Commissioner 
of HeaIth of the City of New York. 

Your Committee beIieves that the practice 
of Obstetrics wiI1 never be elevated to the 
position it rightIy deserves as Iong as the mid- 
wife is permitted to practice. The profession, as 
we11 as the majority of the Iaity, is perfectIy 
cognizant of the Iimitations of the midwife 
and the teachers and Ieaders of obstetrics 
shouId, by now, appreciate the inadequacy of 
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any system which introduces incompetency in 
competition with scientific knowIedge. 

HOSPITAL AND HOME DELIVERIES: 

Your Committee recommends that the New 
York Obstetrical Society shouId countenance 
home cIeIivcries only when under idea1 condi- 
tions as to competent medical attendance 
or supervision, equipment and assistance. 

OPERATIONS: 

We a11 know that operative deliveries, with 
good indications in skiIIed hands, are neces- 
sary. They are merciful and Iife-saving and they 
constitute one of the great advances of modern 
obstetrics. 

ANESTHESIA AND ANALGESIA: 

Your committee believes that the use of 
anesthetics and anaIgesics when properIy 
selected and properly administered are vaIuahIe 
and indispensable and should be encouraged. 
They are not onIy humane but tend to prevent 
unnecessary and too earIy interference with 
the natural progress of labor and per se do not 
add to the maternal or feta1 death rate, nor to 
operative interference. 

I:DucA’~ION: 

Your Committee is unanimousIy of the 
opinion that the New York Obstetrical Society 
shouId go on record in the medica and Iay 
press as to its attitude regarding education 
ancl training in obstetrics and gynecoIogy. This 
seems necessary in order that the Society may 
use its full influence in an endeavor to accom- 
plish the folIowing: HospitaI training in 
obstetrics for those who pIan to practice 
obstetrics must he adequate. An obstetrica 
interneship shouId not be Iess than one year and 
a general rotating interneship in which obstet- 
tries is incIuded, shouId be at Ieast two years in 
order to allow a minimum of six months for 
obstetrics. 

AI1 university and other quahfied hospitaIs 
shouId utilize their faciIities, wherever possibIe, 
to offer postgraduate courses in obstetrics and 
gynecology. 

OnIy through these three factors, adequate 
undergraduate teaching, thorough hospita1 
training and postgraduate courses, wiI1 the 
obstetrical standards of the work in al1 our 
hospitals be eIevated to the required IeveI of 
efficiency and safety. 

Furthermore the Iay pubIic, through the 
various public health agencies, incIuding the 
Department of HeaIth, shouId be informed 
of the requirements of a physician doing 

obstetrics: the standards of hospitals taking 
obstetric cases; and finally what the patient 
herself shouId know about pregnancy, labor 
and the puerperium. 

COOPERATION WITH R~EDICAL OKGASIZA.I.IONS 
AND PUBLICITY TO THE hlE.DICAL 
PROFESSION : 

Your Committee recommends that the NC\% 
York Obstetrical Society appoint a Committee 
to cooperate nith the Department of IIeaIth, 
the Department of Hospitals, and other 
agencies, in order to accomplish the above 
recommendations regarding midwife practice, 
undergraduate and postgracluatc education, 
reguIation or registration of physicians prac- 
ticing obstetrics, supervision of a11 hospitals 
doing obstetrics which do not conform to the 
minimum standards of the American College 
of Surgeons and to evolve a plan for a Board 
of RegionaI Consultants in obstetrics and 
gynecology. We further recommend that, with 
respect to our report, such a Committee be 
empowered to consider and act in the matter 
of pubiicity to the medical profession, as \velI 
as to the lay public. 

FETAL MORTALITY: 

Your Committee recommends that in any 
further study of Maternal hlortality, feta1 
mortaIity shouId be included as giving more 
compIete and accurate analysis of our results 
in childbirth. 

I have endeavored to bring before you 
the appaIIing figures, seen in every state 
in the Union, on materna1 and fetal 
mortahty and have further attempted to 
indicate Iines aIong which we ma.; hope to 
eIevate the standard of obstetrics and 
gynecoIogy in our country, which wiIl 
automaticaIIy carry with it marked im- 
provement in these frightfu1 mortality 
figures. It rests with you and me, as 
obstetricians and gynecoIogists, to vindi- 
cate ourseIves in the eyes of the genera1 
pubIic, as we11 as our own profession. We 
must accompIish in our speciaIty what is 
being done in other branches of medicine, 
we must proIong the span of woman’s 
Iife, we must make childbirth safe and 
without undue risk to mother and child 
and we must see that womankind suffers 
not from the end results of inadequate 
obstetrics. This is our task and the responsi- 
biIity may not be shifted. 
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