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THE CAUSES AND 'TREATMENT OP PRIMARY INETTIA UTERI.

Primary Uterine Inertia may be defined as the condition in
which, labour having definitely started and there being no cause
of obstruction, pains are so infrequent or so ineffectual, that
the first two stages of labour are unduly prolonged, the third
stage being normal.

Although the results of Primary Inertia Uteri are not usually
serious either to mother or child (1) the condition is one which
causes so much unrest to all concerned in a confinement where it
ooours that it is worthy of consideration. To the patient the
disconifort, anxiety, and loss of rest are most trying, her re-
latives are worried and upset, while the demands on the doctor's
time and temper are inordinate, especially when, as almost in-
variably happens, the patient and her family are of highly ner-
vous temperament and keep sending calls at all hours of the day
and night.

Further in those cases where premature rupture of the mem-
branes occurs , Primary Uterine Inertia may be oroductiA/e of serious
results to both mother and child.

Owing to the unsatisfactory results of treatment obtained
when the condition is established, very little, unfortunately, is
able to be done for the patient. Morphia in ordinary doses is
not reliableaggcording to Eden (2) if morphia, chloi'al and
bromides be given in adequate doses, i.e. doses large enough to
induce sleep, the orogress of labour is arrested altogether. The
same author recommends scooolamine and morphia, but this method of
treatment is entirely unsuited to the needs of a genmeral practitioner,

to say nothing of the often dangerous effects which these-drugs have



on the child. Williams (3) and Eden (4) advocate de Ribes bag
or digital dilatation of the cervix at the appropriate times, but
these procedures cannot be lightly undertaken except under the
favourable conditions not usually met with in general praotioe.
The full hot bath (5) is seldom practicable in the oountry.

The reason why the oonaition has not been more fully worked
out and why some more reliable means of treatment is not available,
may be because of the paucity of such cases in hospital praotioe
as compared with private praotioe. During a tern as resident
out-door House Surgeon in the Royal Maternity and Women's Hospital
Glasgow , and in over a thousand oases of child-birth , I did not
see a single case of Primary Inertia, while in private praotioe
out of about two hundred oases, I have seen twelve women suffering
from the condition and two others in whom, but for prophylactic
treatment, the abnormality would most probably have occurred.

I submit notes of the cases mentioned. I propose from a
consideration of the main features of these cases to develop a
theory regarding the cause of Primary Uterine Inertia. I hope
to demonstrate that it is possible to forecast the probablfc on-
set of this condition, and I desire to submit lines of treatment
which should be adopted to prevent its occurrence in those cases.
Finally, I hope to show a rational method of treating the condition

when it has developed.



CASES.
1.
Mrs. J. Aet 25 years, Housewife. 1 Gravida.
Menstrual History.

Menstruation commenced at sixteen years of a :e and has been
regular since that time. lype 38. 'The loss is small (one diaper
per day) . Pain in the back comes on four days before the flow
starts and lasts three days. The day immediately before the flow
commences is entirely free from pain or disoorafort. Pain accom-
panies the onset of the flow but soon passes off again. The oain
at and before menstruation is accompanied by a swelling In the
left lumbar region the nature of which I am unable to determine.
History of Previous Ilinesses.

The patient states that she suffered from Anaemia and Gastric
Ulcer for eight years ( from sixteen to twenty four years of age.)
She had no other illness.

Examination.

Patient menstruated last on 24th September, 1919* Hie pro-

bable date of confinement was therefore, 1st July, 1920.

When examined on 15th April, 1920 for her confinement, this

patient was found to be distincly neurasthenic. She complained of
sickness and insomnia. Her reflexes v/ere brisk, her fingers,
tongue and eyelids tremulous. Her heart was raoid in its action
(120 beats per minute). The heart sounds v/ere pure. Severe
varicose veins of vulva and legs were present. ihe pelvis was
roomy. When I saw her again in June 1920, her condition was as
described above. The presentation was 1Ist. vertex. The urine

2evealed no abnormality.



Labour .

Labour started in the early moi'ning of 19th July, 1920 and
when I saw the patient at 10.30 a.m. the os was two finger and there
were no pains. Occasional pains oocurred at long intervals with
slightly increasing dilatation of the oe2*vix. The ineibranes rup-
tured on 20th July, 1920. Morphia gr*; was administered hypoder-
mically on the evenings of the 19th, 20th, and 21st July, but
although it gave the patient 2*est, it produoed no effeot on the
progress of the labour . On the morning of July 22nd the os was
completely dilated and Lc.c. of pituilrin was injeoted subcutane-
ously without effect. At about 10 p.m. on July 22nd, no2*mal
pains suddenly came on and a dead baby was born spontaneously at
midnight. The only pain complained of by the patient fh’om the
beginning to the end of labour was one, gnawing in charaoter, in

the back.

M* . E. Aet. 38 year’s. Housewife. 1. Gravida.
Menstrual Histoy .

I have no note of when menstruation started. The type is
irregular:- 31 and 58. At each period the patient has bilious
attacks" which necessitate he2’ going to bed for about tv/o days.
Histo2y of P2evious Illnesses .

Patient states that she has always been healthy apart fro m
the t2-ouble associated with menst2-uation.

Examination.

18th September, 1920. Patient last menst2-uated on 16th Feb-

ruary, 1920, therefore, the probable date of confinement is 21st

Novembe2-, 1920. She looks olde2* than her years , and is ne2*vous and
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restless. The pupils are dilated. The reflexes, superficial and
deep, are inoreased. The heart is rapid in its action. (108 beats
per minute) . The Vagina is narrow and the Pelvic outlet slightly
narrow. The pubic arch is low. ihe Foetal heart sounds are

best heard below and to the right of the umbilicus. (Rate 146 per
minute) . The Urine is normal.
Labour .

Labour started at 7 a.m. on the 20th December, 1920, with pains
of evidently ordinary severity which lasted until about 9%*30 a.m.
and then practioally disappeared leaving the os fully one finger
dilated. No effectual pains recurred until the morning of 24th
December, 1920 - four days later. Daring this period there were
odd pains and the patient had a feeling of great discomfort and ap-
prehension, the latter increasing to such an extent that on the
night of 23rd. December, she was almost hysterical. Examination
that night revealed a three finger os, but there were artill no
effective pains. At 10 a.m. on 24th December, pains being faiily
good and the os fully dilated Mr. Caird F.R.C.S. Ed. gave chloro-
form and T delivered the patient with forceps. The child breathed
after an hoar's artificial respiration. Two stitches were out
into the perinaeum. The puerperium was uneventful anl the uterus
was in good position six weeks latei*.

In this case morphia gr £ was administered hypo-dermically
on the evenings of 20th, 21st, 32nd, and 23rd, but had very little
sedative effect on the patient although it appears to have be n

responsible for the asphyxia from which the child suffei’eld.



3.
Mrs. F. Aet 29 year's. Housewife. 3 Gravida.
Menstrual History.

Menstruation commenced at 14 years of age. (Type:-*8 regular)
Patient has suffered no pain and veiy little discomfort evoept when
undergoing training as a Gymnastic teacher at 20 years of age.
There was then pain for the first two days of the illness, pre-
sumably owing to the vigorous exercise ntailed. Hie loss is of
moderate amount (three diapers per day). Since the birth of the
first baby there has been no pain or discomfort at her menstrual
periods .

History of Previous Ilinesses

The patient has always been perfectly healthy.
Obstetric History.

1st. Confinement was a oase of persistent occipite-posterior,
and was managed by Dr. Haultain of Edinburgh in 1915

Jhe 2nd. confinement was normal, in September 1918.

Patient had a miscarriage in September 1919-
Examination .

22nd June, 1921. Patient last menstruated in November, 1920,
therefore, August 1921 is the probable date of confinement. She com-
plains .of breathlessness and palpitation and of nervousness. She
flushes when addressed and the fingers and eyelids are tremulous¥®
The heart's action is disordered and rapid (130 beats oer minute).
The Foetal he art sounds are best heard in the left iliac fossa
(Rate 140 oer minute) . The perinaeum is intact. The pelvis is roony.
The abdomen is fleshy, and the foetal parts are not easily made out.
1st .vertex presentation diagnosed. Urine normal.

Laboure

Labour startea at 4.45 a.m. on 22nd July, 1921, and the mem-
branes



ruptured at same time. I saw the patient about five hours after and
learned from the nurse that pains had lasted only a short time after
the beginning of labour and had then become weak and occasional. On
vaginal examination the os was found to be about three finger and I
was able to introduce my finger into the baby's anus. The foetal
heart was still best heard below and to the left of the urabiltus
Morphia grf was given hypodermically. At 7*30 p.m. the os was a little
more dilated but pains were still veiy feeble and infrequent. A
further enema and quinine sulphate (grs. 10) were given. The uterus -«
was massed and better pains came on. The baby was born by the breech

at 10 -30 p .in.

Mrs . K. Aet 39 years . Housewife . 8 Iravida.

No opportunity was given of examining this patient befoi’e her con-
finement, but on going into her history afterwards , the following story
was elicited.

Menstrual Histoiy.

Menstruation commenced at 14 years of age and has been regular

since that time. Type ;8. The patient had suffered pain of a sev re

nature in the back and thighs on the first day of illmess, but this

disappeared after the birth of the first child. The loss is raodeBate
(three diapers per day) . The woman herself is a sallow oomplexioned,
weakly, emotional person. All the previous confinements were normal.
Labour .

Pains started in the morning of July 21st 1921. They were severe
and occurred at very long intervals . According to the patient they
were typical labour pains. They continued until 27th July, when

"the show" occurred. Pains then passed off altogether. The nurse
sent for me on this date and I found die os about two fingei- . There

v/iere no pains whatever. 1 saw the patient that day an gave morphia gw



hypodermically at night. The following night I repftted this and
gave 15 grs . of quinine sulphate in addition. On the 28th, odu
pains occurred until midnight, when fairly good pains set in and a
child was born normally at 5 a.m. on the 29th, before my arrival.
The woman told me afterwards that she had been very nervous about
this confinement and had spent sleepless nights in dread of it.
The loss of blood after separation of the placenta was slightly in

exoess of what is wusual. It was easily controlled.

5.
Mrs . S. Aet 30 years Housewife. 2 Gravida.
Menstrual History.

Menstruation commenced at 15 years of age, and the patient was
only onoe ill in the next year. This was ascribed to anaemia for
which she was treated by her dootor. At 16 years of age the ill-
nesses became established and oocurred irregularly at 21, 28, or 42
day intervals and lasted for two days , the loss being veiy small
(one diaper per day) . Headaches occurred at the times of menstruar-
tion and were so severe as to prevent sleep or work. The condition
with regai’d to pain was unaltered by pregnancy.

History of previous Illnesses.

Between the ages of fifteen and sixteen years the patient suf-
fered from anaemia.
Obstetric History.

The first baby was born nine years ago. The Labour lasted
one day ani was completed with forceps. She had a miscarriage
three years ago and was curetted.

Examination .

13th June 1921. Patigftt last menstruated on the 8th January, 19?1



and therefore the confiinement ig duec about 14th October 1921 . She
complaing of frequent attacks of fainfing. She 1s resgtless and emo-
tional The pulse was ravid when the patient was seen at first.

but cuieted down aftecrwards. |

19th September. Patient complains of palpitation and great dis-—
tress. The heart is rapid in its action (120 beats per minute)}but -
gular . The heart sounds are pure. The foetal heart sounds are best
heard below and to the left of the umbilicus. (Rate 148 per minute.)
A 1st . vertex pfesentation is diagnosed. The urine is normal.
Labour .

Labour gtarted in the forenoon of 10th October with a few pains
which lasted about two hours. The operculum was expelled. Vhen I sa
her at 12.30 p.m. the vains were very weak and infrequent and were
described as beiﬁg like colic. The os admitted two fingers. These
colicky pains‘lasting about half an hour at a timé and recurring at
intervals lasted until about 9 .45 p.m. on the 19th, when strongre-
gular pains were gradualty establishel. By 10 p.m. on the 19th
the os was fully dilated and the head on the perinaeum. The baby
was born.at;lO.IB p.m. The Duerperium‘was uneventful. No drugs

were exhibited in thisg case.

6.
Mrs . C . Aet 33 years . Housewife. 2 Gravida

Menstrual History.

Menstruation commenced when the patient was 17 years of‘age,
occurred once in thrée months for the first yvear, and then became
regular at 18 years of age. Type28. A large amount of blood is lost.
Menstruation was sometimes accompanied by sSeverepain in the left
gide and a feeling of sickness. There has been no pain since the

Tirst baby was born.
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History of previouslIllnesses.
Patient states that she has always been healthy.
Obstetric History.

She was last oonfinea on 25th September 1918. fmhe labour lasted
three days.

She had a miscarriage on 6th December, 1920. The uterus was
cleared out by finger.
Examination.

4th September, 1921. Patient last menstruated in February, 1921.
therefore, October or November 1921 is the probable date of the con-
finement. She complains of breathlessness and distress on exertion.
She looks pale and is somewhat anaemio. She has Oedema of the lugs.
A systolic murmur is heard all over the preoordiura. It is not con-
ducted in any direction and has to be regarded a s functional in ori-
gin. The heart is rapid in its aotion (124 beats per minute) . She is

nervous . The foetal heart sounds are best heard below and to the left

of umbilicus. Rate 140 per minute. There is a slight tear of the
cervix. The pelvis is roomy. The urine is normal.
Labour .

Labour started at 3 a.m. on November 24th, 1921, and by mid-
day the os was only two finger. While I was present there were no
pains . An anema was given. YJheri she was seen at 3 p.m. the con-
dition was unchanged. Good pains came on shortly after 3*30 p.m.
and at 6 p.m. the head was showing. Ov/ing to the screarning and we-
eping of the patient chloroform was given, and forceps applied, and

a healthy female child was bOfn. No drugs v/ere given to the patient.
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7.
Mrs . McK Aet 33 yearns . Housewife . 2 Gravida.
Menstrual History.

Menstruation commenced at 15 year’s of age, but the patient' was
ill only three or four times till she reached nineteen year’s of age
when menstruation beoame regular. Type 28. ihe loss was large .
ihere was severe pain in the back for two days before the flow
started . There has been no pain at menstrual times since the birth
of the first .ohild.

History of previous Illnesses.

Patient suffered from anaemia and gastrio uloer for four’ year’
(from fifteen till nineteen year’s of age) and was treated in Glasgow.
On recovery menstruation became regular’. With this exception, the
previous health has been good.

Obstetric History.

Patient was confined three year’s ago. The labour lasted t o

days and was completed with chloroform and forceps.

Examination .

28th July, 1921. Patient last menstruated on the 12th February
1921, therefore, the confinement is due about 19th November 1921.
She complains of lassitude, and of fickle appetiteand of being
easily upset. The oatient and her family are all known to me and
all are neurotic. The uterus is mid-way between the symphysis
pubis and the umbilicus. No foetal heart sounds are detected. The

urine is normal.
When seen on 20th October 1921 , no foetal heart sounds could

be heart. The presentation was a vertex. Movements were felt . 2 "he

urine was normal.



12.
Labour.

Labour started in the morning-of 22nd November, 1921. Goou
pains were experienced for about an hour and thereafter orampy pains
came on. I saw the patient at 10 a.in. and found she was having a
cramp-like feeling in the abdomen. The os was two fingei* and the
operculum had been expelled. The patient was muoh upset and in
tears . Morphia gr. £ was given, hypodermically. At 5 p.m.
the condition was unch”ed. 15 grs. of quinine sulphate were glv”n
and the uterus was massaged with no result. Colicky pains con-
tinued for seven days in spite of the administration of morphia
gr i each evening, and at 10 a.m. on 29th November, 1921, the os
was three finger but good pains were still absent. At 10 .50 a.m.
the same day, good, strong, freouer.t pains came on.- At 12.50 p.m.
the os was fully dilated a*Ul c¢.c. of pituitrin was given with Chlo-
roform, and a macerated foetus born a few minutes before 1 o'clock.
The'the child was mature, sex was indeterminate. Bromides hau

to be given during the puerperivin to keep the patient quiet.

8.
Mrs . K. Aet 41 years. Housewife 1 Gravida.

Menstrual History.

Menstruation commenced at 15 years of age and has been regular
since that time. Type V278. Girdle-like pain at the level of the
small of the back is experienced for about half an h ur before the
onset of the flow. The amount lost is small (one diaper per day.)
History of previous Illnesses.

She was attended by me in March 1921 for neurasthenia. The
patient was then tremulous and excitable . The reflexes were in-

creased A V-S. mitral murmur was present, conducted into the axilla.

Compensation was good and the heart was not enlarged.



Examination.

loth October, 1921. She last menstruated on 18th February, 1921,
therefore, the probable date of confinement is 23rd. November, 1921.
She complains of shortness of breath, and dyspepsia. She is still
tremulous and has inoreased kn.ee jerks. The abdomen is rather
protuberant. There is a V.S . mitral murmur, and some oedema of
both ankles. The foetal heaft sounds are best heard below and to
the left of the umbilicus. (Rate 140 per minute.) The presentation
is a first vertex and the pelvis is roomy. There is nothing ab-
normal in the Urine.

Labour.

Labour started on the evening of 7th December, 1921, with mo-

derated pains at long intervals. I was called at 5 a.m. on Oth
December , and found a two finger os. There were very long in-
tervals between feeble pains. There was marked oedema of the

lower limbs and body as high as the umbilicus . Morphia grf and di-
gitalone gr }0 were given hypodermically,a catheter was passed and
an enema given. At 10.30 a.m. the pains were as before and quinine
sulphate grs. 13» massage of the uterus, and hot douches were ex-
hibited. At 7*3° P-m. the rains were found to be better and the os
just short of full dilatation. At 9*30 P *m. owing to a rising
pulse rate it was decided to apply forceps under chloroform anaes-
thesia and she was delivered of a child weighing 10lbs . Digitalis
was given in the puerperium.

9.

Mrs . P. Aet . 36 years . Housewife. 1 Gravida.

Menstrual History.

Menstruation commenced at 19-i-1zears of age and since then has been

nearly always regular. TZype 31. Severe pain in the back is ex-

perienced for one or two days before the onset of flow, ar.d is
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relieved when the flow is established. The loss is large.
History of previous Illnesses .

Patient was treated for anaemia for four and a half years (from
fifteen y.”ars of age till nineteen and a half years)and on re-
covering from this condition, started menstruating as above.
Examination.

20th July, 1921. She menstruated last after a six weeks in-
terval on 6th March, 1921, therefore the dale of confinement is
about the 11th December, 1921 . Morning sickness lasted from the
second to the fourth month. The foetal heart rate is 160 per minute
and the sounds are best heard below and to the left of the umbilicus.
The presentation isa 1st. vertex. 6th December, 1921. The patinnt
has just recovered from influenza. Sheis tremulous, has prominent
eyes, moist skin and tachycardia. (Pulse rate 130 beats per minute).
The question of Grave's disease has been entertained. The urine
had a trace of albumen in September, but this cleared up an 1 thei”
is now no albumen . The pelvis is roomy.

Labour .

Labour started on the night of 9th December, 1921, with sti’ong
pains (according to an untrained nurse) which lasted fen’ about an
hour and a half , and then passed off, and were replaced by very
feeble pains . V/hen I examined her on the morning of 10th December
the os was fully one fingei’. Better pains were established at
2 a.m. on 12thDecember and labour wertt on slowly, a male child being
born at 1.10 p.m. Chloroform and 1 c.c. of oituitrin v/ere given
when the head was well down. This patient v/as given morphia gr*
hypodermically on the night of the 10th, but it produced no apparent
effect on the course of labour.

I saw this patient in February 1922 when the symptoms of hyper-

thyroidism menti cried above had passed . It would appear, therefore.



that the question of Graves' disease can be dismissed.

10.

Mrs. S. Aet 25 years. Housewife. 1 Gx*avida.

Menstrual History.

Menstruation commenced at 18 years of age. Six weeks after the
onset she was ill again. Seven months after this she had her third
period and from that time until she was 23 years of age, the menses
occurred every three weeks. ’ During this time the loss was large
and continued for seven days at each period. About that time
there was a term of four months during which menstruation occurred
eveiy ten days . Pain in the back and thighs starts three da?s be-
fore the onset of illmess and continues right through. A swelling
in the right iliac fossa causing pain and a feeling of nausea on
pressure , is said to occur at the menses.

History of previous Illnesses .

She was anaemic and dyspeptic from the age o 'sixteen years to
eighteen years . She suffers from chronic dyspepsia.
Examination.

None was made before the confinement but on enquiry, the frienis
told me that this girl has always been nervous and excitable.
Labour.

I first saw this patient on 19th October, 1921, when, she was
said to be having pains , but she was not in labour . She was tre-
mulous and agitated and made an examination practically impossible.

On January 4th, 1922, the operculum was expelled at 6 p.m. and
the patient had a few good pains . These passed off and left her
with occasional colicky pains . When I saw her on S5th January, 1922
the os was found to admit one finger easily and there were no good

pains. Quinine sulphate grs 10 were given without obvious effect.



16.
Thar evening and the following one I gave morphia gr-;; hjpodermioally
but the patient said it gave her no rest or relief. Labour pains
oj usual intensity occurred on the 7th. Chloroform and 1 o.0. of
pituitrin were given at full dilatation owing to the oatitnt's

uncontrolled screaming.

11.
Mrs . D Aet 27 years . Housewfie . 1 Gravida.
Menstrual History.

Menstruation commenced at 13 years of age and she was not again
unwell till nine months later. The periods, thereafter, were
regular- till the time of pregnancy. Type128. Severe headache is
experienced at the menses.

History of previous 11Inesses.

She bacame anaemic at 13 years of age and attended her Dootor for
nine months. She had a left-sided Bell's paralysis in 1919»

The patient has been worried and anxious since she became* pr ‘gnaAt
owing to a sister-'s death at child-birth.

Examination .

December, 1921. This patient is rather breathless and ex-

citable. She resists examination. She last menstruated on 14th
May 1921, therefore the confinement is due about 21st February, 1922.
The fundus lies mid-way between the umbilicus and the sternun.l.
The foetal heart sounds are best heard below and to the left of
the umbilicus. The knee jerks are not increased but the heart is
rapid in its action (95 beats per minute). The urine is noimal.
The pelvis is roomy.

Labour.

Labour started at 2 a.m. 28th February, 1922 , with the ap-

pearance of the operculum. She had pains of quite moderate in-

tensity but at very long intervals wuntll 6 a-m* on the 1st March



1922 , when pains ”like indigestion" came on and laste.i throughout
the day. V/hiskey 1 oz orally and morphia gr.* hypodermioaliy were
given at 9 .30 p.m. The patient slept for two hours and then good
pains appeared. The membranes ruptured at 2 a.m. and the baby
was born at 8.30 a.m.

The possibility of the ooourrence of Primary Inertia in this
case was noted, but it was decided to leave the patient without
treatment to see whether the condition would supervene . The fact
that the patient did develop primary uterine inertia strengthens my

conviction that the occurrence can be forecasted.

12 .
Mrs. R. Aet 32 years . Housewife. 3 Gravida.
Menstrual Histoiy.

Menstruation commenced at fourteen y'-ars of age and war ir-
regular until the first child was born. Menstruation occurred
every thirty fifth or foarty seventh day, and lasted for three-
days . Pain was present for two days before the onset of the flow
and ceased when the flow started . Pain was unaltered after the
birth of children.

Histoiy of previous Illnesses .
She was anaemic from fourteen years of age until twenty .wo

years of age and was more or less constantly under medical care

during that time.

Obstetric History.
1st. baby was born in September, 1912 ¢ The labour lasted f:om

midnight till 9 a.m and was normal.

2nd baby was born in October , 19 -3* This was a case of Placenwa

Praevia.



3rd. baby was born in QOotober, 1914. Labour lasted from 7 a.ra.
till 2 p.m. and was normal.

4th baby was burn in September, 1919- Labour lasted from 6 a.m.
till 9 p.m. The pains were oolioky and weak from 6 a.m. till 6 p.m.
and then were good from 6 p.m. till 9 p.m. Delively was spon-
taneous .

Examination.

December 1921. She last menstruated during the 3r<3 week in
May, 1921, therefore, the probable date of the confinement ia the
fourth week in February, 1922. The foetal heart sounds ore best
heai’d below and to the left of the umbilicus. I have no note
of this patient's nervous state at the time, but she told me after
the confinement that she had been worried and nervous for eight
months before the child was born, owing to domestic troubles. (Her
husband had deserted her so that there was ample reason for her
nervous state.) The urine was normal.

Labour .

Labour started at mid-night of Ist-2nd March, 1922. Severe
and prolonged pains occurring at veiy long intervals were ex-
perienced till 5 a.m. on 2nd March. V/eak pains then came on and
lasted until 5 p.m. when whiskey It ozs with an equal quantity of
boiling water was given, the os at this time being just two finger.
In about twenty minutes good pains came on and the baby was boin

spontaneously at 10. 45 p.m.

A.
Mi'S. S. Aet 40 Housewife. 1 Gravida.

Menstrual Histoliy.
Menstruation commenced at 14 year's of age and the patient was

ill once. The next period occurred, a year’ later and atter that
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the flow came on at irregular periods or 6 weeks and two months and
lasted for two or three days. At 21 years of age the patient be-
came ill regularly at the 28th day., and the flow lasted for three
or four days . Pain in the back and thighs was severe on the first
day of the flow. The loss was small (one diaper per day) wuntil
marriage five years ago when three to four diapers pel* day were
used.

History of previous Illnesses.

This patient was treated for anaemia for seven years by a doctor.
(From fourteen years of age till twenty one years of age.)

I have attended this patient for the past two years for Auri-
cular Fibrillation. She is neurotic to a degree* and is continually
fainting awey without ever hurting herself and always in the pre-
sence of a sympathetic neighbour.

Examination.

12th September, 1921. She last menstruated near- the middle
of March, 1921, therefore the probable date of confinement is at
the end of December, 1921. She complains of a choking sensation.
She is sallow in appearance and is hypersensitive. The FunJus
is just above the umbilicus. The foetal heart sounds are best
heard below and to the left of the umbilicus. The pi-eser.tation
is a 1st. Vertex. The pelvis is roomy. The urine is free from
albumen. The heart is irregular in force and rhythm, The pulse
rate is ?0 beats per minute at the wrist, while the number of heart
beats is 100 per minute. There are no mujenurs. * This patient was
treated on the lines which I shall indicate later in the course
of this thesis.

Labour.

Labour started in the morning of 14th January, 192", and when



20.

the patient was seen at 3-30 p.m. the os was fully three finger

and the pains were go d. The os was fully dilated at 10.4S p.m.
and the head well down. On account of the heart condition ahloro-
form was given and forceps applied. Retention of urine was trouble-

some after the confinement.
This was a case in which I fully expeoted primaay inertia to

occur » and I am satisfied that the treatment given was effective* in

preventing its onset.

B.
Mrs. MoC. Aet 27 years. Housewife. 1 Gravida.
Menstrual Histoiy.

Menstruation comnenced at 14 years of age. Type 28 regular.
There is no pain or discomfort. The loss is small (one diaper*
per* day) .

History of previous Illnesses.

She states that she has always been delicate . She has suf-
fered from gastric ulcer and pleurisy. During the time she had
gastric ulcer she suffered from anaemia.

Examination.

17th October, 1921. She last menstruated about the inidule of
May, 1921, therefore, the probable date of confinement is February
1922. She canplains of having had much sickness until three weeks
ago, of palpitation , breathlessness , and nervousness . "Then she

entered the surgery she could scarcely speak for shortness of breath,

but quieted down later. She had tremors of fingers , eyelids.and
tongue. The reflexes v/ere markedly increased. Tachycardia v/as
present. (Pulse rate 110 beats per minute) . The fundus was at

the level of the umbilicus.

5th January, 1922. She is as nervous and es tremulo * as she



was at the previous examination. The foetal heart sounds are best
heai’d below and to the left of the umbilicus . The presentation is
a 1st. Vertex.

Labour .

Labour started about 5 a.m. on 14th February, 1922, with good
pains recurring at short intervals, and the labour progressed quiokly.
I was sent for by the nurse at 2 p.m. and the baby was born before
my arrival at 2 .30 p.m.

As this was a oase in which Primary Inertia was to be expected,
the patient was put on the line of treatment to be elaboi’ated here-
after, with a satisfactory result. The treatment which the patient
had had was stopped after the confinement. Afl a result the pa*-
tient developed what was described as a fit, on the night of 18th
February, 1922, and T was sent foe. I found her lying in bed with
her eyes closed, having laboured breathing, and presumably unable
to speak. The temperature and pulse were normal, and the normal
quantity of urine had been passed. She recovered without any

treatment.



DISCUSSION.

The outstanding feature in all these cases is, in my opinion, the
poor nervous state of the oatient . Eaoh , as Osier would say, is in
low water from a nervous point of view, and one is justified in re-
garding eaoh as a case of neurasthenia, or, at any cate as being of a
neurotic temperament. Eden (6) found that Primary Uterine Inertia
occurred chiefly in nervous women.

According to Maurice Craig (7) the reflexes, suporfioial and de p,
in neurasthenia are always increased, and this is generally considered
as being due to weakening of the daraoing-out power of the afferent
nerves, and consequent exaggerated response to stimuli. Now the con-
tractions of the uterus and reflex. They can be induced by enemata’,
passage of foreign body into the uterus, suckling etc. and in animals,
faradisation of the oentral end of the first sacral nerve produces the
sane result. As showing the position of the reflex centre, casco
have been recorded where parturition proceeded normally after complet
division of the cord in the thoracic region; therefore, the Centre is a
lumbar one. In such cases, the pains are strong (8). This last fact
and the fact that the appearance of the doctor in the lying-i;. room
often causes a cessation of pains , indicate that there is also a
considerable degree of cerebral control. It is reascnaole, therefore,
to suppose that in neurasthenics , vhere pain is much more acutely felt
than in norm1l individuals, (9) cerebral control may be exercised to
such an extent as seriously to interfere with full, uterine activity.
In this way therefore, irregular colicky contractions at indefinite
intervals might be caused. Indeed one of the causes of preci itate
labour is absence of painful sensation(10). 7/ith total or partial
lack of censciousness and losf or diminished cerebral control, there

fore, labour progresses more rapidly than usual, and conversely, h n



when ohe influence @1 tii? higher centres is increased, the pains are
dminished and labour prolonged.

Another way in which ineffective labour pains might be caused
in these neurasthenics and which probably supplies the immediate
reason or mechanism of the inhibition is as follows;

“Whenever active contractions (of the uterus) occur , the cervix
at once begins to open and conversely if the cervix is artificially
dilated, active contractions will be induoed in the body of the
uterlff. This physiological relationship has been termed thr polarity
of the uterglJ." (11) It is reasonable to argue that if dilatation of
the cervix induces contractions, closure or spa3m of the cervix will
inhibit them. This at any rate can be shown in the case of the
bladder, for if, during micturition, one arrest the flow o" the urine
before the bladder be empty, after a few seconds, the contraction of
the bladder muscle relaxes. Theoretically, at least, micturition is
a reflex act, although it is initiated by a voluntary act.(12). Nov;
in nervous persons, the sphinctei’S are readily thrown into spasm.
"Most of the cases of vaginismus are met with in recently married
women of neurotic temperament.” (13) Witness also how easily the
sphincter ani can be thrown into spasm by a rectal examination of
a nervous Subject. In spasmodic Jysmenorrhoea S. J. Cameron (14)
says, "Not infrequently when the uterine sound is parsed into the
cavity (of the uterus) the patient experiences considerable pain as
the instrument glides over the intermal os . On withdrawing the
sound, it is sometimes momentarily arrested at the internal os owing
to spasmodic contraction of the fibres there." This shows first, that
the os possesses ordinary? sensibility and second, that it is
definitely capable of being thrown into spasm. Now, when labour

commences in a woman in whom the os is more than usually sensitive ,



02 what amounts , i or practical purposes to the saim thing, who

is unusually sensitive to the pain of the dilating os, the

attempt at dilatation by the bag of me branes ny be sufficient

to set up reflexly, spasm of the circular fibres at the os and

so cause inhibition of contraction of the uterus. If it be held
that the entire lower uterine segment is derived from the cervix
and that the internal os and Bandl’s ring are one, it may be ar-
gued that contraction of the uterine body and of the intermal os
can occur at the same tiije , since, in Striotura Uteri, pains are
unusually intense. Barbou** , however, holds that the lower utei’ine
segment is derived in part from the ¢ rvix and partly from the
lower portion of the body of the Uterus, so that Bandl’s ring ana
the internal os are not the same . Williams states that most
investigators are inplined to agree with this view. My own opinion
is that the latter view is correct, for such a thing as the mus-
cular fibres of a viscus and its sphincter muscle conti’acti., g to-
gether, is without physiological parallel. Very little would seem
to be required for the inhibition of uterine contraction in some
cases , for this often is caused reflexly by a full bladder or
rectum. It appears to me, therefore, that the mechanism.is two-
fold in character. In the first place there is the reflex cerebral
inhibition of uterine contraction consequent on increased sensitive-
ness to pain. In the second place, there is spasmouic contro>ction
of the circular fibres of the os uteri, due to the markedly in-
creased reflex excitabilitv of the neurotic oatient.

Whether the view that inhibition of contraptions is brought abou
by stimulation of the viscero—inhibitory nerve fibres through the
central nervous system, or by spasm of the circular libres around
the os is not however , of great moment, for each factor is based on

the general nervous hyperexcitability of the individual.



Williams (15) states that the condition is attributed by many,
to faulty development 01* diseased conditions of the uterine mus-
culature, and believes that these may be faotors in some cases.
Now it is accepted teaching that a uterus which carries a child to
full term becomes mature, (Shannon) so I do not see that the first
part of Williams' statement can apply. Eden(l6) states definitely
that the condition is not associated with defective development.
If the musculature in Primary Inertia were diseases to any ap-
preciable extent, sleep, during , for instanoe, an orly period of
the first stage of labour would not be sufficient to allow of’ the
establishment of good pains which would last throughout the whole
of labour, deliver the child spontaneously , an.l prevent post partum
haemorrhage. As further showing that, faults in the musculature of
the uterine body probably do not cause the condition, i would point
out that when spasm of the os is relieved, either by sis p or
diminished sensibility from any cause, the musculature shows itself
capable of at least ordinary cower and sustained effort. In fact,
in some cases , e .g . in elderly primiparae, the work done by the
uterine musculature , assisted of course later by the abdominal
muscles , appears to be greater than in ordinary labour cases, be-
cause it overcomes the increased resistance of a more rigid

birth canal.

I'he next point of note in the histoiy of these cases , is the
occurrence of dysmenorrhoea. All except two patients have had
iysmenorrhoea of some kind. Diagnosing the tyoe of dysmenorrhoaa
from the histories, which in some of the cases may not be quite ac-
curate, as some of the patients have had to hark back quite a number
of years , and adopting Munro Kerr's Classification, (17) eight of

the pat'ientis seem to have suffered from spasmodic and four from



the congestive type. .Since, as Shannon says , the coinoletion of

a full time labour produces a state of maturity in the uterus, I

do not see that dysmeno'*rhoea has any bearing on the subjeot, un-
less it be indirectly as a cause of neurasthenia. Maurice Craig(l8)
gives early dysmenorrhoea as one of the most fruitful souroes of neu-
rasthenia in young women. Munro Kerr (19) notes that some of the
women who suffer from spasmodic dysmenorrhoea are typically neurotic,
(while many are not) , and this raises the question as to which real y
is primarily responsible for the other. Probably close inquiry

into family history wou'd decide this.

Another feature of these cases that is noteworthy is the early
history of the patients . Four of them only were quite healthy in
early womanhood. One has been debilitated for yoars (I car. vouch
f02* this in the last two years at any rate) while no fewer than nine
give a history of having had medical treatment for anaemia at the
time of puberty and shortly thereafter. Herman(2()says that weak
oains have been said to oocur in women who in early life have
suffered from chlorosis , but that he knows of no evidence that has
been brought forward in support of this assertion. I have not
seen any mention of this in any other of the works I have consulted,
but it seems to me that the occurrence of anaemia in nine out of
fourteen cb.sps cannot be ignore as due to mere coincidence. Vii—
chow quoted by Osler(21) pointed out that the condition of chlorosis
was sometimes associated with hypoplasia of the circulatory and gen-
erative organs, but it has already been shown that this does not af:ect
the issue with regard to primary inertia. Osler(22) say3 that in
chlorosis emotional and nervous disturbances may be prominent - so
prominet that certain writers have regarded the disease as a nr'urosis.
Here again, then, we have a starting off point i or neurasthenia, hici.

will in its turn affect adversely the process of 1&boui .



27.

Opinion seems to be fairly equally divi led as to the tyoe(primi-
parae or multiparae) of woman in which primary inertia occurs . Her-
man (23) says elderly multiparae and Eden (24) says primiparae.
Eight of my cases were primiparae and six were multiparae. Of the
primiparae four were twenty seven years of age or under and four wer
thirty six year's of age or over , the average age being thirty two
years. So far’, therefore, as my cases are concerned there does not
appear to be much difference of incidenoe in primiparae and multipara* .
This is what one would expeot if the condition is not due to organic
rigidity but to spasm. It is true that in primiparae generally and
elderly primiparae especially, labour is slower than in the general
run of multiparae, but the condition in these cases is r.ot as a
rule due to faulty vis-ar-tergo , but to the increased mechanical
resistance of an os that has not previously be-n dilated, and the
more rigid the os the greater the resistance. In these oases,
provided things are normal otherwise, the type of inertia that might
set in would be secondary and due to uterine exhaustion.

Mechanical interference with uterine contractions by multiple
fibronyomata is given by Williams (25) as a frequent cause of inertia.
In none of my cases was there any evidence of such a condition. I
disagree that multiple fibroymata per se can cause Primary Inertia
Uteri, because as has been shown before, the musculature is not at
fault. Cameron (26) and Munro Kerr (27) agree that haemorrhage is
the charac teristic symptom of fibrumyumatuus tumours and,according
to the severity of the haemorrhage will be the resulting degree of
anaemia with its neurasthenic phenomena.

Old adhesions about the uterus and fresh inflmmatory areas in
the same location are also given as causes (28) . These could be
causes , for here the essential mechanism that ooerates in the neu-

rasthenic would come into play. In such cases there would be



greater senstiveness to pain and conseauent inoreased reflex ir—
ritability.

Over-distension of the uterus (twins, hydramnios) is mentioned
as a cause (29) . This is capable of the same explanation provided
that the overdis tension has not been sufficient to cause a paresis
of the uterine body musculature. This will be shown from the fol-
lowing analogy which is comnon experience . I refer to the well
known case of the man with the stricture, who, during his Saturday
enights' carousal,'omits to answer the oall to mioturition, lets his
bladder become over-distended and develops acute retention of urine.
The cause of the retention is spasm of the compressor urethrae or
congestion of the mucous membrane at the stricture(30) ¢ In many
of these cases it is possible to pass a small catheter, therefore,
the urethra is patent at the stricture and the cause of the re-
tention is spasm of the compressor urethrae. Where the passage of
an instrument fails, the condition can almost invariably be reli ved
by anti-spasmodic treatment (hot bath and morphia suppositoiy),
therefore, the cause is again soasin of the compressor urethrae, Illie
few casee that call for paracentesis may be due to swollen mucous
membrane at the site of the stricture. On this analogy over dis-
tension of the uterus might cause spasm of the circular fibres of
the cervix uteri and in that way lead to the condition of primaiy
inertia.

M alpositi cns given by Eden (31) a0 a cause of Primaiy Inertia,
would lend themselves to the explanation already advanced, except
in the case of a brow presentation,which I do not think could cause
the condition. In face, breech, and transverse presentations,
the presenting part, not being so well adapted to the lower uterine
segment as in vertex cases, allows the force of a larger head of

water to be exerted on the os and,the attempted dilata ion being



too forcible, the os is thrown into spasm. Here again, we have an
analogy. A two finger examination of the vagina may throw the
muscle of that organm into soasm , yet in the same case where only
one finger is introduced, it can be felt that there is ample room
for another finger.

Another point I considered when searching for an explanation
of Primary Inertia Uteri , was whether the factor decidingthe onset
of labour might be wanting inintendty, or be so imidh in evidence
as to disturb the balance normal at that time. In the present
state of knowledge, the only way to arrive at any idea of this is
by calculating, as £ar as possible, the duration of the pregnancies
from such dates as are available. Allowing a margin of error of
ten days either way, in my reckoning, I find thatnone of the oases
was under and only three were beyond the calculated time. One (Case
1) was eighteen days over the calculated tiijJe, making her pregnancy
one of 299 days duration; the s >oond (Case 2 ) was twenty nine days
beyond the time reckoned, making her pregnancy of JOQ days duration;
while the third, (Case 8) was fourteen days overdue according to
dates , making her pregnancy one of 292 days duration . In the first
case the baby was dead at birth. In the second case, a nine pouno
baby was born, breathed after an hour's artificial respiration, and
did well. 1In the third case the baby weighed 10lbs, and was alive
and well. It is quite possible, therefore, that the pregnancies
may have been protracted somewhat, even if not so long an calculated
(Winekel (32) days that about one seventh of babies weighing 8*1bs
or over have been carried for J02 days or longer after conceptio ).
I do not think that any significance can be attached to the occur-

rence of the condition in the above oases.
What has been said so far appears to apply only to the first

stage of laoour, but in the secend stage, though the os is fully
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dilated it is not paralysed , as witness the vei*y short period

off time that elapses after delivery before the os begins to olose
down again. Therefore, I hold that, though the os i3 dilated,
the circular fibres round the os are still able to register their
protest and inhibit contraction.

That a loaded rectum or full bladder can cause reflex inhibition
of uterine conti*aotions is well-known and every writer refers to
these causes. The cause is probably stimulation at' the visoero-
inhibitoiy fibres resulting from the proximity of the reflex o ntres
for defaecation , micturition and parturition in the lumbo-sacral

region of the cord.



TREATMENT.
A.
Preventive Treatment.

Preventive Treatment would be indicated in the case of a pa-
tient presenting at examination, the following features.

(a). An early history of dysmenorrhoea.

(b) * An early history of chlorosis.

(c) Complaint of great breathlessness, palpitation or nervousness,
of being easily: fatigued and of sleeping badly.

(d) Examination showing flushed or moist skin, brisk or definitely

increased reflexes, tachycardia, hy.uramnios or other cause f over

distension, breeoh , transverse , or face prescntion .

Correct any abnormality so far as is possible. This would
ordinarily be done.

Calcium has been used to prevent the onset of Primaiy Inertia
Uteri but has been generally discarded. pituitrin orally in smal!
doses over a period of about a month before the c-Tifin"ment, is
being used by Blair Bell and others . This I consider unsound and
unsafe*, unsound because the musculature does not requirr stimu-
lation,and unsafe because"with continuous administration of pituiti'in
there is risk of arterial degeneration" (33) In case it was
tried ten years ago without general satisfaction .

The treatment I used in cases A* and B. was Ammonium Bromide
grs . 10 and Aromatic Spirit of Ammonia m 10 thrice daily for a
fortnight before the confinement was due . The bromide is given
for its effect in diminishing cortical excitability and the re-
flex excitability of the spinal cord. The Aromatic Spirit of
Ammonia is used for its carminative and genei'al stimulant effect.

The amount of Bromide given would be sufficient in most cases , but,



should it produce no definite sedative effect on the patient it
atiUbe easily increased. I would go so far as to recommend that
this treatment be given to all nervous women before their con-
finement, for not only do I considei* it to be preventive of Primary
Inertia Uteri, but its effect in enabling a nervous woman to look
forward to her confinement with equanimity and hopeful expeotancy
makes it worthy of the highest traditions of good raedioine.

B.

When the condition is established.

For years sedative treatment by the adminstration of opium,
its deriviatives ,or allies has been used with varying success by
the vast majority of medical practitioners. Gifford(34) » "Cases
in Midwifery," London 1734 P *333 says with regard to treatment
of these cases "I therefore advised oatlenoe and ordered her a
carminative clyster and an opiate draught, with orders to repeat
the latter six hours after, in case the first did not answer;
this was the method Dr . Chamberlain (the most noted practitioner
in midwifery in his time in England) always pursued where the
pains were irregular or weak; it being his opinion that forcing
medicines did more harm than good , which I have always found veri-
fied in my own practice ." When the condition of Primaiy Inertia
exists, I think that Chamberlain's opinion "That forcing medicines
do more harm than good" still holds , and that substances like pituit
rin are unjustifiable even in the second stage; for if, as haB been
shown the sensitiveness of the os be diminished sufficiently, ihe
labo'ir will go on naturally of itself, and if it be not diminished,
one is whipping a willing horse and letting the reins be held

too tightly at the same time.

It is hard to know what to believe and what to discredit with



regard to what has been written about pituitary extract. Dueskin
quoted by Bryden Qlendinning(35) draws attention to its value in
nearly every oonoeivable obstetric condition . He states it is

a sensiuzei of the uterine muscle and hot the direct cause of
.uterine oontractions. Scott(36 goes the length of saying that

it will induce, premature labour’, while Aa<*ons(37) oonsiders it
should be looked on as an emergency remedy and restricted to

cases where , after the third stage of labour*, there is post par turn
haemorrhage or inefficient uterine contraction. Chorteris (38)
says "The general verdict is that oituitrin is the sovereign re-
medy for seoandary weakuass of the uterine contractions and that
its action is most marked the later it is given and the mor** th
lower segment of the uterus is dilated.” The extract of the pit-
uitary gland has now had 10 year's of trial since it was discovered
by Hopbauer in 1911 and has not given satisfaction in cases of
Primary Inertia. This has been confirmed by Williams .(39) .

My own experience ir: Primary Inertia is that pituitrin is not of
value until after the maximum dilatation of the cervix has been
attained i.e. until after the head has passed through the os and
then it is not necessary in the majority of cases.

With regard to Morphia I agree with Eden (40) that if it is
to he effective it must be given ir. doses sufficiently large to
stop labour. It has the further disadvantage that in such
doses it may endanger* the life of the child (vide ca e2).

Working on my own theory as to the causation of the condition,
I have in two cases used hot alcohol with good results . Hot al-
cohol is one of the best,if not quite the best anti-spasmodic we
have(41) and though there is danger of the habit being formedwhen
it is used for spasmodic dysmenorrhoea (42) it cannot be said that

there is much risk in using it at a confinement. 1In one cas I



used alcohol loz. in the same quanti y of boiling water® and gave
A gr ol Morphia hypodermically with it. In two hours good strong
pains had been established, and lasted until the end of labour’
(Case .11) . In the case of Mrs. R. (Case 12) I gave l#oss of
whiskey with an equal quantity o’ boiling water and in twenty
minutes good pains were established. In the former* case I think
the morphia hindered the progress of the labour’ by inducing sle'p.
In the latter case I think the happy result was due to the al-
cohol because in spasmodic dymenorrhoea the same drug acts in from
fifteen to twenty minutes. I do not think the quantity used is
sufficient to produce any untoward result.

Whether the use of the new drugfBenzyl Benzoate,will prove to
be of value in this condition , I have had no opportunity of de-
termining . It appear/s to me that it possesses in its action all
the requisites necessary for this purpose, for it produces no
narcotic effect and it has a marked antispasmodic action on un-
striped muscle fibre. Its use in spasmodic dysmenorrhoea has
produced very definite beneficial results and it seems that it
is well worthy of trial in the condition of Primaiy Uterine Inertia,
at any rate for the purpose of relaxing spasm of the circular

muscle fibres of the cervix uteri.



CONCLUSIONS.
Piimaiy Uteiine inertia is a condition which arises in neurotic
women.
The mechanism of its production would appear to be two-fold in
character.
A. The greater reflex irritability in neurotic patients leads
to spasmodic contraction of the circular fibres of the cervix
uteri , which, by reason of the polarity of the uterus, results in
inhibition of uterine contractions.
B. The greater sensitiveness to pain in these patients leads
reflexly to a cerebral inhibition of the contractions of the
uterus . This factor does not appear to be of the same impor-
tance as the factor described under A, and is to be regarded as
complementary.
The occurrence of Primaiy Uterine Inertia can be forecasted.
By adopting sedative treatment with Bromides before labour*, the
onset of Primaiy Uterine Inertia can be prevented in neuras-
thenic individuals, who are especially liable to suffer from it.
When Primaiy Uterine Inertia has developed , the rational method
of treatment is to exhibit antispas modic drugs. Of these morphia
is unsuitable because of the effect which it has in delaying
labour normally, and because of the danger to the child when
given in large doses . Alcohol has been found to give the best
results.
In this condition there is no rational indication for the ex-

hibition of oituitrin or any other drug which stimulates the

muscle of the uterus .
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