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* H0Z Appendix

NORMAL HEMATOLOGICAL VALUES

llﬂﬂte Blood Cells, 5,000-10,000 per cu. mm. _ E
Myelocytes = 0% Lymphocytes = ,
Juvenile Neutrophils = 0% Eosinophils '

|
Men = 5.0 (4.5 to 6.0) Women = 4.5 (4.3 o 5) hedf

Reticulocytes = Less than 1%
emoglobin in Gm. /100 cc. : _

Men = 15-16 Gm. (13.5-18) _ Women = 13-154%¥6 5) |
tocrit cell volume); ' — I
Men = 45-47% (38-54%) Women = 40-4

Cellular Measurements of r.b. ¢.: Average diam.= 7.3
Mean Corpuscular Volume = 87c¢.u2(80-84¢.4)

Mean Corpuscular Hb, = 30yv(28-82yv)}—— . ‘| |
Mean Corpuscular Hb. Conc. = 35% (33-38%) .

| Color, Saturation and Volume Indices, each = 1.0 (0.98-1.} ;

"“""‘meedmg'—ﬁxﬁme e) = 1-4 minutes. (Ivy) = Less than 4 . e

| Coagulation Time (Lee and White) = 5~15 minutes. A 1

NORMAL BLQCD SEEMIETRY VALUES :
Constityent Val ce. _
\m . 1 . o
Chloride (as C17) 350~-375 mg.

Total Chlorides (as NaCl)  580-620 mg.
L Potassium 14-20 mg.

, (true); &

e

r.b.c. = 0-1,000, 000
w. b. ¢. and small epithelial
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PREFACE TO THE SECOND EDITION

aps The purpose of this handbook is to present as concjs<iy as
possible the stential features of obstetrics and diagn. itic gyn-
ecology. It is not designed as a texibook, but is intendec to
serve as a compendium of essential information SO presented as
to be readily available to the practitioner and student. Contro-
versial matters have been avoided wherever possible; in certain
instances in which the physiology inveolved is not clearly under-
stood, alternative hypotheses have been presented, and specific
treatment has been indicated by a consideration of & e probable
change in the normal physiology. Descriptions of sugﬂl al
technics have been avoided because it is impossible to pfesent
them adequately in a handbook.

Obstetric and gynecologic problems are among the most com-
mon encountered in the general practice of medicine. Thera-
peutics in this special branch of medicine constantly changes »n
the basis of new investigations and better understanding of phys-
iology. A publication of this kind must undergo frequent revision °
and keep pace with the inevitable changes. The revisions involved
in this second edition have been minor in nature. Our colleagues
have been generous enough to call our attention to certain errors
(not only of detail but of omissions and emphasis as well) of .
which the first edition was not entirely free. Thele have been
corrected. Certain sections have been expanded, ysr~ lally in
regard to treatment. Other sections have been mq .ried, and
in many instances treatments have been changed conform with
present-day concepts of therapy.

I should like once again to express my tlm&? 1d indebted-
ness to the many people who have helped with advice and criti-
c¢ism in the preparation of the manuscript: Dr. Ralph Benson,
Dr. E. W. Overstreet, and Dr., Ernest Page of the University
of California; Dr, Charles MclLennan of Stanford University; Dr.
Emery Page; and my secretary, Mrs. Dorothy Pickett, I should
like also to express to Mr. Ralph Sweet my admiring gratitude
for his excellent drawings; and to my publisher, Dr. Jack D.
Lange, my sincere thanks for his help in all matters.

Leo Doyle

Berkeley, California
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- DIAGNOSIS AND
LENGTH OF PREGNANCY

DIAGNOSIS OF PREGNANCY

The cdagfiosis of pregnancy is rarely based on one obser-
vation or finding, but rather, on a combination of factors. These
factors may be symptoms, signs, or laboratory tests. A symp-
tom, sign or test may be designated as presumptive, probable,
or positive, as the case may be. Intervals of time (in
parentheses) refer to the time of proba.b.le onset of
gigri or symptom.

Subjective Szt_nigtomw
k Presumptive Evidence of Pregnancy:

1. Amenorrhea - Cessation of previously normal menses is
presumptive evidence of pregnancy. Cessation of abnor-
mal menses may or may not indicate pregnancy depend-
ingont‘heabnormalityandthemociatad symptoms and

2. %&mss - Nausea and occasional vomiting in
the ab e of dietary indiscretion or change in dietary
habits. (From 6th to 12th weeks).

3. Enlargement and tenderness of breasts - Fullness, ting-
ling ard soreness of the breasts are frequent subjective
manifestations of pregnancy. (From 6th week).

4, Bladder irritability - Frequency, nocturia, and urgency
may be early symptoms of pregnancy. (From 6th week).

B. Probable Evidence of Pregnancy:
Quickening ~ The feeling of fetal movements is often re-
garded as positive evidence, but this must be disting-
uished from increased intestinal motility. (Between
16th and 20th weeks).

Objective S -
A. Pelvic Examination: _
The following findings are presumptive evidence of preg-
nancy. (See page 13 for technic of examination)
1. Coftening of the cervix. (From 6th week).’
» . 2. Cyanotic appearance of the cervix and vagina.
(Chadwick’s sign). (From 6th week).

1



2 Diagnosis L

B.

C.

s. Irre ar softening of the uterine fundus. (From 6th

4, Increa.sed softening and compressibility of the uterine
‘isthmus. (Hegar’s sign. See pages 15 and 16) ,kFrom
8th to 10th weeks).
6. Change of size and consistency of the uterine fundus
(From 8th to 10th weeks)
Breast Signs:
The following findings are presumptive evidence of preg-
nancy.
1. Enlargement with fullness. (At 6th to 10th weeks)
2. Increased pigmentation of arecla. (At 6th to 10th weeks).
3. Montgomery’s tubercles, increased vein prominince,
increased erectibility of nipples. (At 6th to 10th weeks).
4, Colost)rum - Milk-like secretion. (From 12th to 20th
weeks
Sq;q;;dary increase of areolar pigmentation. (At 20th
w
Abdominal Signs: ?
1. Probable evidence of pregnancy
a. Enlargement of the uterus. (From&thwock)
b, Uterine souffle. (From 16th week). .
2. Positive evidence of pregnancy -
a. Fetal movements felt by the examiner. (Between
16th to 20th weeks).
b. Fetal heart tones heard by examiner and discerned
from the mother’s heart beat. (From 1rw"m

weeks).
. Extornal ballottement. (From 22nd wE’S).
* d. Fetal outline felt by examiner. (From 24th week).

Labora Evidence: L

r Pregnancy: -
(See Table page 3). Probable evidence of pregnancy.
These tests are based on the principle that the increased
gonadotrophic hormone produced by the placentsa of a preg-
nant woman and excreted in urine will precipitate ovulation
in the test animal. After the injection of urine, if ovulation
occurs, the test is positive; if not, it is negative. (See
Table page 3). These tests are subject to the errors of all
biologic tests and are, at best, about 98% accurate,
A false positive test means ovulation is precipitated when
the patient is not pregnant.
A false negative tostmeammﬂatlondoeenotoceurwhen
the patient is pregnant.
1 Poslti:)ve Aschheim~Zondek (mice). (From 4th to 5th
weeks
2. Posl“l:ts)m Friedman-Lapham (rabbit). (From 4th to 6th
W“ -
3. Positive Xenopus (frog). (From 4th to 5th weeks).
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4 Diagnostic ““Pitfalls’’

- B, X-ray showing fetal outline is positive evidence of preg-
nancy. (From 12th to 20th weeks).

o
“PITFALLS”’ IN THE DIAGNOSIS OF PREGNANCY
¢

Misleading Sggtoms:
. Cessation of Menses Due to Causes Other than Pregnancy:
1. Hypothyroidism and occasionally, hyperthyroidism.

2. Psychic factors - Shock, worry, fear,
3. Travel - Change of climate or altitude.
4. Pseudocyesis.
5. Chronic illness - Tuberculosis, diabetes, anemfa.
8. Acute infectious diseases - Influenza, streptococcus sore
- throat, poliomyelitis.
B. Nausea and Vomiting Caused by: ,
1. Gastro-intestinal disturbances Toxins (food), infec~
tions,
2. Pseudocyesis.
3. Emotional upset,
C. Enlargement and Tenderness of Breasts Caused by:
1. Premenstrual tension. -
2. Low-grade chronic fibrous mastitis.
3. Pseudocyesis.
D. Bladder Irritability Caused by:
1. Urinary tract infection - Cystitis, pyelitis.
2. “Spasm”’ of bladder neck. '
E. “Quickening’’ May Actually be:
1. Increased peristalsis.
2. Abdominal muscle spasm.

Misleading Si
A. Softening and Discoloration of Cervix and Vagina are

Sometimes Caused by:
1. Physiologic changes prior to mensiruation.
2. Previous child bearing or any type of pelvic disease
causing frequent bleeding. «
B. Changes in Size and Consistehcy of Uterus Caused by:
1. Uterine tumors (myomas most frequently).
2. Uterine hypertrophy.
3. Ovarian cysts closely attached to uterus.
4. Multiparity (large and irregular uterus).
C. Vaginal Bleeding after Conception Caused by:
1. Cervical polyps and uterine myomas.
2. “Placental sign’”’ (Hartman) - Bleeding at time of im-
plantation.
3. Cervical disease (erosion usually).
4, Uterine bleeding indistinguishable from menses and
probably occurring in an area other than the implantation
“site.
5. Rupture of a varix of the vagina.
D. Increased Vaginal Secretion.



Length of Pregnm:cy 5

E. Endocervicitis and cervical disease.
F. Enlargement of Abdomen Caused by:
1. Obesity.
2. Uterine tumor.
3- Ovarian CYS‘:S. -
4. Tympanites and ascites.
5. Pseudocyesis.

Misleading Laboratory Evidence:
A. Occasionally Abdominal Pregnancy will Provide a Pitfall.
B. Biologic Tests for Pregnancy:

(See Table page 8). The most common errors (may be

false negative or false positive) are due to:

1. Precipitation of ovulation in the test animal by some
cause other than an increase of patient’s gonadotropin.
May result from sexual stimulation of animal.

Faulty interpretation of test by an inexperienced ob-
server.

Too early in pregnancy to have increased excretion of
gonadotrophic hormone.

Inability of animal to ovulate (a negative test) because of
age or illness of the animal.

Human errors, e.g., injection of wrong specimen, faﬂure
to make injection, loss of records, examination of wrong
animal, etc.

(If animal dies from any cause, test should be repeated).

\LENGTH OF PREGNANCY

There is no accurate method for determining the length of
pregnancy. In 629 cases in which the date of fertilization was
known, (temperature graphs and single exposures), the average
duration was 269 days from the date of fertilization. In 1220
other cases the average duration was 280 days from the be-
ginning of the last menstrual period. The standard deviation
was 10.5 days.

A. To Calculate the Expected Date of Confinement (EDC): -

(See calendar on inside of back cover),

1. Obtain date of onset of the last menstrual period (LMP).

2. Add 7 days.

3. Count back 3 months, add 1 year, and the date determined

is the expected date of confinement (EDC). :

4, If the LMP is in January, February, or March, simply

add 9 months in addition to the 7 days.
Example: ‘
LMP - April 3, 1949 4/ 3/49
+ 7 days and subtract 3 months
EDC - January 10, 1950 1/10/50 (plus 1 year)

soY = P SRS



6 Age of Fetus

LMP - February 2, 1049 2/2/40
+ 7 days and add 9 months
EDC - November 9, 1949 11/9/49

B. Uterine Measurement:

Measurement of the height of the uterus is the procedure
used most frequently in obstetrics to determine the age of
the pregnancy, but is reliable only after the 6th month.

The McDonald maneuver is the most practical method, and

by this means the age of the pregnancy in lunar months can

be determined by dividing the height of the uterus (in centi-

meters) above the superior border of the symphysis by 3.5.

Example: 35 %m.* = 101 months

In a primigravida at term, the height of the uterus usually

measures about 35 em.; in a multigravida it is a little less.

This method gives only approximate age. Hydramnios,

breech positions, obesity, twins, and coexisting tumors will

give misleading results.

Age of Embryo or Fetus:

The age of the embryo may be calculated by measuring it.

The following formulae are used:

1, The length (crown-rump) of the fetus in centimeters .
equals the square of the number of months of age for the
first 5 lunar months. Five centimetors are added for
each lunar month thereafter.

Examples: Second month - 2x2=4cm.

Fifthmonth -6x5=25¢cm
Sixth month - (5x5)+ 5=3f cm.
2. Standing height (¢m.) x 0.2 = age in months.

Sitting height (cm.) x 0.3 = age in months.
If the embryo is less than 10 ¢cm. long, add 1 month to
the result.

*(Height of uterine fundus)



Uterine Measurements 7

Fig. 1 - Weeks of Gestation. (From Beck, Obstetrical Practice,
' The Williams and Wilkins Co.)
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HISTORY AND
PHYSICAL EXAMINATION

If the pregnant patient is to have the fullest benefit of
modern obstetric care and adequate prophylaxis against compli-
cations, a detailed history and a complete physical examination
are necessary. Certain important, relevant aspects of the -
history and examination should be emphasized.

Printed forms are usually desirable to record the history
and physical examination. Standard forms are available, or
the physician may design his own,

HISTORY

A. Statistics:

. Name and address of patient.

Date of first visit.

Gravidity - Total number of pregnancies.

Parity - Number of pregnancies carried through to the
Tth ‘month or more.

Date of marrijage or marriages. ‘

Date of last normal menstrual period. =
Expected date of confinement.

Age of patient (the incidence of complications 1ncreases
with the patient’s age, especially after 30).

Occupation - Most obstetric patients are, of course,
housewives. It is important from the standpoint of care
to know if she is otherwise employed. Information about
present and previous occupations may also indicate how
much responsibility the patient will assume for her own
care throughout her pregnancy.

10. Education - This will give a clue to the method and the
need for teaching the patient about her pregnancy and to
the amount she can be expected to learn.

B. Family History:
Pertinent data regarding parents and siblings should be ob-
tained. Some conditions as uterine inertia and borderline-
cephalopelvic disproportion tend to be familial and might
be anticipated on the basis of information about pregnancies
of the patient’s mother or sisters.

C. Past History:
Childhood diseases and other illnesses are significant in
some instances; special attention should be paid to sequelae.

© PASY - p@po
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The following are of particular importance:

1.

8.

German measles - The incidence of certain congenital
defects has been reported to be high -among children born
of mothers who had German measles during the first 8
weeks of pregnancy. These include cataracts, deafness,
and heart lesions. The danger after the 8th week is
slight. The patient should be warned to avoid exposure.
Scarlet fever - Glomerular nephritis is an extremely
serious complication of scarlet fever from an obstetrical
standpoint. In fact, it is one of the most severe compli-
cations of pregnancy, as is any kidney disease.
Rheumatic fever - A pregnant patient with the cardiac
sequelae of rheumatic fever may require additional care
and if there have been any indications of decompensation,
she will need special attention during labor and at the
time of delivery. Any recent recurrence of joint pain,
nose bleeds or fever should serve as a warning and in-
dicate the necessity of a thorough cardiac evaluation.
Chronic chest disease - Tuberculosis, residues of pleur-
isy or pneumonia, or a history of pleural effusion requires
a chest x-ray and evaluation as to activity. These con-
ditions, if active during pregnancy, require additional
treatment and constant observation throughout pregnancy.
At the time of delivery the decision between inhalation
and regional anesthesia may depend on the presence or
absence of chest disease,

Allergy and drug sensitivity - These have importance in
relation to medications. Such drugs as iron, barbiturates,
and opiates have been the principle offenders, but sul-
fonamides and penicillin are becoming more common.
History of previous blood transfusions should be recorded
and any reaction noted.

Metabolic diseases - Diabetes requires special manage-
ment during pregnancy, labor, and the puerperium.
Diabetic women tend to have large babies (9 to 11 1bs.),
and the infant requires close observation and manage-
ment at birth. Pre-diabetics also have a predisposition
toward large bables. 411 women who have babies over
9 1bs, in weight should be examined for diabetes.
Thyroid disturbance in the pregnant patient is of little
concern unless it is toxic. In such cases, the disease
must be treated regardless of the pregnancy. True hypo-
thyroids do not usually become pregnant, and the border-
line hypothyroids require careful study before diagnosis
is made. Diagnosis of thyroid disease during pregnancy
is uncertain because the B.M.R. may normally increase
as much as 20 points at that time, and, paradoxically, the
blood cholesterol also rises. Any patients who are
taking thyroid extract withoul adequate cause
should stop taking medication,

Venereal diseases - Syphilis or gonorrhea may leave
residues of infection that may recur during pregnancy.
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Most states require by law a blood serology test. If
either disease is at all active, immediate treatment
should be instituted. Congenital syphilis is still high on
the list of causes of neonatal death and morbidity.

8. Disease of the nervous system - Organic diseases such
as poliomyelitis, multiple sclerosis, cord injuries, or
diseases of the brain may interfere with pregnancy and
delivery, and must be evaluated and treated whenever
possible. Functional disease is not as serious, but may
be far more annoying and is certainly more frequent.
Manifestations of neuroses and some psychoses are often
called “‘nervous breakdowns’’ by the patient. A history
of these are usually indicative of emotional lability.

9. Diseases of the genito-urinary tract - Specific inquiry
should be made concerning these. A history of pyelitis
is important because it tends to recur during pregnancy.
Patients with kidney disease are more likely to have
complications associated with toxemias of pregnancy.

10. Surgical history - Any surgical operation should be re-
corded and the date should be noted, the name of the sur-
geon and, as accurately as possible, exactly what the
operation was. In cases of past abdominal operation, the
patient may experience abdominal pain as the uterus en-
larges. It is necessary to know if organs have been re-
moved, so that symptoms originating in the area can be
better understood.

D. Review by Systems:

A review by systems will serveasacheckonthepast

history. Ask the patient if she has had any serious illness

or major operation. Also elicit complaints the patient has
at the time. Further questioning and examination may then
be necessary. A review by systems is a double check and
an efficient way to cover all symptoms. It helps the patient
recall information that she has forgotten or overlooked.

E. Menstrual History:

Technically this comes under the heading of past history,

but in obstetrical and gynecological histories it deserves

special attention. The following are recorded:

1. Menarche (onset of menses).

2. Regularity of cycle (days between onset of periods).

3, Duration and amount of flow (number of days of flow).

4, Prin if present, amount, duration, and relation to onset
of flow.

Menstrual aberrations may alter the expected date of con-

finement. Menstrual discrders may indicate disturbances

of the endocrine system and should be recorded carefully.
F. Obstetrical History: '

All previous pregnancies should be recorded. The informa-

tion is necessary, for frequently some clue may help {0 pre-

dict a complication, Histories of previous labors are valu-
able in suggesting cephalopelvic disproportion, long labors,
or yery short ones.



