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Foreword


On 22 January 1866 at two o’clock in the morning, Miss Bridget Kelly, aged twenty-two and born in Ireland, delivered herself of a baby daughter in the Melbourne suburb of Prahran. She knew she needed help and she also knew that somewhere in the city of Melbourne there was a hospital, but the only way to get there was to walk. We don’t know how long it took her to walk the four miles to the city. It was dark and the roads unlit, and between Prahran and the river lay bushland and swamps. Once over the river she faced a long, unrelieved climb up Swanston Street, past St Paul’s Church and the Town Hall. On the corner of Lonsdale Street she found the Melbourne Hospital, now eighteen years old and the first general hospital in the colony. But it was the wrong place they told her: she needed the Lying-in Hospital, further up the hill in Madeline Street, opposite the university. The hill became steeper and it was a brisk twenty-minute walk for the fit. But this time she was taken in, and when her clothes were drawn aside it was discovered that she ‘had the infant in her arms with the funis and placenta attached’.

 



funis: umbilical cord



 

That is all there is on Bridget Kelly in the Midwifery Book of the Lying-in Hospital and Infirmary for the Diseases Peculiar to Women. She named her baby Ann; the father’s name was unknown. If this book is about that Lying-in Hospital which is today Melbourne’s Royal Women’s Hospital, it is also about all the Bridget Kellys, married and unmarried, who have passed through its wards and clinics in the past one hundred and forty years. Their case histories and the hospital’s varying treatments of their childbed and diseases are a window into the private lives and reproductive health of poor women over the past century and a half. The hospital’s history is also, therefore, the history of women—as mothers, as lovers, as citizens, as victims, as nurses and medical staff, even as prostitutes and drug addicts. This history is not significant because of where it happened, but because of when it did.

The hospital was born in 1856, in the dawn of anaesthesia, before the antiseptic and aseptic revolutions, and its story will conclude with AIDS and In-Vitro Fertilisation in our own time. Although the Female Convict Factory and the Sydney Benevolent Asylum had instituted lying-in wards, it was the first of its kind in the Australian and New Zealand colonies, and remains one of the oldest surviving women’s hospitals in the world. When the Medical Faculty opened at the University of Melbourne in 1862, it became the Antipodean colonies’ first specialist teaching hospital. It has always been a ‘charity’ or ‘public’ hospital, serving the poor and the awkward, but in providing the compliant pudenda for clinical teaching, it ensured that in return the poor women of south-eastern Australia often received the best care that contemporary medicine could offer. Its history has its dark times and not all patients were treated well, but a hospital is a product of its society and its time, as much as being a shaper.

This history is about a hospital at work, about its staff and their practices and values, and about the patients themselves. A hospital is a complex web of human relationships—a small stage upon which the wider dramas of life and society are enacted. Moreover, the reproductive health of both men and women is critically affected by their behaviour and their environment, and it is thus a contest between impulse and calculation, nature and society, biology and history. It is here, more than in any other area of health, that beliefs, desires, fears and knowledge impinge on biologically driven behaviour. Consciousness enables us to love and therefore to grieve, to nurture or to neglect, to lust after and to reject, and our libido and our biological reproductive imperative can be locked in mortal conflict. We can want and conceive a baby without wanting sex and we can want sex but not a baby, and human reproduction is riven with such paradoxes. It is a natural process and yet it is also part of nature that it can go tragically wrong. It belongs to the great biological struggle between the fit and the sick, the strong and the weak, yet we resist that and men grieve for their dead wives, and children mourn their lost mothers. Our reproductive efficiency is dependent on social structures and environmental conditions, so that even now the majority of childbearing women in the world are undernourished and overworked, and the best medicine is feeble in the face of poverty and political indifference. Perhaps most difficult of all is the fact that our need for sexual pleasure exceeds the capacity of our bodies to bear safely all the babies that unrestrained sexual passion can conceive: inducing some to wonder whether ‘nature’s’ own method of birth control was the sickness of women.

The story of the medicalisation of childbirth and the treatment of the diseases peculiar to women, as they described them in the 1850s, is the story of human intervention in that biological dilemma. It is not a story of unalloyed progress or of unambiguous benefits, but sex, unmitigated by medical science and contraception, can bring suffering to women. It can burden them with pregnancies which break their health and shorten their lives; it can transmit diseases which disfigure, kill and afflict the next generation; it can even bring pain and suffering to those who remain celibate or infertile. And the rich archives of this old hospital document tens of thousands of lives blighted by the sufferings of sex. They are a vast repository of private female misery: of difficult lives of pain, disablement and sickness. But they also reveal the transformations in the life experience of women brought about by the most dramatic interventions in human biology ever seen in history: the conquest of bacterial infection and the safe control of conception. At an ecological level these have been monumental changes for us as a species—changes with which, perhaps, we have scarcely begun to cope.
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Inevitably, these are partial rather than complete victories over both biology and human needs. New diseases emerge and old defences weaken, while people continue to act on impulse, to make mistakes, to be unlucky, to be too poor to avail themselves of the benefits of science and technology. Women still become pregnant when they don’t want to, or long for babies denied them, or catch dire infections, or do things which endanger their unborn. Their sexual health still depends on their emotions, ideas, behaviour, social condition and economic situation; and on the values and moral health of the society they inhabit. In other words, their health will only be as good as their society permits it to be. And a vital measure of a society’s delivery of medical knowledge and care to those in need of it are its public hospitals.

Some readers may find what follows too graphic for comfort. The use of detailed case histories is not gratuitous, however, but carefully considered. This is a history of medical and surgical practice, of nursing techniques and of medical culture; that is, of a hospital at work, and we need to see clearly what that work was and what its consequences were. But most of all, we dishonour people of the past if we shrink from comprehending their pain and the difficulties they faced.
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Tracy’s Hospital
1856–1874




1


Founding a Hospital

Dr Tracy, Dr Maund and Mrs Perry

Melbourne clung to the southern rim of the inhabited world and, when the hospital was founded in 1856, it was a raw, new city just twenty-one years old as a European settlement and in the midst of a gold rush. It was a frontier society, blending English, Scots, Irish, American, European and Chinese with the released ‘old lags’ and their Currency lads and lasses of the Australian penal settlements. But the vigour and wealth of the colony concealed tragedy, because the Koori people, whose land the Europeans had stolen, were already pushed to the margin, their population cut by 90 per cent by murder, disease and despair.1

Victoria was one of the last settled colonies after the First Fleet landed in Sydney Cove in 1788—Van Diemen’s Land, or Tasmania, had been the first southern settlement and a harsher penal colony than Sydney. In 1803 a party of soldiers and convicts had attempted a settlement at Sorrento in Victoria, until discord and a shortage of water drove them away. Whalers and sealers worked from the Victorian coast, but it was not until the 1830s that the push into Victoria began, first in the west at Portland and then in 1835 at Port Phillip Bay at the mouth of the Yarra River. The best sheep-grazing land in New South Wales and in the midlands of Tasmania had all been claimed, and the Vandemonians became interested in the lands across Bass Strait. In 1836 Major Mitchell returned from his inland explorations extolling an ‘Australia Felix’ of rolling plains and good soils, and the squatters and their flocks streamed into the western district. The Melbourne, Portland and Geelong settlements became firmly established and the society built by the colonists was soon very different from the older colonies. About two thousand former convicts (Derwenters) came of their own accord from Tasmania, and since they were willing to go to the bush as shepherds, where they could live out a life of uninterrupted alcoholism, they formed the rural labouring class. By 1851 about 15 per cent of the adult population were convicts or discharged convicts. There were assisted immigrants, but the long voyage to Australia was beyond the means of the destitute, so that even the Irish who came during the famine years had something behind them. Only 1300 Irish orphan girls from the workhouses and the Gaelic-speaking Scots brought out by the Highland and Island Emigration Society who arrived in Victoria in the 1850s were truly survivors of the potato famine. It is scarcely surprising, therefore, that only 15 per cent of the assisted immigrants from 1839 to 1850 were illiterate. Those who came to Victoria and paid their own way in the 1830s and 1840s were a relatively skilled and educated class, so that for a time the colony was the most literate society in the British Empire.2 There were enough with capital and ‘breeding’ to establish a polite society of calls and clubs, balls and duelling and, for some, duties of public spiritedness.3 Andrew and Georgiana McCrae were ‘quality’, even though she was illegitimate and he was improvident, yet they both were prominent in society, and Andrew was a participant in numerous societies and networks which bound the new community together in chains of mutual obligation and social responsibility.4 The philanthropic impulse was integral to the workings of gentility.

The philanthropic impulse was also integral to the workings of evangelical Christianity, and among the cultural baggage brought to the new colony was a practical Christian charity which was voluntarist. In England by 1700 concern for the sick poor had displaced the respect for poverty as an ascetic holy state: poverty was now seen to be the just burden of the lazy and improvident, whereas sickness could be blameless. Moreover, unwillingness to provide became a masculine failing, so that charity was gendered. The sick poor, along with dependent women and children, were thus deserving of charity, and groups of Protestants had formed voluntary hospitals which, in the words of K. S. Inglis were ‘like the new joint-stock companies, from whose profits much of the revenue for philanthropy was drawn, they owed their strength not to the work and wealth of one man, but to association. They invited all who could afford it to become subscribers, with rights analogous to shareholders’.5 In constructing a new society, the genteel classes of the colony of Victoria established an impressive network of asylums for the indigent, the deaf and blind and the immigrant, all without a Poor Law which criminalised poverty.6 In 1848 the philanthropically-minded supported with subscriptions the founding of the Melbourne Hospital. It had all the hallmarks of a charity hospital: its medical staff were honoraries and it was governed by an unpaid committee elected by the subscribers. The government, however, considered it had no direct financial responsibility for the hospital, thus Melbourne’s first hospital was a voluntary institution because the government forced it to be.

In 1851 Victoria was made a separate colony from New South Wales, but barely had the celebrations ceased before the news burst that gold had been discovered. In the next ten years more than half a million men, women and children flooded the colony, and among them were a quarter of a million permanent settlers from the United Kingdom. By the time most of them arrived, however, the alluvial gold had been found and there was little opportunity for the adventurer digger. There were riches deep in the ground, but that mining required capital and machinery and management. For all those hoping for Eldorado on the track to the goldfields, there were just as many disappointed diggers trailing their way back to Melbourne.
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Dr Richard Tracy, 1874 RWHA

Among those disillusioned goldseekers was a young Irish doctor, Richard Tracy. Tracy was born in Limerick in 1826, to a Protestant professional family. At sixteen he determined to be a doctor and not enter the Church as his mother had hoped. In preparation, he worked for a time as a wardsman and dresser in the County Limerick Infirmary—a medical apprenticeship he later much valued—and at the age of nineteen began his proper medical studies in Dublin. It was the time of the famine, and during each of the three succeeding summer vacations Tracy volunteered for service with the Irish Board of Health. Typhus broke out and at Celbridge, near Dublin, Tracy himself contracted it and very nearly died. In 1848 he received his Licentiate of the Royal College of Surgeons of Ireland and immediately afterwards went to Paris ‘where he saw a good deal of useful surgical practice during that epoch of revolutions’.7 At the end of the year he moved to Glasgow where, during an epidemic, he was in charge of the City Cholera Hospital of seven hundred beds, and in May 1849 he took his MD from the University of Glasgow. He returned to Ireland but, finding it difficult to establish himself, tried practice in England. He was on the point of starting a military career when he suddenly became engaged to his cousin, Fanny. News came from Australia and from Canada of opportunities for practice, and one evening in his brother’s rooms in Lincoln’s Inn in 1851, Tracy tossed a coin and Adelaide was the winner. The cousins married and on 16 May set sail for Australia. Tracy was a not untypical colonial immigrant: talented, energetic and ambitious, but lacking in the capital which could build a leading practice in his native land.

The Tracys settled in Adelaide, but by February 1852 it seemed as though nearly every able-bodied male in South Australia had left for the Victorian diggings. Tracy, despite the birth of his first daughter, could not resist temptation either, and in the company of the future historian James Bonwick, tried his luck in Bendigo and on the Loddon. It was soon clear that medical practice was more predictable, and after a quick return to Adelaide, the Tracys moved to Melbourne where he set up in Brunswick Street, Fitzroy. The house was tiny, with four rooms, and the rent was an exorbitant seven guineas a week—more money was being made out of the goldseekers than by them. Tracy, a founder of the Australian Medical Society in 1852, hosted meetings where his colleagues sat on the piano and on the cupboards. In 1854 he had made enough to build a two-storeyed house on the west side of Brunswick Street, and the Irish aspirant was well established. But he was also widely loved, for in two years that unpretentious house had become ‘as well known as any public building in Victoria’.8

One of Tracy’s Melbourne friends, Dr John Maund, was another not untypical immigrant. He was born in Bromsgrove, Worcestershire, and his father, Benjamin Maund, Fellow of the Linnean Society, was a world famous botanist. John Maund was the eldest of three sons and, despite a delicate constitution, he wanted to study medicine. He served an apprenticeship under a surgeon in Lancashire before going on to the University of Glasgow where he won many prizes. At the age of twenty-one he became assistant surgeon at the St Pancras Infirmary in London while studying at the Royal College of Surgeons. He received his Diploma in 1845 and then spent a year attending hospitals and lectures in Paris, achieving membership of the Parisian Medical Society. In June 1847 he qualified for the Diploma of the Apothecaries’ Society, and then the MD at St Andrews. He began private practice in Harlow.

[image: image]
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However, it was soon clear that he had contracted tuberculosis. It seemed advisable to emigrate to a warmer climate in Australia and to pursue a less taxing career as an analytical chemist. He sold his practice in 1851 and, before leaving, took out the certificates of the Royal College of Chemistry, London, and of the Polytechnic Chemical School. Dr Maund, with one of his three sisters, arrived in Melbourne in the Janet Mitchell on 3 January 1853, and his fellow passengers presented him with a silver tankard in gratitude for his services to them during the voyage. Some continued to consult him in Melbourne, and he eventually decided to stay in medical practice. His first rooms were in a small, cramped house in Lonsdale Street East in the city, and he practised there until May 1857 when he moved into a new house in Latrobe Street East. The poor lived close by, down the lanes and alleys of the growing town. He was Victoria’s first Government Analyst, making investigations into the quality of Melbourne’s new piped water supply from the Yan Yean Reservoir. Maund quickly developed a large practice, especially in the newer suburbs. If his friend Tracy was vital, generous and brave, Maund was a sweet man, thoughtful and reflective. They were both young doctors of exceptional promise and complementary gifts.9
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Tracy was thirty and Maund thirty-three years old when they began talking to each other about a lying-in hospital for destitute women in Melbourne. They saw the need for a place to confine the numerous homeless and friendless women in gold-rush Melbourne, but they were also subject to very real medical ambition. Both had studied French clinical science in Paris, and they wanted a modern hospital, on the scale of the Edinburgh Maternity—a hospital where health and disease could be studied, where a man could specialise and develop a reputation not merely with his patients, but also with his peers, where medical practice left the private bedchamber and went on public view. Richard Tracy wanted to be an Antipodean James Young Simpson.

But there was another group in Melbourne also thinking about a lying-in hospital. Prominent among them was Mrs Frances Perry, the wife of the Bishop of Melbourne. The Perrys had arrived in Melbourne in 1848, when Port Phillip was still just the mercantile centre for a pastoralist society. Charles Perry was an Evangelical, highly intelligent, outwardly stern and inwardly affectionate. Theirs was a childless but devoted marriage, and Fanny accompanied her husband on horseback as he set about visiting his vast diocese, journeys she wrote about with a sharp and compassionate eye. Her philanthropic instincts were strong, if condescending, and she viewed the moral and social pandemonium of the gold rush with amusement and alarm. On 2 September 1852 she wrote:

 

I was all but mobbed today in the street, but happily contrived to rush into Mrs—’s just in time … After the mob came a carriage with four dashing past, full of white veils and white satins. It is most amusing to see how completely the tables are turned. There is now a stand of some eighteen or twenty carriages in Collins Street; and these may be seen careering about all day long in all parts of the town and suburbs, full of diggers, varied occasionally, as I have said, by the white veils. Fancy some of these inexpressibly awkward-looking, fat, firm, red-faced Irish girls from the unions [workhouses], dressed out in the best satin, lace and flowers which Melbourne can produce! It is indeed an everyday occurrence; and they are not unfrequently to be seen waiting in front of a public-house, the ‘gentlemen’ having gone in for a ‘nobbler’ (did you ever hear such a word before) and I fear it is only the apprehension of spoiling the finery which prevents the bride and her bridesmaids from following them. It is not only on occasion of a wedding that these people drive about, but it seems an every-day’s amusement, just as persons in London go out to drive in the Park. You may imagine what a state the carriages get into, with their dirty and often drunken occupants; for the men go driving about in their working dresses.10

Most diggers and Irish girls were not so lucky. The colony’s resources were stretched to breaking point, and thousands found themselves living in cramped cottages or tents on swampy, low-lying ground. Prices for everything soared and savings were often exhausted before diggers even made it to the goldfields. It may have been ‘Australia Felix’, but the land itself took getting used to. The winters were bearable for northern Europeans, for if there was rain and cold, it did not snow and only inland on the gold fields were frosts severe. What they were not prepared for was the summer heat. For three months of the year the heat came in three- and four-day waves, brought by savage winds from the dry centre of the continent. The mercury climbed over 100°F, and the only relief was to be found shut away from the wind and in shade; modesty forbade that men and women should strip to barest clothing on dry land, as many had done on board ship while sailing through the tropics. As Isabella Wyly, an Irish immigrant wrote home in 1857:

 

You say I told you nothing about the Climate, but what with dust, & Heat & hot winds & Flys & an Insect that the[y] call Moskitoes we do not know what to do with ourselves just now … It makes me quite cold to think of [?] winter yet for just now we are all just Melted with heat.11

Australia was a land of flies that delighted in the human and animal waste the European invasion now daily dumped on the earth and in the waterways. Food left out soon became black with flies; flies crawled over children’s sticky faces and colonised open wounds. With summer came drought and water shortages so that drinking water itself became an expensive commodity. In 1857 piped water was brought to Melbourne, but the supply was insufficient and the low pressure often saw it fail on the hottest days. All creeks and rivers soon became open sewers wherever they were close to dense human settlement. Thus on the goldfields, in the small towns, in the city and suburbs, and in the canvas town of the immigrants, while gastro-enteritis carried off babies and children, ‘colonial fever’ struck down adults. It would be another twenty years before doctors would reliably recognise it as typhoid.12

The hopes dashed were not just for instant wealth. The bid for a new life prompted many to marry quickly before boarding ship, only to find the marriage sour amidst the tedium and tensions of a long sea voyage. Single women, hoping for employment and a husband, succumbed to the promises of strange men and found themselves pregnant and alone. Married women were suddenly deserted or widowed, or left wandering alone in Melbourne while their men tried their luck ‘up-country’. By 1854 the colony was plunged into economic depression as thousands of failed diggers struggled to find work in an economy too small to accommodate the surge of population. And drink and gold, dislocation and waywardness led to moral ruin. There were desperate women at risk of falling.
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Eastern Hill, 1866, photograph by Charles Nettleton: original Lying-in Hospital in Albert Street at left of St Peter’s Church RWHA

Or so it looked to the evangelical conscience in 1856. Bishop Perry had already burnt his fingers at the Melbourne Hospital. In 1853 he had attempted to evangelise the hospital with daily readings of prayers and the preaching of sermons in the wards—the Catholics objected to being subjected to Protestant services and the doctors objected because soon all denominations would be doing it, ‘leading the helpless congregation in continuous worship’.13 This time the Evangelicals would be more careful. In the first week of August 1856, under the advice of the Dean of Melbourne, Frances Perry and her committee first approached the Melbourne Hospital to see if twenty beds for lying-in and four to six beds for delivery could be provided for ‘destitute women in their confinements’.14 The Melbourne Hospital declined and the Treasurer of the Colony made it known that the government could not be expected to support such a venture until it was demonstrated to be both needed and feasible. The committee then heard that Dr Maund and Dr Tracy were in the process of establishing a lying-in hospital in Albert Street, East Melbourne. The ladies approached the doctors, and despite differences, they quickly decided to join forces. The property was a nine-roomed stone house capable of accommodating seventeen patients, a matron and two resident servants. On 19 August 1856 the first patient, Mrs Hingston, born in Ireland and expecting her first baby, was admitted. Three weeks later, after an exhausting twenty-seven hour labour, she was delivered by Dr Maund of a stillborn son.

A Simpson Hospital

The doctors and the Ladies’ Committee were not entirely united in their ideas on the form the institution should take. The Ladies took charge of the lay running of the hospital and the admission of patients: theirs was to be a committee of Protestants only, but women of all faiths were to be admitted.15 To their mind the hospital would need public good will if it were to prosper, and respectable people of means were unlikely to become subscribers to a hospital full of diseased prostitutes and wayward single mothers. As it was, the English lying-in establishments, aside from Queen Charlotte’s in London, admitted only the married. Moreover lying-in hospitals were notorious for their high death rates, especially from puerperal fever, so Melbourne’s Lying-in Hospital would be best served by admitting only the respectable and clean down on their luck. The doctors saw it differently, however. They wanted to admit on both medical and social need, and to have the discretion to admit emergency cases: a sick woman, however abandoned, they believed, still had a right to treatment. The doctors had wide support among the medical profession and Tracy’s friend Dr Motherwell reminded them that the great Rotunda Hospital in Dublin—’perhaps the noblest institution in the world for lying-in women’—made no such discriminations. Motherwell, a Scot and political radical, then threatened to speak ill of the hospital in the town if he heard that single women were being kept out.16 It was a conflict that would continue to fester.

The Ladies’ Committee had much to do. The providing committee ran the financial side of the household, and discussions were under way to persuade the government to support the establishment of a proper hospital: the East Melbourne property was merely a staging post. Neither was it welcome in a genteel suburb, where owners of neighbouring properties soon complained of the screams from the labour room.17 The doctors also wanted a purpose-built hospital because they had advanced ideas about the way hospitals needed to be organised if puerperal fever were to be prevented and their professional ambitions realised. In April 1857 the government granted them two acres of land in ‘Madeline Street, North Melbourne’—later known as Swanston Street, Carlton. In the meantime the East Melbourne establishment concentrated on midwifery, with only a few admissions for ‘diseases peculiar to women’ such as one woman who was tapped of seventeen pints of ascitic fluid, but the outpatients service was keenly sought. The medical officers were required to attend alternately every Monday, Wednesday, Thursday and Saturday between the hours of two and three o’clock for the outpatients. The Matron, a divorced but remarried woman known by her first married name of Gillbee, ran the household with two servants. The names of the first midwives and nurses were never recorded.
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Mrs Sarah Gillbee, matron 1856–1857 RWHA

[image: image]

Mrs Elizabeth Tripp, first secretary RWHA

The Ladies’ Committee supplied the household, visited the hospital three times a week, and reviewed applications for tickets of admission.18 An applicant would come with a reference, preferably from a subscriber, which would attest to her need and her respectability. Sometimes she stood before the committee for forty minutes to be questioned: was she married, and if so, where were her marriage lines; was her income less than 30 shillings a week; did she have friends who could take her in for her confinement; was she suitably repentant for her sins if she was pregnant and single; would the child’s father marry her in time; was there hope of salvation? If they looked for remorse from the fallen, they also took it upon themselves to force the putative fathers to accept their responsibilities. Ellen, ‘an ignorant Irish girl’, had been impregnated by her master, Mr Delaney in Dandenong, and was now so ‘absolutely destitute’ that the local police officer was ‘at a loss as what to do with her’. The committee’s response was to reject her and recommend that the police take action against Mr Delaney.19 Two months later Eliza G. did better. For nine months she had worked for the wife of Edward Cotton, Registrar of the County Court of Bourke, and then moved on. Two months ago she returned to the Cotton household, pregnant and ‘needing help’. Her other employer testified that she had been a ‘nursemaid and [servant] for eleven months and in both situations she behaved in the most trustworthy, honest and sober manner’. Mrs Cotton felt ‘much interested in her’ and took her in, but it would not be ‘convenient’ for her to be confined in the home. And so, with the generous references of respectable people, Eliza G., aged twenty-three and born in England, on 18 January 1857 gave birth after a three-hour labour to an 8-pound son, 24 inches long.20 Eliza G.’s story was a common one. Many of the single women were cared for by employers or neighbours, past and present, and were given lodging—perhaps nothing more than a corner with some straw for a bed—but it was still an intimate, face-to-face society.

The Ladies’ Committee, most of them wives of clergymen, visited huts and tents, public houses and boarding houses—down back lanes and across paddocks—asking after the applicants. They saw a lot of raw colonial life and could be moved to genuine charity. Mrs M. F. was in an awful state: ‘Her case, if true, is very sad, and needs such prompt assistance that I hardly know what is best to be done’. Quickly, however, Mrs F.’s daughters were taken into the Immigrants’ Home and she into the Lying-in Hospital two weeks before her baby was due. After a ten hour labour, she produced a son of nine and a half pounds.21 Mrs R. M.’s husband had left her and returned to England, and she was taken in as a servant by Dr Florance of Collingwood. She was thirty-six and her first baby was stillborn, having died in utero two days before labour began.22 Another who lost her baby was Mrs M. K., Scottish and known in Emerald Hill as ‘a decent well-doing woman’ whose wharf-labourer husband had been ‘a good deal out of work lately’.23 The Ladies’ Committee did not always detect vice when it was there. They did not realise that A. E., nineteen and Irish, was diseased. She was admitted in labour, and her small baby died five days later from ‘secondary syphilis’. The doctors kept her in hospital for ten weeks afterwards, perhaps for mercury treatment, and no one on the committee either objected or knew of her real condition. Tracy was well informed on syphilis. He used a translated French text on the health of children and the Australian Medical Journal published the latest research on syphilis.24

John Maund and Richard Tracy had each undergone medical training in Scotland and they brought to Melbourne the Simpson legacy of ‘obstetrical science’.25 They believed that isolation was the best preventative against infection—Tracy had considerable experience in fever hospitals—so the terrace house was far from ideal for a lying-in establishment and they were determined to build an institution on scientific principles. They saw themselves as men of science: they were among the founders of the Medical Society and its journal, the Australian Medical Journal. They shared the excitement of building a colony, which being made afresh could be better; and they were tantalised by the scientific challenge of observing disease and death in a new world. In the Scots tradition of medical topography, the Medical Society had its members recording the weather and studying the new social and geographical characteristics of the colony. Surely disease would behave differently here in so novel an environment, and already Dr Kilgour had declared phthisis less dangerous in Victoria, but miscarriages more common, even among women who were not engaged in heavy physical work.26 The Medical Society was also much concerned with medical reform by the obtaining of an Act to regulate entry to the profession and eliminate quacks. For Tracy and Maund, a lying-in hospital like James Young Simpson’s in Edinburgh would not only provide care for destitute women, it would advance the quality and the standing of their practice and profession.

Simpson’s astonishing success depended not just on scrupulous care but also on clinical scientific method. He had measured everything from length of labour to the length of umbilical cords, and by careful evaluation of practice he was able to create standards for improvement.27 The charity hospital made possible the practice of clinical science: doctors could observe, measure, compare and the patients could neither object nor demand therapies and nostrums. In the charity hospital the doctor exercised a control denied him in the private medical relationship. Moreover, the concentration of cases made comparison and analysis easier. The statistical enumeration of conditions and treatments elevated medical analysis from the particular and anecdotal, to the general and scientific. It was an empirical clinical science that the two young doctors had also studied in Paris.28
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Dr Richard Tracy’s house in Brunswick Street, Fitzroy, photographed in 1964 RWHA

By the beginning of December Tracy and Maund had a Simpson’s Midwifery Book and they began their system of full record taking. Recorded were the patient’s name, place of birth, age, marital status and parity—the number of her confinements, including the impending one. Labour time was recorded, but with less precision than later and this seemed to cover the time the labouring woman needed to go to bed. The baby’s presentation was noted, its condition, its sex, its weight and length. Lastly the time of discharge was meant to be entered. Any complications were to be briefly described, but it seems that the doctors were not consistent in recording whether a baby died during the mother’s time in hospital. They were scrupulous about noting any interventions by instruments or the hand, but not whether a woman suffered a postnatal infection. The record taking improved, but not until 1857 was the system in place and fully functioning.29
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Attitudes of the foetus A. Vertex presentation: the head is fully flexed and the sub-occipito-bregmatic diameter presents. B. Face presentation: the head is fully extended and the cervico-bregmatic diameter presents. C. Brow presentation: the head is partially extended and the supra-occipito-mental diameter presents. Townsend (O), p. 123

In the founding year, Tracy and Maund delivered twenty-five women, of whom seven were unmarried. Twelve came from Ireland, ten from England, and one apiece from Scotland and Wales. The one Australian was eighteen-year-old Mrs T. from Tasmania, and she had the only instrumental delivery after an agonising labour of sixty-two hours with the baby’s head ‘face-to-pubis’. Her son was a giant—11 pounds and 23 inches long—and her exhausted uterus haemorrhaged ‘for want of contraction’. Maund delivered her with forceps under chloroform ‘without difficulty’ and she was discharged only sixteen days later. Mrs H., aged twenty-seven and from England, was not so lucky. She also had a difficult labour but her 10-pound son was stillborn and she was in hospital for nine weeks after, presumably recovering from infection and weakness.

In the October issue of the Australian Medical Journal Maund published his analysis of the first hundred confinements in the hospital. The mothers had comprised 52 Irish, 36 English and 12 born elsewhere. Only 16 were unmarried. Sixty-five were having their first baby, and there were 99 head presentations and one footling. The average labour time was nine hours, the shortest just one hour and the longest lasted sixty-two hours. As for the babies, there was one set of twins and six babies were stillborn. Of the live babies there were 45 male and 40 female, average weight 7 pounds—the smallest weighing 5 pounds, the biggest 11 pounds. The forceps were applied only three times, with two live babies resulting. And there was no death or severe injury to a mother. Dr Maund was proud of the record and announced that such statistical work was essential if they were to discover whether ‘any or what differences exist in parturition in this and other countries’. It was also a way in which the doctors could measure whether the mortality in a lying-in hospital was better or worse than in home deliveries.30 These were the beginnings of a clinical school.

The building of the new hospital in Madeline Street proceeded rapidly and it was opened by the Governor, Sir Henry Barkly, on 22 October 1858, just eighteen months after the grant of land. The doctors had had their way with the committee and Tracy was to be deeply proud of his hospital for the rest of his life: it had cost to this stage £6190 10s. The outside world was impressed: the facade was pleasant and beautifully situated on a hill opposite the University’s gardens. It had handsome stone steps leading up to a spacious vestibule, which was to be ‘panelled and supported by pilasters and entablatures with columns of the Ionic order’: a dignified setting for the unfortunate few who, rushing to the hospital in labour, made it only so far as the vestibule and delivered their babies on the floor. On the ground floor were the boardroom, the dispensary, the house surgeon’s apartments, and ‘two large wards for married women expecting their accouchement’. Beneath there was extensive cellarage.31 Upstairs in the two-storeyed front building were the matron’s apartment, the linen room, an operating room, three gynaecological wards and ‘a very fine corridor for the patients to promenade in’.
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Melbourne Lying-in Hospital, Madeline Street, photographed by Charles Nettleton RWHA

The hospital’s distinctiveness lay in its midwifery wards. These were adjoining the front building and ranged on the side of a central courtyard. They were each twelve feet square, twelve feet high, with a fireplace, a window ventilator in the wall and movable fanlight over the door; the walls were painted for about five feet from the floor, the remainder lime-washed. An eight-feet wide veranda along the entire range of wards made it possible to move patients in their beds from one part of the hospital to another. On the other side of the courtyard, which was to be planted with shrubs, there was a matching wing containing the servants’ rooms, the kitchen, storeroom, bathroom and water closets. The laundryroom was large enough for the fumigation of mattresses. The water supply was not reticulated to individual wards, nor were there toilets in the main building. Water was collected from the roof and stored in four large zinc tanks. The refuse water was conveyed underground to two large filtration tanks outside the building, where, ‘after undergoing a self-acting deodorising process, it passes into the street in a comparatively pure state’.32 Tracy designed the waste filtration system himself, and in 1860, when the hospital was connected to the reticulated water from the Yan Yean reservoir, the system was complete.33 (Not until 1869 did the filter system fail and the Melbourne City Council take action against solid sewage matter being discharged by both the Lying-in Hospital and the Melbourne Hospital into the open street drains.)34 This was to be a hospital where fever and inflammation were to be blown away with fresh air, sluiced away by clean water and soap, and expelled by limewashing and fumigation. Above all, the diseased were to keep their illnesses to themselves by isolation: each woman was to be accouched alone in a single ward, and kept thus isolated for nine days after delivery; if by then she was free of any ‘bad symptom’, as they wrote in the medical records, she could rejoin the other mothers recuperating in the large ward. Tracy was later to admit that the women found their sanitary isolation very lonely and would beg for a companion.35

While the deliveries were shared between Tracy and Maund in the first year, Tracy was performing the majority by 1858. Maund was ailing, and just as the new hospital on Madeline Street was nearing completion, his body, weakened by consumption and selfless work, succumbed to typhoid. Tracy was with him as he died, and he was widely and deeply mourned both as a doctor and as a man. His colleagues in the Medical Society remembered him as the outstanding doctor of his time in the colony.36 John Maund’s private practice and place in the hospital as honorary physician were taken over by William Mackie Turnbull, an Edinburgh-trained and therefore a Simpson man.37 And like Maund, he was a consumptive.



2


Lying-in

The new hospital was more than just a new building. It was a premeditated medical system, designed to regulate a natural and passionate event, childbirth, and impose an order which was believed would prevent or ameliorate the unexpected and the dangerous. It was also making public in a new way a life experience which was normally private. Even traditional home births attended by flocks of female relatives and friends were essentially private because they were domestic.38 The parturient woman in a lying-in hospital was delivering her child among strangers. The new building in Madeline Street was constructed to the doctors’ orders; it represented a system to prevent infection and to maintain control over the inmates, both patients and their attendants. If the hospital was disorderly, it would quickly become a hive of infection, and if it did it would incur public wrath and be judged a failure. And if the hospital failed, then so did its honorary and resident medical staff, conferring on them an odium that would harm their private as well as their public medical practice. If Tracy and Turnbull’s lying-in hospital fell short, then so would they.

The hospital also gave the doctor a new authority over the patient. In private practice, the doctor was invited into the patient’s home, and while he could request water, cloths and other necessities as well as assistance, it was not his own place, adapted to his ideas of a suitable setting for a medical procedure. He had to negotiate his way to controlling the birth scene. In the hospital, the rules were set for the patients, and if they refused to comply they could be dismissed, and so they were for ‘impertinence’, ‘drunkenness’, or if they ‘complained of their food’ or ‘refused to help themselves when they were able to do so’.39 It was possible to discipline patients in a way that was different from private practice; it was easier to enforce procedures that a patient might fear or resist; patients could be washed and reclothed more readily than in a private setting; and they could be physically restricted to the bed and their allotted space. Above all, the charity patient could not demand a therapy—a curative intervention—and the doctor was free to deny therapies which were deemed useless or irrelevant.

The hospital was a site of medical authority and power, but it was not necessarily perceived by patients as oppressive. Within a year of opening, the new building could not meet the demand for beds either for midwifery or in the infirmary. The desperate and the shameless tricked and bullied their way into admission, taking advantage of the doctors’ willingness to admit on medical need irrespective of moral character. Some, like Mrs O. of 7 Rathdowne Terrace, regarded admission as a right, not a privilege, and when refused a ticket because she would not tender character testimonials, simply presented herself in labour and was admitted.40 Many exhausted and undernourished women sank thankfully into warm, dry, clean beds; ate heartily of the meals and imbibed in imposed moderation the hospital stimulants. They complained, nearly always about the food, but their complaints were not appreciated and the Ladies’ Committee instituted a formal inquiry before discharge as to their satisfaction or otherwise with their treatment in the hospital. This forced final roll-call before the committee succeeded admirably in stifling criticism and arming the hospital with public testimony of its patients’ content and acquiescence. The one complaint the hospital was proud to make public was that of the loneliness of the women lying-in alone in the labour wards for the first nine days after delivery.

The unrespectable were a problem. They were often dirty, drunken and diseased. If the hospital admitted too many, then the respectable would stay away and the public-spirited would withdraw their financial support. The Lying-in Hospital was to be a hospital not a moral reformatory, and while the Ladies’ Committee was compassionate towards those whose fall was not really their own fault, it had to be realistic about the unregenerate. They refused Mrs M. B. a ticket in June 1860, because she was ‘of indifferent character’, but she threatened that she would ‘come in anyway’ and she did on 30 July, while in labour and with a doctor’s letter. She was thirty-two, Irish and this was her sixth confinement and she was delivered of an eight-pound daughter after a long labour. The hospital had no alternative but to allow her to stay, but she was kept in a room by herself to the end to protect the other patients.41
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Dr William Mackie Turnbull RWHA

The issue was more profound than this. The problem of the unrespectable had festered between the committee and the doctors from the hospital’s first days. Tracy, warmly supported by his friend Dr Motherwell of South Yarra, believed that all women were entitled to medical care, whatever the state of their morals. He disagreed with his fellow honorary surgeon, Dr Turnbull, that the hospital should admit more medically interesting cases rather than keep an open door, and in 1860 matters came to a head. Rumours began circulating in January that the hospital had recently admitted ‘six or seven women from Brown’s Lane’ in the notorious north-western end of the city. The House Surgeon was questioned and the midwifery book checked for emergency admissions. Only eight were found since July 1859 and just two were from the lane in question.42 The issue finally exploded in a public debate in the Town Hall a fortnight before the hospital’s Annual General Meeting. Sir James Palmer, president of the Legislative Council and vice-president of the Melbourne Hospital, declared that single women should not be admitted at all; Tracy vigorously defended his hospital, insisting that few women of low character had found their way into the hospital as emergency admissions. Anyway, ‘really debased and abandoned women were not likely to apply, as they could not bear the restrictions of the place’. If the doctors’ discretion to admit emergency cases were abolished, then the hospital would ‘lose sight of one of the objects of doing good’ and he would ‘cease to have anything to do with the hospital’.43 The doctors won the debate and it was a crucial victory.

Tracy had a high sense of calling to obstetrics, and in defending the place of the male physician in the lying-in room, argued that only the trained practitioner, educated in the surgical science of anatomy as well as physical medicine, knew when to allow nature to take its course and when to intervene. In his inaugural lecture on obstetrics to the students of the infant University of Melbourne Medical School in 1865 he argued:
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Mrs Sarah Ellen Fetherston, matron 1860–1864 RWHA

 

Nor is it any sufficient argument against the utility of obstetrics to assert that the great proportion of all labours, even in the most civilised form of existence, are natural, and that they do better without any interference whatever. For the truth is, it is this very simplicity of treatment and noninterference at which the accomplished accoucheur constantly aims. Every practitioner knows from sad experience that some of the very worst complications of labour he is called to treat, are directly brought on by the mischievous meddlesomeness of ignorant midwives. The fact is that these women are never content to let well alone, and you will hereafter find the solicitations of the patient and her friends, to, as they term it, ‘help her’.44

There were qualified medical practitioners who also did not know what they were doing, and legal action against them was almost as frequent as that against midwives.45 As the hospital became established, more and more emergency cases arrived where midwives or doctors had not known what to do. The journey to the hospital must have sometimes been almost as appalling as the travails that led up to it. There was no form of ambulance service: those who could afford it hired a cab; those who were destitute walked or were carried. On 29 May 1864 Mrs M. B., aged thirty, Irish and having twins for her tenth confinement, arrived:

 

This patient was confined of first child nine hours previous to coming to hospital. Arm of second child presenting four hours before arrival at hospital. Membranes ruptured all that time and the funis of the first child had not been tied. A good deal of haemorrhage must have occurred. Mother drunk. Second child delivered by version but was dead. Chloroform given.46

The living child weighed seven and a half pounds, the stillborn eight. Mrs B. did well and was discharged twelve days later.

The admission of emergency cases, particularly of women with complications, ensured the hospital’s transition from a lying-in refuge to a specialist hospital. In time, women who expected complications—such as those who had an abnormal pelvis and had already lost babies—sought the hospital’s services for medical rather than social reasons. Turnbull, more narrowly ambitious than Tracy, wanted the hospital to be a specialist one, while Tracy was determined to keep the normal midwifery.47 Tracy, like many of his medical successors in the hospital’s long history, had a strong emotional commitment to women. He felt for them, and held medical service to them in their reproductive role in the highest sense of duty. Within the Lying-in Hospital this same devotion to women was to be extended to even the most debased. Few of the patients would have passed a present-day test of cleanliness. In the mid-century personal hygiene and daily washing with soap and water were still a comparative novelty. The poor notoriously washed only the exposed parts of their bodies, and slept and worked in the same clothes for weeks on end. Women were only just beginning to wear underwear and some still menstruated into their clothes. In the United Kingdom the excise on soap had only just been lifted in 1853, and it was not until the 1840s, as F. B. Smith has shown, that doctors began to complain about the odour of their patients, presumably because doctors themselves had begun to wash.48 And yet it is significant how rarely the hospital records display distaste at the physical state of patients: one of the few recorded was Mrs A. McC., Irish, twenty-four and delivered of her first baby outside five days before, who was admitted on 5 December 1861 in ‘a very deplorable state of filth’.49 They cleaned her up and kept her in for eleven days to recover her strength.

After 1857 the committee gradually became more lenient and for the next eight years the proportion of single mothers admitted ranged between 25 and 39 per cent. And while married women made up the majority of patients, it was those without partners who engaged most of the committee’s attention. Of those who did have husbands able and willing to support them, many were temporarily destitute because of unemployment or sickness. Mrs J. E.’s husband was a surgical instrument maker and had found no work. They were in service in Warrnambool but not receiving wages until another party brought them to Melbourne for two months work. Mrs E. was only twenty-one, and after a dreadful thirty-six-hour labour had a stillborn child.50 Another young woman’s husband had gone ‘up country to find work’ and left her with nothing. The committee organised for her to be admitted to the Immigrants’ Home on her discharge from hospital, made her a subscription so that she could redeem some baby clothes that she had pawned, and gave her five shillings.51

More striking than marital status was national origin. The patients were disproportionately Irish, but they were also less likely than the English, Scots or locally born to be unmarried. While some Irish may have been drawn to the hospital by Tracy’s reputation in the local Irish community, there is evidence that Irish women found it harder to survive in the new colony. Most came as young single women, and more Irish proportionately than of the English or Scots have been identified among the destitute, vagrant, alcoholic or criminal.52 The Ladies’ Committee sometimes betrayed disdain for ‘ignorant Irish’, so perhaps pregnant, single Irish girls had even less chance of obtaining a ticket. It was the Scots single mothers who got the best hearing, but their representation also reflected the strong family networks of Scottish immigration, and the casting out of women who ‘fell’. M. E.’s mother, on being interviewed by the committee, ‘appeared deeply sensible of the disgrace into which her daughter had fallen’ and, as a widow, could not afford to pay for a home confinement; and G. B., also Scottish and single, was entirely dependent on the kindness of her former employer.53 As the number of native born grew, they too were mostly unmarried, again alienated from their family networks by shame or family breakdown. Some girls who ‘got into trouble’ spoke of drunken fathers and flights from unhappy homes; one refused to marry the father of her child because of his drinking and his debts.54
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Birthplaces of Mothers (per cent)

 





	Birthplace   

	1857   

	1887




	Australia

	  0

	76.9




	England

	37

	13.5




	Ireland

	56.5

	  6.1




	Scotland

	 3.7

	  0




	Other

	 2.8

	  3.5








The Ladies’ Committee’s selection procedures also had obstetric consequences. The age and marital structure of the colony determined that more than half of the women confined were primigravidae, that is women having their first pregnancy. They were therefore predominantly young, more than two-thirds being between the ages of twenty-one and thirty, while another 16 per cent were even younger. They were therefore in their obstetric prime, and few were weakened by frequent childbearing and lactation. In fact in these early years the number with five or more confinements (grand multiparae) averaged under 10 per cent. The most fertile was Mrs E. K. from England, who was forty-eight when she was delivered of her nineteenth child—an eight-pound breech on 24 April 1863. On 18 January 1863 Mrs R. S. from Ireland had identical twins, each eight pounds, for her twelfth confinement. She was forty-four, and her exhausted and over-distended uterus could not contract properly in the third stage so that her life was nearly lost to post-partum haemorrhage. The usual treatment was compression, cold packs and sometimes the baby was put to the breast to strengthen the contractions. She went home after just six days.
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Extract from Midwifery Book

Most women were admitted the day they delivered. Many walked to the hospital while in labour, and those who were brought in a hurry in cabs sometimes did not make it because horse-drawn transport was slow. It is not clear whether they were washed and changed into hospital clothing, but a form of culotte was put on to cover their legs, with a hole for the birth passage. The delivery was under the control of the house surgeon who had to be in residence. It is unclear how many of the nurses were competent midwives in their own right, but the nurse training that began in 1862 produced ‘ladies monthly nurses’ who were qualified as midwives after observing one hundred cases of labour and delivering babies under supervision. Thus Melbourne’s Lying-in Hospital was the first in Australia to train nurses and award certificates, and it began nurse training in the same year that Florence Nightingale opened a maternity ward at King’s College Hospital, London. (The Nightingale Ward was closed by puerperal fever five years later.) The nurses were also trained in general nursing and it was an intensive three months for the £8 2s 6d fee. In the first decade thirty-four women completed the course, twenty-one of them married or widowed. The matron’s position was an administrative and housekeeping, not a nursing, one, and Mrs Gillbee was succeeded by the pretty Miss Harvey who married Dr Gerald Fetherston. Their son ‘Bertie’ (Richard Herbert) was born while Dr and Mrs Fetherston were resident surgeon and matron respectively, and the family was to be associated with the hospital for sixty years.55 The women who sought nursing training were often widows who saw midwifery as a means of supporting their families, and a number of former patients returned for training. It was exhausting work. The nurses were required to stay on duty until each patient who had been under their particular care was discharged.

 



accoucheur: one skilled in midwifery



 

The women were delivered in the classic British obstetric position, lying on their left side. This position gave the accoucheur clear access and was good for teaching, but the most important reason for the left lateral position was the control it gave the accoucheur over the speed of the birth. One of the dreads of childbirth was a major tear of the perineum. If the rent was big enough, a woman would lose the anal sphincter muscle and forever after have no control over her bowels. Her uterus could also prolapse. If left to heal without suturing and care, she would finish with a perineum that was nothing but scar tissue—if it healed at all and did not become chronically infected. The inevitable faecal incontinence was every bit as devastating to her life as the dreaded fistulae or holes that could form between the vagina and the bladder or the vagina and the rectum. Women so afflicted suffered the stench of the endlessly unclean and the skin excoriation from constant wetness and fouling with urine and excreta. A moment’s accident could destroy a woman’s life. Therefore control over the perineum was everything in responsible midwifery, and the technique was to support the perineum from below and thereby to slow down the birth of the head and the aftercoming shoulders. If a woman stood or used a birth chair, the accoucheur could both see and do less, and the assistance of gravity might accelerate the delivery dangerously.56 The births were delayed, and at times this was a risk to the child, but in 1859 and 1860 only nine women suffered a ruptured perineum—that is one in about forty deliveries. The technique was not foolproof, for in one case the Midwifery Book recorded, ‘Was present and supporting the perineum when the accident happened’. These were not the nicks to the perineum which were inevitable and best left alone; these were full ruptures and the women were not discharged until they were healed. Healing often took six or more weeks, though one woman stayed in eight. From 1860 silver wire sutures were inserted and the patient spent her convalescence lying on her side in the obstetric position, with her bowels confined with opium—faecal contamination was known to produce infection and thereby prevent healing. All those in 1859 and 1860 were primiparas; one unfortunate, having her second child in 1862, had her perineum rupture again in the old scar.

 



version: the act of turning, especially the manual turning of the foetus in delivery. Abdominal v., version performed by external manipulation. Anopelvic v., that which is accomplished by manipulating the pelvis of the foetus by means of a finger passed into the rectum of the mother. Bipolar v., that which is effected by manipulating both poles of the foetus. Cephalic v., version which causes the foetal head to present. Combined v., a combination of external and internal version. External v., that which is performed by outside manipulation. Internal v., version produced by the hand introduced into the uterus. Pelvic v., that which is performed by manipulating the breech. Podalic v., version which causes the feet to present. Spontaneous v., version which occurs without artificial interference. (AMD)
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Podalic version Seizure of the feet when the hand is introduced into the uterus
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Drawing down the feet and completion of version Playfair, pp. 172–3

It is difficult from this distance to evaluate the quality of the labours. The timing of labour for the Midwifery Book appears to have changed, for why else did 53 per cent of the women in 1860 labour for more than ten hours and just 11 per cent in 1861? Presumably a judgement was made about strong labour and the point at which the labouring woman was forced to take to her bed. There was no pain relief other than chloroform and that was used sparingly only for forceps deliveries and version. Women traditionally used alcohol and certainly some, again like Mrs M. B. who had her first twin outside the hospital, were intoxicated by the time they were admitted. Many women screamed and screamed so that the young ladies’ school next door to the East Melbourne house had reason to object to having a lying-in hospital as a neighbour. But many too would have suffered in grim, stoic silence. And some underwent a purgatory of pain.
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Adult pelvis retaining its infantile type
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Rickety pelvis, with backward depression of the symphysis pubis
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Osteo-malacic pelvis
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Extreme degree of osteo-malacic deformity

One problem was the size of the babies. Between 1859 and 1865 around half weighed eight or more pounds—an indication of the physical well-being of the mothers. The women themselves, however, were not big in the skeleton, and one guide to this was the proportion of women with contracted or deformed pelves. Contracted pelvis and the consequent difficulties in delivering a baby consumed more intellectual energy in nineteenth-century obstetrics than any other topic. It had underwritten the man-midwife’s entry into the birthing chamber, for it had been the Chamberlens’ invention of the obstetrical forceps which gave men a specialty with which to stake their claim against traditional female midwifery. The problem itself of the pelvis being too small or misshapen for the baby to pass through the birth passage was appalling and sufficiently common to justify the European obsession with it.57 If there was no room, then the baby had to be removed by a destructive operation, most often a craniotomy where the baby’s skull was perforated and collapsed, or the child was taken apart in the uterus and extracted in pieces. These were dreaded procedures which involved religious as well as ethical dilemmas. A destructive operation could be seen as an act of murder on a nonbaptised soul, but any sort of invasive abdominal operation which removed the child from the uterus meant certain death for the mother. Until anaesthesia, such an operation had to be performed on a conscious patient who was probably already far gone physically and mentally. But if she survived that, it was almost impossible to ensure that the uterus healed—the first successful caesarean sections were still a quarter of a century away.

By the 1850s the measurement and classification of deformed or narrow pelves was well advanced, and the skill in delivering either with forceps or by turning the baby was high among the best accoucheurs. The destructive operations also were well done, but doctors were also fully sensible that the more often forceps were resorted to, the more complications seemed to arise, and in particular, the more susceptible the woman became to infection. The standards set by Simpson were very conservative indeed. In 1404 deliveries associated with the Edinburgh Maternity Hospital between 1844 and 1846, there was intervention in one in 107 cases, and forceps were used only in one in every 472 deliveries. Yet there was immense variation within the United Kingdom and in Europe. Siebold in Berlin used forceps in one in seven cases, and Busch in one in eleven, with a craniotomy rate of one in 342.58 In cases where the child’s head had become fixed in the brim of the pelvis, Simpson advised craniotomy in preference to forceps delivery if the child was certainly dead; but he also recommended the use of long forceps.59

The causes of contracted or deformed pelvis could be congenital or environmental, the most frequent cause being varying degrees of malnutrition both in the woman herself and possibly even in her own mother during pregnancy. The effects of malnutrition are complex and not always plainly obvious. The easiest to diagnose was rickets (later understood to be caused by a shortage of vitamin D in the diet exacerbated by lack of sunlight on the skin) which softened and bent the bones as the growing child stood, walked and developed. Typically, the lower part of the spine—the sacrum—pushed forward into the pelvis, narrowing the diameter from back to front and elongating the pelvis from left to right. This produced contraction at the inlet of the pelvic brim. Less obvious was sub-clinical rickets, other disease and poor bone development which left a flatter, or smaller, masculine or heart-shaped pelvis which still made childbirth difficult. It was reckoned that an anterior/posterior diameter of three and a quarter inches was the minimum size where a child could be delivered. Diseases such as spinal tuberculosis and osteomyelitis could damage the pelvis, and conditions such as congenital hip and spinal deformity twist it. To be afflicted with gross pelvic deformity doomed every pregnancy to end in tragedy, with death at least for the baby, and possibly for the woman herself. Pregnancy could be a death sentence. On 1 March 1863 Mrs M. C. lost a baby for the third time because of her narrow pelvis. Twice before she had been delivered with forceps; this time it was by version; and on 15 January 1864 Mrs M. O’C. was delivered of her sixth stillborn child; her pelvis was deformed and heart-shaped. Both these women were born in Ireland and of an age to be entering adolescence as the potato blight brought starvation. And such victims of early malnutrition presented Tracy and Turnbull with their most frequent obstetric complications. At its worst, in 1860, one in fifteen of the patients born in Ireland had a contracted or deformed pelvis and all of them were of an age to be children during the famine. H. C., aged nineteen and utterly destitute, endured a thirty-hour labour, but her baby was dead, delivered by the forceps through her inadequate pelvis. The only English-born woman that year with a narrow pelvis was just fifteen and had barely stopped growing.

[image: image]

Obliquely contracted pelvis
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Robert’s or double obliquely contracted pelvis Playfair, pp. 191–5
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Mathews Duncan’s pelvimeter, external
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Martin’s pelvimeter, external Allen & Hanburys, p. 498

The true incidence of rachitic and deformed pelvis is problematic. Loudon, after reviewing hospital statistics for Ireland, England, Scotland, Paris and Vienna, estimates that the true incidence of rachitic pelvic deformity was around one per cent, and reminds us that hospital statistics are plumped out by the fact that problem cases were referred to them.60 The Melbourne Lying-in Hospital records reveal a specific and quite shortlived problem, as a particular generation of Irish and Scottish immigrants passed through its doors between 1856 and the late 1860s. Also these figures include contracted pelves which were sub-clinical manifestations of the same deficiency diseases, but they were none the less a terrible disability in childbirth. Rickets soon disappeared from medical prominence in Australia, to reappear only in subdued form with another group of immigrants after World War II.

Sometimes tumours of various kinds blocked the birth passage. Mrs A. L. had ‘a large tumour growing from upper part of sacrum which had so filled the cavity of the pelvis that the antero-posterior diameter was only one and a quarter inches’. Craniotomy had to be performed with her first child for that reason. B. Q., aged twenty-three and having her first child, had a narrow pelvis; after a nine-hour labour, forceps failed and the baby was delivered by turning but not without the cord ceasing to pulsate so that the child did not breathe for thirty minutes after birth. Tracy experimented with the premature induction of labour ‘to avoid the revolting operation of craniotomy’ in cases of pelvic deformity. At the seventh month of gestation he would use the stethoscope to find the position of the placenta, and then ‘using Simpson’s sound, and taking the greatest care not to rupture the membranes and if possible pass it between them and the anterior wall for around 4 inches, and move it from side to side to ensure separation of the membranes’. He then withdrew the sound and waited for labour. If it did not begin in five to six hours, he would inject a few ounces of tepid water into the uterus by use of Higginson’s elastic syringe. And sometimes he had to give ergot to strengthen contractions. If he needed to bring labour on quickly, as in a case of eclampsia, he used Barnes bags to dilate the cervix.61 (In that pre-bacteriological age Tracy had not the least idea of how dangerous this was, for it was tantamount to introducing infection into the sterile uterus.) Mrs M. F. was another Irish famine victim with a deformed pelvis and was in hospital for three weeks before she gave birth. She survived an appalling forty-eight-hour labour but her daughter did not. Delivery was by craniotomy.

 



ergot: fungus that grows on rye, used to stimulate contractions of the uterus. An alkaloid derivative ergometrine replaced it after World War II, and was usually administered by injection to enhance labour and control bleeding. (OMD).
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Applying the forceps according to Playfair (1882)

1. Position of patient for forceps delivery and mode of introducing lower blade

2. Introduction of the upper blade

3. Forceps in position: traction of the axis of the brim, downwards and backwards

4. Last stage of extraction: the handles of the forceps are being gradually turned upwards towards the mother’s abdomen. Playfair, pp. 191–5

 



Barnes bags: for artificial dilatation of the cervix—a series of india-rubber bags of various sizes, with a tube attached through which water can be injected by an ordinary Higginson’s syringe (Playfair, p. 153)
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Barnes bag for dilating the cervix Playfair, p. 153

O. A. was also admitted before her time in 1863, and after eleven weeks of rest, produced a ten-pound daughter after eighteen hours labour. The forceps were on for twenty-three minutes, slowly compressing the head so that it could pass through the brim. That was the other side of the story. These stunted survivors of famine and poverty, when they had plentiful food and rest produced babies which were far too big for their once starved skeletons. Australia might potentially have been a land of plenty, but in the 1850s and 1860s the diet of the poor was limited and monotonous. Melbourne was growing rapidly, but the food supply infrastructure lagged well behind. The poor lived on damper (unleavened bread), salt beef or underdone mutton, beer and endless cups of very sweet tea. Their diet was deficient in fresh foods, especially fruit and vegetables: scurvy (‘Barcoo rot’ in the bush) was to remain a problem for the very poor and the isolated into the twentieth century. The shortage of fresh meat as well as green vegetables exposed menstruating and parturient women and girls to anaemia. The strengthening diet recommended for pregnant women included much farinaceous food and milk which, combined with rest in a warm, dry bed and no work to do, made women put on condition quickly in hospital. And the beer drinkers were accommodated, even if in moderation.
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Simpson’s forceps
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Simpson’s axis traction forceps Playfair, p. 186

Despite all these impeded deliveries, forceps were used as little as possible, and only by the honorary surgeons. But at least by 1856 the doctors had chloroform. Tracy, like many, on reading Simpson’s first paper on chloroform, immediately thought ‘Oh, I will give chloroform in every case I attend’. He tried it and soon observed that it delayed and suppressed labour, and that the after-effects were so unpleasant that women declared that they wished they had never had it. ‘Every accoucheur knows how readily and speedily the feeling of perfect ease takes possession of a patient as soon as delivery is accomplished, and how soon the pangs of the previous hour are forgotten’, and chloroform denied them that. However, he saw its great benefit in obstructed and tedious, exhausting labours: ‘although you can positively assert to anxious friends that “all is right”, still there is much apparent cause for uneasiness, and the poor sufferer has almost lost hope; the inhalation of a little chloroform causes a deep and refreshing sleep’. But above all chloroform made forceps deliveries safer:

[image: image]

Extract from Midwifery Book

 

we all know the natural horror of ‘instruments’ entertained by all women, the state of wild excitement often induced, when their use is hinted at, the valuable time lost in trying to persuade a patient to submit, and last, not least, the injuries that have been caused by the struggles of the patient during such operations.

Various destructive instruments
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Simpson’s cranioclast and craniotomy forceps Playfair, pp. 2066

Tracy, in his vivid and feeling way, went on to relate the case of A. C., admitted in labour to the Lying-in Hospital on 19 September 1857:

 

She was a domestic servant, and at the time of admission had been forty-eight hours in labour; she was below the middle stature, frame altogether stunted and pelvis narrow. On examination, the os uteri was found dilated to the size of a crown piece, the head presenting naturally, the strait of the pelvis and outlet both being under the average capacity; pains were strong and at short intervals. She progressed pretty favourably for some hours, but though the pains increased in violence and frequency, still there was not corresponding progress. My patient now lost all control of herself, her shrieks were terrific and caused no little commotion in the hospital and neighbourhood; she would not allow herself to be touched, and I had great difficulty in making an examination, the poor creature dashed herself about in a state of frenzy, and became quite unmanageable. The head of the child was at this time free of the uterus, firmly impacted in the strait of the pelvis. With the approval of my colleague, Dr Maund, chloroform was now administered, and the woman was speedily under its influence; then our troubles ceased, or rather, we got fair play to grapple with them. After waiting a sufficient time, it was evident that delivery by the natural powers unassisted, was impossible. I applied the forceps and exerted all my strength in the use of them; I was relieved by Dr Maund, and he in turn by my friend Dr Black, who happened to be with him when sent for; and the amount of patient, steady force required to complete the delivery, was greater than in any case I have attended.

She was delivered of a male child, which had to all appearances died during the early stages of labour, when the head was so many hours in entering the brim of the pelvis. The child weighed nine pounds and was 21 inches in length. There was not the least injury to the perineum, the parts having relaxed considerably under the influence of the chloroform. Our patient soon awoke, and said she had been dreaming about home; great was her surprise when she found her trouble was over. She recovered speedily, without a single bad symptom. The struggles which this woman would (if conscious) undoubtedly have made while the forceps were being used, must have caused lacerations, and the shock of her morbidly excited nervous system, would have been terrible.62

Tracy gave chloroform on a handkerchief, which he acknowledged made the simultaneous administration of anaesthesia and delivery or operation difficult for the lone practitioner. He does not seem to have given anaesthesia for agonising labours in the hospital, but then Simpson had recommended it primarily for ‘ladies’ because they were more sensitive to pain than the poor, but where Tracy did use it with some success was in eclampsia.

[image: image]

Extract from Midwifery Book

Eclampsia, or ‘kidney fits’, has been one of the most reluctant complications of human parturition to yield up its secrets. It is generally preceded by ‘pre-eclampsia’ or ‘toxaemia of pregnancy’, with a rise in blood pressure, fluid retention, oedema of the legs, and albumin in the urine. If the condition advances, a woman can go into convulsions and even suffer a cerebral haemorrhage. Only delivery of the baby stops the convulsions, and severe eclampsia often resulted in the death of both mother and child. The accoucheur had to bring labour on and deliver the child as quickly as possible; but it had also become popular to practise venesection—opening a vein—and bleeding the patient until her blood pressure went down. This was an empirical not a scientific finding, as blood pressure was not understood. Tracy, along with a handful of other practitioners, tried chloroform. In 1858 he bled a convulsing woman of ten ounces of blood and then administered chloroform. She struggled so he gave her more and she slept for three hours. He then watched her for twelve hours, giving her chloroform four times of two minutes inhalation. She survived.63 His first eclampsia case in the Lying-in Hospital came in April 1859: B. B., ‘a young healthy woman, in labour with her first child—margins of the os hard—convulsions came on severely as soon as child’s head began to press on the os—during the convulsions the patient’s face was much congested—quite livid, breathing loudly stertorous’. He administered chloroform during one of the convulsions, her symptoms ceased and her face cleared. To soften the os—the opening of the cervix at the neck of the womb—he ordered tartrate of antimony in half-grain doses every hour. After the second dose, vomiting occurred and ‘the bowels freely relaxed’ after which the patient slept calmly for three hours. When she awoke, labour pains came on, the os dilated rapidly and the labour was over in ninety minutes. Mother and child did well.64

 



tartrate of antimony: (tartar) a toxic and irritating salt of antimony, used as an emetic as ‘constitutional treatment’ (OMD)



 

This was courageous medicine, even if with scientific hindsight we can be alarmed at recourse to treatments which were almost as dangerous as the condition itself. Also we need to remember that more than 80 per cent of the deliveries in the Lying-in Hospital were normal and concluded with mothers and babies ‘doing well’. But obstetric hospitals are judged not only on the quantity and quality of normal deliveries, but also on the manner in which they cope with the complicated and the life threatening. Ultimately a hospital stands or falls by its record of deaths in childbirth.

When the new building opened in October 1858, not one woman had died in childbirth, then on 26 April 1859 Maria Chick, aged twenty-five and born in England, was admitted at midnight as an emergency case. She was reported to be ‘an unhealthy woman’. She had already been in labour for forty hours. Her ‘vaginal discharges were most offensive’ and ‘a large caput succedaneum had formed—no foetal pulse could be heard. A warm enema was given and the vagina was well syringed with tepid water. The physician of the week was sent for, but before the messenger had been gone five minutes, a sudden pain caused the head to pass into the vagina, and another which quickly followed completed the delivery; the child was dead’.65 The midwifery record continued:

 



caput succedaneum: a temporary swelling of the soft parts of the head of a newly born infant that occurs during birth, due to compression by the muscles of the neck of the womb (OMD)



 

 



lochia: the material eliminated from the uterus after the completion of labour



 

 



chloromate of soda: ?sodium chlorate, ‘detergent and alterant’ (AMD)



 

 



opiates: given for inflammatory conditions such as peritonitis, as well as to treat diarrhoea, cough, and pain (Black)



 

 



calomel: subchloride of mercury, given as a purgative (Black)



 

 

Lochia after labour most offensive and required frequent injection of chloromate [sic] of soda. On 28 complained of slight pain in abdomen which was relieved by an opiate. Bowels opened freely on 29 but pain came on Friday night with much tenderness on pressure. Warm turpentine fomentations and opiates with Calomel given and urine drawn off about 6 ounces. Tongue furred and she complained of thirst, pulse soft, about 90. 30th she was better and free from pain in the morning, but at 10 am it returned and the tenderness became excessive, her pulse reached 120. Already thirst extreme & anxiety of countenance well marked, her abdomen which had already been enlarged was quite tympanic. Leeches 24 were applied and bled freely. Cal & opium cont’d. Sickness came on about midday … water fluid constantly rejected. She became worse & sickness increased. Chloroform in 10 drop doses given every hour during the night and brandy & lemonade freely. At times her pulse was scarcely perceptible in the evening. She died at 9.30 am on 1st May.66

 



os uteri: the orifice of the canal of the cervix or neck of the womb



 

 



anaerobe: a microbe able to live and grow in the absence of free oxygen



 

Maria Chick thus became the first woman to die in childbirth in the Lying-in Hospital. Peritonitis was a horrible way to die; the pain was unendurable yet the victim remained conscious to the end. The post-mortem revealed the peritoneum to be ‘extremely congested. Adherent to bowels’. The uterus contained ‘remnants of dark brown membranes which had escaped attention when the placenta had to be removed manually. And the os of the cervix was lacerated’. Tracy’s comment on the post-mortem was that this wound allowed ‘absorption of unhealthy matter to take place’. The injury to the os had been caused by the rapid passage of the child’s head.67

Maria Chick was reported to be ‘an unhealthy woman’ which suggests venereal disease. Her waters had broken long before, during her prolonged labour before she arrived at the hospital, and a malodorous anaerobic infection was present; existing venereal disease was often the pre-condition and trigger to grave puerperal infection. The syringing of the vagina may have unwittingly introduced vaginal flora into the normally sterile uterus, resulting in an ascending infection, but Tracy was quite right to regard the laceration in the cervix as a possible entry point to further infection. Then as her peritonitis advanced, the hospital tried everything it knew in its struggle to save her life, from ancient bleeding of bad humours with leeches to the modern marvel of chloroform—revealing the eclecticism of practitioners in the midst of what Charles Rosenberg has called the ‘therapeutic revolution’.68

Then on 5 September another Englishwoman, Rebecca Catchlow, aged twenty-seven, was admitted:

 

This patient when admitted complained of irritation of the Vulva and Vagina for which she received morphia lotions and applications of leeches. Her conduct was so indelicate that she was obliged to be placed in a separate ward and she gave many manifestations of a morbidly excited mind, amongst other habits [of a disagreeable nature].

Labour commenced about 10 pm Sept 10 and the second stage about 2 am Sept 11. The perineum was extremely hard and unyielding notwithstanding hot fomentations and [applications] of oil of Tartar. Emetic given internally. The perineum was lacerated the rent extending nearly to the anus.

She had a daughter weighing a healthy seven and three-quarter pounds:

 

After the labour the woman threatened her child with violence so that it was removed from her care. She stated that she had given birth to a ‘donkey’. Opiates were given her on the second day after labour. She suffered from diarrhoea & wine was given her. In the night she much irritated her parts of generation so that on the morning of the 3rd day they were found to be violently inflamed and swollen. Hot water fomentations & poultices were used & and she was bandaged from knees to trunk to keep her hands out of mischief. Opium of 7 dcms every 2 hours was ordered. This patient became quite free of … and fancies & gradually became weaker & died. For 3 or 4 days before her death she was supported entirely on brandy and egg.69

So did poor deranged Rebecca Catchlow depart this world, but the hospital forgot to record her date of death and a post-mortem was deemed unnecessary.

The last to die that year was Mrs Cross, English also and aged twenty-five. She was admitted on 1 December and went into labour three days later. She had premonitions of death:

 

Mrs Cross when admitted was in a very distressed state of mind on account of her [numerous] afflictions. She also stated that after her first labour she was unconscious and very ill for many days and was also ill after her second labour. Two days after labour [this] her lochia ceased and her breasts became very painful and distended. Next day she complained of violent pain in the head across the eyebrows and afterwards at its summit. Next day her pulse was very rapid and soft but the pain in her head was as bad as ever. She vomited many times and had no sleep in the night. Next day she appeared to be a little better, but in the evening she became unconscious and her pulse was very rapid and compressible. She rallied in the day until the day before her death, at times rational and then unconscious. The day before she died she was considerably better and drank nourishing broth, but in the evening she was seized with rigor and from the collapse did not rally but died about 1 am on 12 December. She was treated with Valerian & Ammonia & Hyoscyamus, Beef tea and wine & when she could not swallow, beef tea was administered by injection.

At P[ost] M[ortem] several patches of lymph were found in the surface of the brain and the arachnoid was opaque. The uterus contained a large clot (there had been a discharge from the vagina for 3 days before her death) the brain was congested and full of bloody points from which blood exuded when the brain was sliced with the knife.

 



valerian: is the root of Valeriana officinalis, a European plant. Used ‘chiefly in form of tincture of valerian to quiet nervousness, insomnia and hysterical attacks’. Also ‘useful in doses of two or three drops on sugar for the relief of dyspepsia associated with spasm of the stomach’. (Black)



 

 



hyoscyamus, or henbane: preparations made from leaves ‘have an effect of quieting pain and relieving spasm. In large quantities it is a narcotic poison’. Used for ‘all spasmodic and painful conditions, particularly in colic and irritable states of the bladder’. Hyoscine, an alkaloid obtained from it, was later used in very small doses to control mania and, with morphine, for the production of ‘twilight sleep’ in childbirth. (Black)



 

 



arachnoid: one of the membranes covering the brain and the spinal cord (OMD)



 

 



secondary post-partum haemorrhage: bleeding occurring twenty-four hours or longer after delivery, most commonly caused by the retention of pieces of placenta or membranes; less often by infection (Townsend (O), p. 479)



 

This tragic threesome were the first of twenty-three women to die in the hospital during the first nine years of its history. Considering the class of women the hospital served, it was a creditable performance although Tracy later tended to be over-sanguine in public.70 In 1860, however, there were five maternal deaths out of 197 confinements. Included among them were two mothers of large families and three were cases of women bearing babies too big for them, requiring traumatic forceps deliveries. Mrs D. B. was one of the one in fifteen Irishwomen that year whose pelvis was too small. She was twenty-five, and in her five previous deliveries either forceps or version had to be used. After sixteen hours she delivered a stillborn daughter and nine days later died from a secondary post-partum haemorrhage. S. P. had a similar problem but a very different story. She was fifteen and English. She had been in Dr Tracy’s service as a nursemaid and had been admitted formerly to the hospital ‘suffering from disease’. Now she was pregnant and infected with venereal disease and ‘the circumstances of her reduction were most painful’. Dr Tracy had pitied her and ‘had taken her into his family’ and her sister was still in his service. Her mother ‘only lived in a tent and could not have room for her [daughter] during her confinement’. She was given a ticket without demur.71 She was admitted on 12 October and ten days later went into labour. Her pelvis was narrow, and after sixteen hours of agony she was delivered of a nine-pound son by forceps under chloroform. Her perineum was lacerated.

 



stupe: a hot fomentation sprinkled with turpentine, applied over the abdomen for distension



 

 

On second day complained of tenderness of the abdomen. Had twenty-four leeches applied. Had Hy of Sup Emetic opium. Third day stuped … Mania with high fever set in on the fourth day which terminated fatally on the 6th. Discharge very foetid. No [tympanic] was perceptible on the abdomen foreshadow to death. Tongue clean and moist.

Death from puerperal mania remains an unexplained phenomenon which disappeared early this century. To the modern clinical microbiologist it looks like an acute toxic state.72

Of the twenty-three deaths, while many were multi-factorial and diagnosis from this distance is difficult, eight began with cases of contracted or deformed pelvis. There were nine cases of operative intervention: two of version, three of forceps and four of craniotomy. Two of the craniotomy deaths occurred within two hours of the delivery. Eleven cases involved severe infection: nine cases of peritonitis and two of pyaemia. Two women suffered from Phlegmasia alba dolens or ‘white leg’; one of debility after diarrhoea; two were clear cases of eclampsia including a seventeen-year-old married Afro-American who died after giving birth to twins. There were two deaths from ‘puerperal mania’, with another couple which may have been eclamptic, and finally one from ‘obstetric shock’. Many were unavoidable deaths and their causes both social and medical. The hospital in fact had started well.

 



pyaemia: ‘pus in the blood’, now understood as blood poisoning by pus-forming bacteria released from an abscess. Abscesses may appear in various parts of the body, often with fatal results. (OMD)



 

Over the next nine years the patterns began to change. The Australian-born grew in numbers until by 1874 they comprised 40 per cent of the midwifery population; and the proportion of single mothers rapidly increased with them, because 73 per cent of the Australians in that year were unmarried. For the first time, the unmarried accounted for more than half the midwifery patients, and ten years later, in 1884, 76 per cent of all mothers were Australian-born and 61 per cent were single. But as the Ladies’ Committee became more tolerant of the unmarried, the hospital population became less healthy. Venereal disease was more often noticed: usually syphilis and only on those with syphilitic lesions at the time of the confinement. In later years it would be understood that perhaps most syphilitic babies would not reveal their condition until some months after birth. More alcoholic women were brought in after giving birth in public places. As Melbourne expanded to absorb the massive immigration of the 1850s, the society settled and while many prospered and built a cottage in the suburbs, in the inner city others sank to form a residuum of casual employment, alcoholism and sexual promiscuity. By the early 1870s the hopefuls of the 1850s had either risen or failed, and those who failed now lived in the crowded cottages and terraces of the city, working as sweated labour in homes and tiny workplaces, where tuberculosis and typhoid fever began to take their toll.

 



phlegmasia alba dolens: (‘white leg’) inflammation of wall of a vein with a secondary thrombosis occurring within the affected segment of a vein, resulting in an ‘enlarged, white and painful leg’. May come during convalescence from an acute febrile disease such as pneumonia or typhoid, but most commonly occurred after childbirth as an accompaniment of puerperal fever. (Black, OMD)



 

[image: image]

But the most telling measure of the increasing poverty and deprivation of the midwifery patients was the steady fall in mean birth weight as the Ladies’ Committee relaxed their moral standards. The fall in mean birth weight by the mid 1870s of about one pound (~0.45 kg) which is more than the decrease in the mean birth weight seen during the much studied Dutch famine of World War II. To achieve a fall of this magnitude, many pregnant women delivering in the hospital after 1870 had to be severely underweight before they became pregnant and then be subsisting on less than 1500 calories a day—in the Dutch famine, the ration was 800 calories. Therefore despite the macro-economic evidence which points to substantial growth during this period of Australia’s development, those members of the poor trapped in the casual labour market in the inner city were being left behind.73

As the hospital’s reputation grew, more undelivered women suffering grave obstetric complications were admitted as emergency cases. Between 1866 and 1874 nearly a quarter of the fifty-six women who died in the midwifery wards had eclampsia, a figure far above the actual incidence of eclampsia in the community. Three died from tuberculosis and a mother of six aged forty from chronic alcoholism; three suffered a ruptured uterus after forceps or craniotomy, and three others died after traumatic instrumental deliveries. Five died from haemorrhage. Mrs M. B., who had suckled her six children ‘for long periods’, ‘sank from exhaustion induced by the extreme heat of the weather’ during a heat-wave in January 1872. And Mrs E. E., having been ‘previously exhausted by phthisis’ and haemorrhage, expired on a day when it was ‘104 degrees in the shade’ the following summer. Infection was, of course, still the major killer, and adding to the death list of the hospital by the end of Tracy’s years was the first genuine outbreak of puerperal fever.

Death from peritonitis and pyaemia, while infection deaths, were not the same as puerperal fever. Most commonly they were infections caused by bacteria already within the mother’s genital tract; they were anaerobic infections which thrived in the absence of oxygen. These infections smelt and doctors believed they sprang from the absorption of unhealthy matter. Puerperal fever, the dread of lying-in hospitals, was different. It came in epidemics; it was obviously contagious; it struck down perfectly healthy lying-in mothers who had not necessarily had long and exhausting labours and birth injuries. Puerperal fever seemed ‘to come out of the air’ as one great doctor of the hospital would say sixty years later, and it assumed a terror in the public and medical mind almost as great as the cholera. Doctors dreaded it because it could ruin their practice for ever; lying-in hospitals feared it because it could close them down.

As cholera became ‘the greatest of sanitary reformers’, so also did puerperal fever and post-partum infection lead the way in the understanding of all wound infection. The very first advances in cell pathology were in response to puerperal infection, and while it is customary to invoke the names of Semmelweis and Oliver Wendell Holmes, there was also a Scot, Alexander Gordon, who published in 1795 a treatise on an outbreak of puerperal fever which had occurred in Aberdeen. He comprehended that it was contagious, and anticipated Semmelweis’s exposure of hospital filth and contamination by fifty years. He missed only the role of the examining finger of the doctor or medical student, fresh from the decomposing cadavers of the dissecting room that Semmelweis was to implicate.74 As soon as the first medical students were admitted to the Melbourne Lying-in Hospital in 1865 they were prohibited from entering the wards while they were doing anatomy and dissection. And the hospital maintained good standards of cleanliness from doctors. There had been a small outbreak of puerperal fever in Melbourne in 1868, coinciding with an epidemic of scarlatina, but the hospital was untouched and the Annual Report noted with a certain smugness that the Nightingale Ward at King’s College Hospital, London, had registered a death rate of one in thirteen.75 In 1873, however, the hospital’s time had come.
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