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7 Midwives' Views on the Value of Anatomical Knowledge to 

Midwifery Practice and Perceptions of the Problem of 

Contracted Pelvis (1671 -1795) 

7.1 Introduction 

The aim of this chapter is to explore through a limited number of surviving 

midwifery texts what traditional midwives knew about the process of birth, and, in 

particular, whether they perceived obstructed labour due to pelvic narrowness as a common 

problem in childbirth in the late seventeenth and eighteenth centuries. 
The first part of this chapter explores the state of midwifery in the late seventeenth 

and eighteenth centuries, covering a period of mounting tension between various traditional 

midwives and men midwives. From this it emerged that midwives' knowledge of anatomy 

was a politically sensitive issue. In addition, the midwife-authors expressed grave concerns 

about the clinical competence of newly trained men midwives and also about some of their 

own peers. Examples in the texts suggest the competence of both types of midwife ranged 
from excellent to lethal. The midwife-authors envisaged men midwives as a threat; fast 

carving niches for themselves in midwifery practice by caring for the wealthy and 
influential and publishing substantive midwifery texts, thereby promoting their usefulness 
to society. Although the midwife-authors knew midwives sometimes made mistakes, they 

were painfully aware that some men midwives would try and blame them for their own 

errors. As the most inexperienced men midwives automatically assumed authority over 
traditional midwives, it was difficult for them to get their concerns about practice across 

and defend their reputations in public: 

... should any misfortune happen, which perhaps is unavoidable, 
people are more readily reconciled to the event, because there is no 
appeal from what a doctor does, being granted he did all that could 
be done on the occasion' 

1 Stephen 1795, p. 73. 
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In this uneasy climate, some junior men midwives appeared to underestimate the expertise 

and knowledge of skilful midwives who acted as advisers and expert practitioners to their 

peers, some of whom were unafraid to challenge medical practice. Regardless, midwives 
attended most births in England and claimed rarely to encounter severe pelvic narrowness, 
even in rachitic women with skeletal deformities. 

The second part of the chapter examines more specifically midwives' perceptions of 
the frequency of contracted pelves in traditional practice as perceived by four midwife- 

authors. Considering that traditional midwives attended the majority of births, their neglect 

of the subject of severely contracted pelves again suggests it was rarely encountered. 
Moreover, their texts revealed a significant preoccupation with a condition described as 

uterine obliquity*, which could be remedied by early intervention and correction. 
The work draws principally upon the extant treatises of four English midwife- 

authors; Jane Sharp, Sarah Stone, Elizabeth Nihell and Margaret Stephen, who published 
between 1671 and 1795.2 Traditional midwives appear to have been a disparate group: at 

one end of the scale were the trend-setting London midwives, who were generally well 

respected, while at the other end were isolated rural midwives, working in smaller 

communities, sometimes combining midwifery with other roles. This heterogeneous 

context should be acknowledged as a source of the many varied descriptions of English 

midwifery practice both in primary sources and in the midwifery historiography. 

7.1.1 Backgrounds of the midwife-authors 

Each of the four midwife-authors was an experienced midwife writing towards the 

end of their career. It is known that Sharp and Stone had been in practice for around thirty 

years and had been apprenticed to their mothers, who were also experienced midwives 
themselves. They also had experience of childbirth themselves, which was a general 

expectation of midwives. Stone and Nihell were married to an apothecary and a surgeon- 

apothecary respectively. Elizabeth Nihell's controversial treatise caused a stir in both 

2 The combined work of these midwives, Jane Sharp (Sharp 1671), Sarah Stone (Stone 1737): Elizabeth 
Nihell (Nihell 1760a, 1760b), and Margaret Stephen (Stephen 1795a), spanned a period of 154 years and was 
based upon their many years of personal experience. Doreen Evenden (Evenden 2000, p. 11) suggests that 
four midwives anonymously wrote an earlier text, TC, ID, MS, TB 1656, although Elaine Hobby (Sharp 
167 1, pp. xvi-xvii) is of the view that these authors were male. 
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London and in Parisi, where she was fortunate enough to have previously undertaken a 

course in midwifery at the Hotel-Dieu. 4 

Nihell stressed in the preface to her book that her husband's business was strictly 

unrelated to her owns In general, however, family relationships between practitioners are 
likely to have enhanced the aforementioned midwife-authors' opportunities to discuss 

childbirth with medical men. In the cases of Stone and Nihell, their marital relationships 

may have given them greater access than had most midwives to medical literature, 6 and 

assisted them in becoming attuned to contemporary medical debates on birth, heightening 

their awareness of the future intentions of medical men to monopolise practice. 
Writing towards the end of the eighteenth century, when medical midwifery had 

become more established, Margaret Stephen, appearing to seek the approval of her 

readership, which she assumed might include some medical men, proudly claimed to have 

received instruction in midwifery from a pupil of William Smellie, who had taught her 

anatomy and physiology and complicated midwifery. Stephen, like most midwives, also 
had personal experience of childbirth, having had nine children. In over thirty years of 

practice she claimed only to have met with `eight labours which required the aid of an 

obstetric surgeon'. 7 It was with a sense of bewilderment that she pondered the increasing 

need for medical interventions in childbirth as: 

[she could not assign] `... a reason why women should differ so 
much from the rest of the female creation, and require so often what 
they scarcely ever require: but blessed be God, women seldom 
required it, until man had found out many inventions8 

3Nihell 1760a. Nihell also published a French version of her treatise (Nihe111771). It appeared not to please 
the well-known French midwife and midwifery teacher, Angelique-Marguerite Le Boursier du Coudray, who 
took pains not to use anti-male language in her own work. Du Coudray anticipated that Nihell's work might 
invoke a misogynistic and dismissive response from accoucheurs, in particular Alphonse Le Roy. On this 
controversy, see Gelbart, pp. 204-5. 
4 Nihell was born in London and acquired a place at the Hotel Dieu, which normally only admitted French 
nationals for training. One assumes that she was fluent in French; like the Chamberlen family, she may have 
been of French Huguenot descent, although this is not certain. Elizabeth and her husband practised in the 
Haymarket area of London, in the vicinity of a number of the well-known men midwives' teaching premises. 
s See Nihell 1756, p. iii. 
6 Percival Willughby also assisted his daughter, Eleanor, in becoming a proficient midwife; Wilson 1997, 
7 Stephen 1795, p. 18. 
a Stephen 1795, note 4, p. 67. Thomas Denman was perhaps aware of this general argument and suggested 
earlier in 1787 that women were less able to give birth than other animals because of their liability to diseases, 
particularly rickets and mollities ossium, which even if animals were afflicted by it, would carry lesser 
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The title of her treatise, Domestic Midwife; or the Best Means of Preventing 

`Danger' in Child-birth, appears to mark a change in midwives' or at least this midwife's 

attitude towards childbirth. The title suggests that the author was beginning to consider 

childbirth as a potentially dangerous event, something she may have learned from her 

mentor. Alternatively, the emphasis on avoiding `danger' in the title may have been chosen 
to engage the attention of prospective readers. The title may also reflect the `danger' 

emanating from medical misdemeanours, in which midwives were often embroiled. The 

text provides advice to midwives on how to avoid compromising women, and their own 

reputations, by trusting too much in certain types of men midwives. 

7.1.2 Midwives as female writers 

Women writers emerged in small numbers in the seventeenth century. Elaine 

Hobby reports that, by the 1650s, more than 70 English women writers had published 
between them around 130 texts. 9 The midwife-authors recognised that, in a male- 
dominated society, midwives were automatically assumed to be inferior to medical men. 
By publishing, they made some attempt to counter this entrenched negative perception. '° 

Midwives seldom put their wisdom into print, as book authorship was a predominantly 

male domain. Midwives may also have considered that it was not necessary to document a 

role which had been learned from hands-on experience, accompanied by an experienced 

midwife-mentor. ' i 

The medical texts tended to infer that any difficulties should be referred to them, 

implying that there was no need for detailed textbooks for midwives. From a midwife's 

implications for birth, because of the lesser weight-bearing capacity of animal pelves. See Denman 1787, pp. 
9-17. 
9 Hobby 1992, pp. 16-17. 
10 Elizabeth Nihell was probably the most confrontational of contemporary midwife-authors, although she, 
too, recognised that her sex made her vulnerable and that society might regard her as inferior to the most 
junior of medical men; Nihell 1760, p. 58. 
1 King 1995, pp. 184-98 and Keller 1995, pp. 102-11. 
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perspective, they may not have wished to give away their trade secrets to unknown readers, 

especially men midwives and other curious males. 12 

The selected midwife-authors certainly enjoyed local recognition, acting as advisors 
to less experienced contemporaries. Their national reputations may be indicated by the 

numbers of texts printed. However, their exact readership, and the extent to which they 

were read by practising midwives, is difficult to establish. 
It is known that Jane Sharp's treatise was edited and republished three times under 

the title The Compleat Midwife's Companion; or The Art of Midwifery Improv'd during the 

eighteenth century. 13 Sharp firmly believed man midwifery was an intrusion into female 

territory, referring readers to the scriptures, where men midwives were not referred to in 

relation to childbirth. '4 

Since ancient times, medical texts have implied that midwives needed to be 
intelligent and literate, while later portrayals, following the Malleus Maleficarum, 15 were 

negative and suggested that midwives could not read and were unskilled and bungling. 16 

Whilst it is generally accepted that women's lore was spoken rather than written, '7 David 

Harley argues that midwives' literacy has perhaps been under-estimated in the early 

modem period. '8 

Regardless, Helen King argues that most seventeenth-century midwives' books 

were `... a combination of antiquarianism, irrelevance, salaciousness and the blindingly 

obvious', contending that the debate over midwives' literacy was peripheral, since little 

could be learned from books in isolation which was useful in practice. 19 Midwives who 

12 Midwives believed that men midwives would read their texts, if only out of curiosity, since books on 
generation and midwifery probably acted as early forms of sex and birth manuals; Erickson 1982. 
3 Sharp 1671, pp. xxxvii-xxxix. 

14 Sharp 1671, p. 12. This sentiment was echoed over a century later by Stephen 1795, p. 9. 
's Lovelace and Rice 2007. 
16 Medical men appeared to measure traditional midwives by medical standards, without first ensuring that 
midwives were familiar with these. Many contemporary midwives based their practices upon traditional 
wisdom and popular midwifery texts, such as The Byrth of Mankynd (Raynalde 1552) and Culpeper's 
Directory for Midwives, (Culpeper 1651) while medical men adopted a modern, rationalist approach and 
increasingly abandoned ancient birthing theory. 
" Cressy 1997, p. 16. 
IS Harley 1993. Andrew Wear suggests more women could read than could write; Wear 1992, p. 18. In 1861, 
37.6% of women and 26.7 % of men could not sign their names in marriage registers; Twenty-Second Annual 
Report of the Registrar General for Births, Deaths, and Marriages for England 1861. 
19 King 1995, p. 189. 
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read these books and adopted some of the harmful practices advocated therein, would 

simply have fuelled medical criticism. 

7.1.3 Midwives and anatomy 

By the late 1750s, according to Nihell, one of the strong arguments put forward by 

men midwives against traditional midwives was that anatomy was `the province of a man, 

of a physician or surgeon, not of a woman'. 20 This issue was addressed in different ways by 

each of the midwife-authors, who could all see that midwives would need to improve their 
knowledge of anatomy to survive the male offensive and defend their practice. The 

prospects of bad midwifery practices marring the reputations of all midwives and 

weakening their hold on practice, and the equally daunting possibility of medical 
domination, spurred these midwives on to publish. 

Sharp desired to teach anatomy to midwives, in a new and positive manner, offering 
inspiration to midwives as women. She addressed the pre-existing male bias in human 

anatomy by emphasising the natural perfection of the female form. 21 Her descriptions of 

women's bodies, provided analogies which were typical of the period, offering a new sense 

of sophistication and wonderment to female bodies previously only ever compared with the 
`superior' male prototype. 22 However, she continued the tradition of describing male 

anatomy before female anatomy; perhaps mindful of the danger of totally alienating 

readers, if she did not comply with certain expected social norms. However, in describing 

the male parts, she was witty and turned the tables on male grandiloquence. 23 She also 

utilised embodied knowledge peculiar to females to demonstrate midwives' separate ways 

of knowing, challenging some of the literary discourses of medical men and undermining 

the authority of medical theorists who lacked insight into midwifery practice and personal 

experience of giving birth. 

20 Nihell 1760, p. 32. 
21 Hobby 2001. 
22 In anatomical terms, the male sex was portrayed as the human prototype, the female being but an inverted 
male; Lacqueur 1990. 
2' Eve Keller and Elaine Hobby have both emphasised the manner in which Jane Sharp was able to challenge 
the ancient discourses of male anatomical supremacy present in many of the contemporary medical texts: 
Sharp 1671, pp. 11-65; Keller 1995; Hobby 2001. 
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While the midwife's social role during birth was unconstrained, Sharp highlighted 

the disadvantaged position of most midwives being denied access to formal education. The 

midwife authors each considered how midwives' practical activities might be further 

denigrated and restricted by medical men if their knowledge of anatomy and `touching' 

(vaginal examination) was shown to be seriously wanting. 24 

In order to survive and avoid harsh and degrading medical criticism, midwives 

would need to develop their approach to practice; adopting some medical principles, 
including a working knowledge of anatomy. Sharp claimed in her treatise: 

I have done with that part of anatomy, that concerns principally us 
midwives to know, that we may be able to help and give directions to 
such women as send for us in their extremities, and had we not some 
competent insight into the theory, we could never know how to proceed 
to practice, that we may be able to give a handsome account of what we 
come for 25 

This need was crystallised in the eighteenth century by Stone, who agreed that 

anatomical knowledge would enable them to more accurately conceptualise problems. 
Despite professing to be well-versed in anatomy and able to teach it, Elizabeth Nihell 

argued that in-depth anatomical knowledge was not essential for midwives, who simply 

needed to be able to: 

... discern the container from the contents... what belongs to the mother 
and what belongs to the child and what is foreign to both. 26 

Nihell defined midwifery as essentially practical and hands-on; a role for which 

women were in many ways more suitably equipped as women. She claimed medicine was 

textually-orientated and theoretical. Stone had similarly contended that `gentlemen 

pretenders' (junior men midwives) with `only the knowledge of dissecting the dead'27 

lacked ability to deal with live women. 

24 Although midwives often teamed up in geographical localities to support and interact with each other, there 
was no known national network until the end of the nineteenth century to help unite midwives and provide 
them with education, support and leadership. 
25 See Sharp 1671, p. 129. 
26 Nihell 1760, p. 33. 
27 Stone 1737, p. xii. 
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Midwives acquired expertise from attending relatively large numbers of births. 

Sharp suggested that men could sometimes learn from them, although men found it 

difficult to ask for advice from midwives and often failed to acknowledge any assistance 

they received, which was probably a cultural trait. 

In the face of a medical offensive, use of medical terminology might have helped 

midwives to maintain or develop their public profile. The issue was perhaps: how much 

anatomical knowledge and theory did midwives need? From observations of male practice, 

all four midwife-authors could see that a predominantly theoretical education was not 

entirely helpful. Whilst appreciating the value of theoretical knowledge, Jane Sharp 

claimed that midwifery was predominantly a skill-based art, which could best be learned 

from experience, not from books: 

It is not hard words that perform the work, as if none understood the Art 
that cannot understand Greek28 

Customarily, English midwives drew upon many forms of knowledge, although 
they lacked formal networks or guilds to provide them with educational support and 

guidance, or of course access to a university education. Most importantly, as women they 

were socially and culturally constrained by their sex, although perhaps this generalisation 
has not served midwives well, as some were clearly well-read, and played important and 

respected roles in the community. They were also acutely aware that it was women who 

were choosing medical care over midwifery care, 29 and of the need to accomplish the 

difficult task of strengthening female bonds in a paternalistic society. 30 

7.2 Midwifery: a practical job? 

As with many other trades, midwifery skills were acquired by a `one to one' 

apprenticeship scheme in which experienced midwives coached their juniors. As women 

who had usually had children themselves, they could also draw on their own embodied 

knowledge and intuitive ways of knowing. Such ways were of course considered inferior to 

28 Sharp 1671, p. 12. 
29 See Nihell 1760a, p. ii. 
30 Cody 1999. 
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the increasingly sophisticated medical epistemology, which was beginning to embrace 

scientific rationality more fully. Although many medical treatises included case studies, 
Elizabeth Nihell noted the lack of practical information in medical treatises, which she 
believed was because care during labour was the realm of traditional midwives. She 

dedicated a subsection of her treatise to the `art of touching', which she described as an 

essential part of effective practice. 
Although midwives were not generally perceived as being erudite, many continued 

to enjoy high standing in their communities. 31 Sharp believed that most women thrived in 

the care of traditional midwives despite their lack of book-learning. The most important 

assets of a midwife, according to all four midwife authors, were practical skill, confidence, 

and knowing when to call in a man midwife. Like midwives today, they recognised the 

need for midwifery education, including applied anatomy, to enable them to deal with 

minor complications themselves, to better articulate practice, and to recognise the 

boundaries of their role. 
In 1737 Stone described the increasing dependence of inexperienced midwives 

upon men midwives, and predicted this trend would continue or get worse if the activists 

amongst them did not attempt to educate their kind. 32 In the eighteenth century expert 

midwives were beginning to re-assess what midwifery was, pondering the value of medical 

science to their practice. 33 Most midwives lacked political awareness and a group identity 

which extended outside of their own locality. 34 The utilisation of the printed word as a 

medium of communication was a good partial solution. 

" For evidence of midwives' high standing in the community see Wilson 1995, Evenden 2000. 
32 Mary Fissell argues that Stone portrayed other midwives as unlearned and meddlesome in order to 
emphasise her own skills; Fissell 1991, pp. 60-61. 
33 Doreen Evenden refers to some of the testimonials from London midwives, considered to be the most 
advanced midwives in the country. She suggests that, in the last few years of bishops' licensing of the early 
eighteenth century, some of these midwives began to describe their expertise in scientific terms, using words 
such as 'de scientia' or 'de scientia et experimentia, 'as opposed to 'arte and experientia'; Evenden 2000, pp. 
202-203. 
34 Hugh Chamberlen the younger, John Maubray and others professed a desire to improve traditional 
midwifery practice. However, they also wished to restrain midwives' activities and to assert their personal 
authority over them. This power struggle is a distinctive tract within midwifery historiography, outside the 
specific scope of this study; see Donnison 1988. 
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7.3 The new breed of man midwife... 

For centuries, society maintained a strong paternalistic notion that a woman's realm 

was in domesticity and childbirth was a female concern. Traditional midwives served local 

communities all over England and far outnumbered men midwives. Most men midwives 

were from a surgical background. 35 One of the principal roles of barber-surgeons had been 

to deal with occasional midwifery emergencies. 36 Specialist midwifery courses were 

available in France and Scotland, 37 whereas English universities lagged behind. 

Nonetheless, unlike traditional midwives, medical men had access to national and 
international networks and libraries through which they built up a comprehensive pool of 

medical knowledge on midwifery practice. 
The eighteenth century was a period of rapid developments in the field of medicine, 

and much ancient wisdom was eclipsed by developments in modern science. The 

midwifery climate was altered in the 1730s by the introduction and wider use of forceps 

and the increase in men choosing to specialise in midwifery following apprenticeships with 
barber-surgeons or men midwives. 38 Elizabeth Nihell's caricatures of these men have been 

widely quoted in the midwifery historiography and suggest that mature entrants to the 

profession came from diverse backgrounds, with little previous experience in medicine; 

many were `broken barbers, tailors, or even pork butchers' referring to one, whom: 

... after passing half his life stuffing sausages, is turned an intrepid 
physician and man midwife39 

35 Physicians were often from wealthy families and had enjoyed an expensive university education; they 
tended to look down on surgeons, showing even more contempt for men midwives, who they believed were 
doing women's work; Graham 1950, p. 311. 
36 Since the eleventh century, instruments had legally been the province of members of the Barber Surgeon 
Guild and later the Royal College of Surgeons. As midwives could not legally use instruments, this limited 
their potential to deal with complicated cases, although this law may have been flouted in rural areas. 
Instructions for the use of instruments were found in some midwifery texts. There are some rare cases of 
women being licensed as surgeons, although they often had to prove their capabilities beyond those of their 
male counterparts; Evenden 2000. 
" Schnorrenberg 1981, pp. 396-402; on Scottish midwifery, Emerson and Wood 2002, pp. 96-7. 
38 The adoption of the forceps or alternatives such as the fillet, lever and vectis were influenced by political 
affiliations: Wilson 1995. 
39 Nihell 1760a, p. 71. 
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Some junior men midwives were as young as twenty-one. Midwives expressed 

some anxiety about their suitability for midwifery, which required intimate physical contact 

with women. 0 This new `breed' of man midwife appeared to be increasingly popular with 

women, whilst the aforementioned midwife authors believed they lacked competence as 

practitioners. 1 Sarah Stone suggested midwives should study their art more, to prevent 

women losing their modesty to men, although families and not midwives were the ultimate 
decision-makers when it came to hiring expensive medical assistance 42 

With the advent of planned `advanced' and `onset calls', 43 the work of men 

midwives in major cities began to encroach on normal midwifery. The services of London 

men midwives were purchased for substantial fees by the upper classes, who perceived 

they were buying the best care money could provide. This set a trend for emulation which 

spread to the middle classes, boosting the demand for medical attention which had become 

much more popular in general amongst the gentry. 44 Stephen suggested that these junior 

men midwives were a false economy, being cheaper to hire but more inept than some of the 

more seasoned ones. The new male enthusiasts working in the provinces soon learned that 

midwifery was often competitive, involved hard work and long unsociable hours, and was 
far more complex than it would first appear. Neither was it particularly lucrative outside the 

major cities 45 

40 A series of pamphlets circulated towards the end of the eighteenth century which suggested women of 
fashion who hired a man, not only risked their lives but also their morals. In 1764, Philip Thicknesse wrote an 
anonymous text called Man-Midwifery Analysed (Thicknesse 1764), in which he suggested that men as young 
as twenty-one were giving their female patients lustful attention. Also Stephen 1795, pp. 9-15,19; Donegan 
1978, pp. 164-247. 
41 An anonymous treatise which may have been written by a midwife in 1773 suggested that most villages had 
a general doctor who could turn his hand to tooth- or child plucking with equal zeal. If doctors were called to 
lingering labours they would be expected to do something immediately. It was suggested that the really skilful 
amongst them might appear to do something for the woman, whereas the ignorant might perform un- 
necessary interventions and in so doing, create new problems. Anonymous 1773. 
42 In 1762 an inquest reported the death of a woman who, with her husband, had ignored the midwife's advice 
to call in a surgeon; Fissell 1991, p. 61. 
43 Onset calls are described by Wilson 1985, pp. 350-1. 
44 The rich usually appointed a family physician. Some doctors believed luxurious lifestyles put the rich at 
greater risk during childbirth. The poor tended to lead more active lives, and ate more wholesome food; 
Guerrini 2002, p. 184-185. Of course a medical birth could have put them at greater risk of dying, and by the 
nineteenth century, better collection of data from the rich than from the poor (p. 383) may have accounted for 
the equally large numbers of maternal deaths amongst rich and poor; Razzell and Spence 2006. 
's Loudon 1985, pp. 27-29. Although the work was demanding, it did however allow early access to new 
patients and provided opportunities for repeat business with the family. 
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From observations of medical practice, the midwife-authors all expressed serious 
doubts about the supremacy of medical competence. 46 Elizabeth Nihell and Margaret 

Stephen believed that one of the main problems stemmed from men's enthusiasm for 

indiscriminately trying out their new skills and instruments. 7 However, the follies of 
incompetent doctors were obscured by the reputations of a few eminent practitioners who 
had earned the respect of society for modernising midwifery with their knowledge and 

technical progress. 48 In the past the arrival of the barber-surgeon was associated with 

sadness and death, but the popular conception of forceps, as life-giving, appeared to 

counter this belief. 

In an age when book-learning was popular and book ownership fashionable, 

medical texts helped men midwives to legislate for their own authority. 49 By documenting 

knowledge and prescribing midwifery care in a relatively sophisticated style, men 

midwives were able to stake a claim firmly over practice, while simultaneously 
so encouraging women to believe that midwives were dangerous. 

Many of the vernacular texts were read by midwives and also by the public, who 
had access to a range of self-help manuals on a range of topics, for example on cooking, 

gardening and of course home medicine; in some cases, medical texts supplemented the 

hiring of a practitioner. However, Nihell believed the medical treatises contained little 

written on the art of midwifery which did not lead to the use of instruments, ̀ which cut at 

once the knot they cannot unty'; providing hasty, ill-conceived solutions . 
51 These medical 

46 Their training lasted just two or three months. Medical men had access to private dissections, texts, 
`machines' illustrations drawn by professional artists, access to pauper patients in the London lying-in 
hospitals, practice with instruments and an international medical network and library. In contrast, midwives 
took apprenticeships of between four and seven years with experienced midwives; Manningham 1744. For 
details of medical midwifery courses, see Wilson 1985 and Wilson 1995, also Gray 1946 (this extensively 
edited text tells the story of an eighteenth-century ship's surgeon who became a man midwife). 
47 Stephen (1795, pp. 69-71) describes how midwifery instruments were used, including the forceps and the 
vectis, and remarks on their casual use by men to save time and curtail the process of birth. 
48 In 1749, the College of Physicians finally agreed to provide lectures on midwifery. In 1783, after much 
conflict, they began to grant licences to men midwives. Meanwhile, a larger number of men midwives were 
admitted to the less prestigious College of Surgeons, which ceased to licence men midwives in 1804; 
Schnorrenberg 1981, pp. 397-8. 
49 William Hunter's extravagant folio of engravings, The Gravid Uterus, was publicly exhibited before 
completion and subscriptions solicited, suggesting it was a business venture rather than simply an educational 
text; Herrle-Fanning 2000. 
50 Stephen 1795, p. 15 
51 Nihell 1760a. 
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texts may have encouraged women, families, and inexperienced midwives to seek medical 

assistance more readily. 
In 1760, Nihell felt compelled to write to warn midwives and women of the dangers 

and errors being introduced into midwifery by male practitioners, and of the injuries being 

inflicted upon women and babies from the over-use of forceps. She suggested that the 

contemporary medical treatises promised remedies for difficulties, but in reality offered 
little practical help amongst a `cloud' of scientific language, which `replaced old errors 

with new ones'. 52 She believed medical advice led to impractical solutions which 

experienced midwives immediately recognised as such: 

So many [medical] authors ... have, with the utmost confidence and 
utmost absurdity, written upon the art of midwifery, without 
understanding any of it at all53 

She protested that men midwives, often lacking clinical expertise, sometimes 
learned from midwives, then turned against them, and even turned women against them. 4 

The midwife-authors wished to increase public awareness of the carnage which 
inexperienced men midwives were causing with their instruments. Nihell's text may have 

been perceived by some as a reaction to the accusations and denigration of midwives by 

men midwives, although all four midwives expressed a deep concern for what was 
happening to women and infants. Unfortunately, particularly where Nihell was concerned, 

this may have been interpreted by readers of her polemic text as an over-emotional, unlady- 
like and inflammatory response to medical criticism. Certainly some of the French 

midwives (sages femmes) felt that Nihell's remarks were abrasive and threatened to disrupt 

their relationships with accoucheurs. 

52 Nihell 1760a, p. v. 
53 Nihell 1760a, p. ii. 
sa Nihell 1760a, p. 145. 
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7.4 Midwife - authors condemned bad practice 

Whereas the medical treatises had a noticeable tendency towards exposing the 

mistakes of traditional midwives, 55 Nihell recognised that it was the skill and manual 
dexterity of the midwife which was most important and not her sex. Despite the heavy 

criticism traditional midwives received in the face of a medical offensive, a number 

remained highly respected by all, including men midwives. 56 Likewise the midwife-authors 

respected the skill of more skilled and experienced men midwives, whilst showing horror 

and dismay at the actions of inept ones. As well as being the main providers of care, 

especially for the poor, 57 there is sufficient evidence to show that midwives continued to 

attend clients from the upper and middle classes around the wealthy districts of London. 58 

The men midwives were normally founders of or were on the staff of the newly- 

established charity lying-in hospitals. The hospitals were clearly a medical domain in 

which men midwives were allowed to develop their practice and to utilise poor patients as 

teaching material for their students. 59A number of midwives also worked in subordinate 

roles in lying-in hospitals, as matrons, caring for women in labour or teaching medical 

students. 0 These midwives and monthly nurses61 worked under medical jurisdiction and so 

were no threat to the medical scheme. 

7.5 The quill is mightier than the midwife 

Using the medium of print, midwives entered the public domain via the route 

medical men had so successfully utilised. The midwife-authors hoped to make midwives 

ss Percival Willughby provides a range of examples of midwives dismembering babies or pulling on their 
heads or scalps in order to deliver them (something men midwives also did without this being published) in a 
bid to deliver the mother; Willughby 1863. 
56 Hobson 1872; Evenden 2000. 
s' In an emergency reported by Stephen, her `preceptor' (male) was away, and she called upon two other 
gaentlemen who, on learning that the woman was poor, flatly refused to attend; Stephen 1795, p. 51. 

Evenden 2000. 
59 According to Nihell, `these ... miserable wretches, hired or under the mask of charity [were] forced to 
undergo, from apprentices or pupils, so many humiliations and tortures and outrages in vain; Nihell 1760a, 

299. 
60 At the end of the nineteenth century, over 90% of births still took place at home; Loudon (ed. ) 2001, p. 212. 
61 Monthly nurses cared for women in childbirth. 
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and well-informed members of the public more aware of the situation as they saw it, in 

terms they could easily comprehend. 
Perhaps out of a need to impress readers of their learnedness, the midwives claimed 

to have read much of the contemporary medical literature on childbirth. This added to their 

credibility in a way that men midwives could not argue against; fighting fire with fire. 

During the fifty-eight years between the publication of Stone's treatise and that of 
Margaret Stephen, gruesome birth injuries caused by men midwives and their instruments 

continued to be reported. 62 Nihell's slightly controversial treatise, published in 1760, was 

noted for its overt criticism of men midwives, in particular of William Smellie. Underneath 

her literary attack was a sincere concern for women in childbirth. However, by page fifty- 

eight, she expressed a sense of futility, inferring that women's achievements were ignored 

because women believed they were in safer hands with men: 

... of what importance can a woman be, who after all is but a woman? 63 

Women's contributions to knowledge were not widely recognised, even when 

written down. 64 They appeared only to become recognised if at some stage they were 

seized upon by men and documented by them. The more submissive and cautionary tone of 
Margaret Stephen's text, written in 1795, which more closely emulated a medical style with 
its greater use of medical ideology and terminology, indicates that midwives had lost more 

ground to medical men by the end of the eighteenth century. 65 

62 Sarah Stone described how infants had... been born alive with their brains working out of their heads: 
occasioned, by the too common use of instruments; Stone 1737, p. xiii. Similar gruesome examples of mortal 
injuries to the infant were described by Nihell and Stephen. Fewer comments were made about maternal 
injuries, although occasional deaths were reported from traumatic haemorrhage. 
63Nihell 1760a, p. 58. 
6' Around this time women were becoming increasingly aware of the restrictions which society placed upon 
them and of the inequalities between women and men; see e. g. Wollstonecraft 1792. 
65 It was suggested by Samuel Merriman in the nineteenth century that Stephen's text was written for her by 
Philip Thicknesse, although Thicknesse died before Stephen's treatise was published. A debate about the sex 
and identity of certain eighteenth-century midwife authors is discussed by Bradbury 1988, pp. 727-33. 
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7.5.1 An attack on men midwives ... 
Nihell's work was the most notorious publication written by a midwife in the 

eighteenth century, but perhaps for the wrong reasons. 66 Medical men commonly enjoyed 

academic debates between their equals, which sometimes involved public rebuke of named 
individuals67 and which sometimes escalated into vitriolic attacks, in a manner which today 

would be considered libellous. 8 Nihell's treatise attracted a remarkable amount of interest 

for its audacious and provocative attack by a woman on men midwives. 69 Her attack was 
directed in particular at William Smellie. She subsequently, and perhaps not unexpectedly, 

received a number of public insults back in the press, although it would appear not from 

Smellie himself, who was also beginning to experience concerns about forceps over-use. 70 

7.6 Midwives' fingers or insensitive hands of iron? 

Stone, Nihell and Stephen were particularly disturbed by the medical malpractices 

they had witnessed. In the preface of Stone's treatise, she proclaimed that: 

... more women and children have died by the hands of such professors 
[learned persons], than by the greatest imbecility and ignorance of some 
women midwives, who never went thro, or so much as heard of a course 
of anatomy. 7' 

Elizabeth Nihell referred to a live fetus having its skull pierced by forceps. 72 

Margaret Stephen, writing several decades later, offered another cautionary tale of 

professional rivalry, defensive practice and divided loyalties. She recounted an incident in 

66 Nihell's treatise attracted the attention of a wide readership for its acerbic attack on men midwives, 
especially William Smellie. This, however, detracted from its contribution to the advancement of traditional 
practice. 
67 See, for example, Burton 1753. 
68 See, for example, Blunt 1793. 
69 English society was of course patriarchal, and women were expected to acquiesce in male authority. 
Nihell's treatise was published before Mary Wollstonecraft's The Vindication of the Rights of Woman and 
may have been considered a ̀ good read' because it was controversial and irreverent towards men midwives. 
70 Although male authors often published personal criticisms of their peers, it was unusual for a man midwife 
to be criticised so boldly in public by a female midwife. 
71 Stone 1737, p. xii. 
72 Nihell 1760a, p. 92-6. 
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which an inexperienced man midwife was called in by a woman's family to a case which 
Stephen thought did not require medical intervention. She wrote: 

... the poor woman was put in a posture to be delivered with a forceps, 
which when applied, soon lost their hold; the second attempt no better 
success; by a third effort, the head was brought forth, and the body soon 
followed, with a sanguinary hue all over, as if it had fallen into a butcher's 
tub in the slaughter house. [discovering]... no signs of life, ... he gave it 
to me to do what I could ... I discovered a deep wound upon the right 
temple ... in the direction of the temple vein. 73 

Stephen tried to stem the bleeding by holding the wound together whilst the man delivered 

the placenta. The female attendants were about the woman who was `flooding' 

(haemorrhaging). Meanwhile, Stephen washed and laid out the baby and the doctor 

whispered to her to put a bonnet on it, and handed her one. The man midwife later portrayed 
Stephen to the family as being responsible for the death of the baby, which he suggested had 

occurred earlier in labour whilst the woman was in her care. 74 

As a confident and knowledgeable midwife, Stephen disagreed with the doctor as to 

the cause of the infant's death, arguing that when he had given the baby to her `to do what 

she could' he must have thought it to be `revivable', and `pulsation of the navel string' 
(umbilical cord) was proof of this. She suspected that the man midwife may not initially 

have seen the head injury, as the baby was covered in blood. 75 He responded to Stephen by 

conceding that the death was perhaps caused by placental separation, and not by her 

neglect. She retorted this could not have been the case, as there were no signs of any blood 

before the birth. He continued to substantiate his claim by proposing that the fetal head had 

`plugged up' the discharge, but Stephen maintained the liquor was previously clear and 

untainted. 76 

Stephen's case sent out a message of caution to midwives not to put themselves and 

their reputations at the mercy of young men midwives, who might blame them for their 

own mistakes. Fortunately, Stephen had a thorough understanding of the situation and was 

able to articulate this using appropriate medical terminology, this meant that she could 

73 Stephen 1795, pp. 58-9. 
74 Stephen 1795, pp. 60-63. 
's Stephen 1795, p. 60. 
76 Stephen 1795, p. 62. 
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successfully challenged this `perfect twig of the obstetric profession'. '' Her example acted 

as a caution to other midwives, and highlighted the value to midwives of a good 

understanding of anatomy and the process of birth. 

The medical historiography has dwelled predominantly on midwifery malpractice, 

although William Smellie offered some insight into the strange practices of certain men 

midwives when he described a case to which he was called to offer advice. In a `private 

manner' he advised the man midwife not to attempt to perform an internal version on a 

woman whose cervix was not fully dilated. Later, after a good rest, the woman delivered 

spontaneously. Apart from demonstrating the deficit in this man's learning, Smellie was 

also struck by his extraordinary `apparatus'; which he indulged in ridiculing: 

... arms rolled up with napkins and a sheet pinned round his middle as 
high as his breast78 

7.7 Midwives' perceptions of the prevalence of obstructed labour 

caused by the pelvis 

Although birth statistics were not collected in the seventeenth century, Sharp's 

confidence in God and nature appear to be justified. Despite the wide documentation of 

unusual, difficult and abnormal births, there appeared to have been relatively small 

numbers of life-threatening complications, and relatively few women died undelivered; 

although some went on to die later of puerperal fever. As discussed in the previous chapter, 

the life of the fetus was sometimes taken in order to spare the mother's. 
The expert midwife-authors appear only to have called for medical assistance on 

rare occasions, and although contracted pelves received an increasing press in the 

eighteenth-century medical literature, Nihell claimed that medical men were liable to gross 

exaggeration. 79 It has been argued earlier that the estimates derived from the incidence of 
destructive operations combined with incidences of caesarean operations have resulted in 

77 Stephen 1795, p. 58. 
78 Smellie 1768, case 3, p. 257. 
79 In 1793, John Blunt suggested that `99 out of 100 labours' would result in natural birth, whereas one case 
may require the assistance of a man midwife; Blunt 1793, p. 16. Bradbury (1988) suggests that John Blunt 
was the pseudonym of S. W. Fores, a London bookseller. 
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slight over-estimations of the overall incidence of severely contracted pelves in the 

midwifery historiography; which were relatively minimal g0 Such cases did not appear to 

concern the midwife-authors sufficiently to merit much discussion, and those that were 

referred were usually delivered vaginally, using forceps in mild cases, or by destructive 

operations. 8' Nihell, like some medical authors, found many women with classic signs of 

rickets had pelves of normal capacity and were often ' blessed with easier deliveries than 

the very best-shaped'. 82 

7.8 Midwife-authors' perceptions of prevalence of rickets and mollities 

ossium 

Nihell argued that the medical descriptions of mollities ossium*, in which the 

pelvis expanded at birth, was a theoretical notion. In response to a personal challenge 
issued to Nihell in the Critical Review for March 1760, to deliver a child with a head of 

more than five inches diameter through a pelvis of two inches, Nihell suggested: 

I have occasionally seen skeletons, but without least reason to retract 
what I have said of the almost universal care of Nature in the due 
conformation of the pelvis. It is also true that I have cast around my 
eyes, and observed a number of rickety children and crooked women, 
both in this metropolis and elsewhere; but I never had reason either 
from sense, or especially from my own experience, to form the 
Reviewer's conclusion from such ricketiness to the distortion of the 
pelvis. 83 

Nihell found the pelvic diameters described by her critic hard to believe, but 

reasoned that in most cases the child's head bones moulded* to pass through the pelvis, 

resulting in conical shaped heads after birth, especially in `first bores'. Her critic then 

80 See chapter six, The Blighted Pelvis. 
81 Sharp 1671, pp. 148-9. Sharp made references to the use of Chirurgeons (surgeons') instruments; although 
midwives were forbidden to use them, they may have done so in remote areas where they had no other 
options. A malpositioned fetus might be successfully manipulated and delivered vaginally by the midwife if 
the woman had a normal or large pelvis. An abnormally large fetal head would commonly be dealt with by a 
man midwife using destructive instruments. See The History of Myddle by Richard Gough, in which the 
midwife instructed her husband to make some iron hooks in his smith's forge so she could pull a dead child 
from the womb in the hope of saving the mother: Gough 1979, p. 99. 
82 Nihell 1760b, p. 7. 
83 Nihell 1760b, p. 6. 
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asked her what she would do when a middle-sized child needed to pass through a pelvis 

where the distance between sacrum and coccyx was just an inch. Nihell rejected the notion 
that such small pelves existed, or conceded that these would be extremely rare monstrous 
types. In her usual brisk manner she retorted: 

they might as justly ask of me what would I do if I met with my 
grandmother's ghost as what I would do if I met with such a case. 84 

She suggested that medical men might use these examples of monstrous pelves to 

persuade ignorant women that medical attention was necessary in childbirth. 
Nihell doubted it was possible to deliver an infant vaginally from such a freak 

pelvis; however, if faced with such a patient, she explained that she would do with her 

`long sensitive shrewd taper fingers', 85 what medical men do with the crochet or forceps. 

She would use internal podalic version to remove the fetus legs first, which she believed 

was less ghastly than the medical approach, which involved the severing of heads and 

pulling-off of limbs, and also saved more lives in the process. 86 

Thirty-five years later, Margaret Stephen appeared to agree with the men midwives 

when she stated that, according to `best anatomists' disproportion between the maternal 

pelvis and child's head was the most common difficulty, 87 sometimes caused by bony 

diseases such as rickets and mollities ossium* . Stephen wrote: 

When the rickets, mollities ossium, (softness of the bones) or weakness 
of any kind obliges the pelvis to take a distorted or confined form, or 
when women marry late in life, and the parts become rigid, and the 
articulation with the coccyx with the sacrum becomes anchilosed, so 
that near three quarters of an inch are lost in the long diameter of the 

84 Nihell 1760b, p. 9. 
$S In a bid to ridicule Nihell, her critic suggested midwives might use their fingers to titillate women during 
touching. Nihell managed to deflect this accusation by challenging the critic's own dishonourable ambitions. 
Nihell 1760b, pp. 2-3. 
86 In view of the size of the aperture of some of the preserved dried pelves at Manchester (also seen in the 
Virtual Pelvis Museum), this would appear very difficult if not impossible to have done. Nihell practised in 
the south of England, where it would appear severely contracted pelves were less common. She may well 
have been able to perform these procedures on women with moderately contracted pelves or mild mollities 
ossium. Nihell claimed to have encountered women with skeletal deformities in her practice, while claiming 
not to have met with such severe cases in Paris or London, reinforcing her perception of the extreme rarity of 
severely contracted pelves. . 87 Stephen 1790, p. 64. 
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lower aperture of the pelvis, it must occasion difficult labours; and as 
the chief difficulty arises from the narrowness of the pelvis, midwives 
when first employed by a patient, ought to examine the capacity of the 
pelvis 88 

She agreed with medical authorities who had taught her that a vaginal assessment of 

the size of the pelvis should be made by placing four fingers in the vagina. If the four 

fingers could be admitted in a direct line from the symphysis pubis to the nearest vertebra, 

the pelvis was considered adequate (providing the midwife's four-finger breadth was the 

equivalent of three inches or more). 89 

Nihell also subscribed to the notion of performing an initial pelvic assessment in 

order to establish the distance from the pubes to the sacrum, 90 first described by William 

Smellie. 91 Stephen did not acknowledge any of the previous midwife-authorities in her 

treatise, and quoted from medical texts. This might suggest she held little regard for 

Stone's or Nihell's work, alternatively she may have felt that references to medical works 

carried more authority. Most midwives appeared to conform to the social values of their 

time, acting in a subservient manner towards medical men. Some were of course married to 

medical men; these women appear to have been the most outspoken and confident at 

challenging medical authority. 

7.9 Delay in labour - obstruction or obliquity? 

Nihell commented that most women would labour for two to three days before the 

midwife would consider the need to call in a local surgeon or man midwife. During this 

period the majority of women gave birth, although some infants may not have survived, or 

survived for only a short time afterwards. Margaret Stephen suggested ̀ one woman in 

some hundreds' may require the aid of an `obstetric surgeon' because of `disease', 

88 Stephen 1790, p. 65. 
89Some medical lecturers charged midwives twice as much as medical men and would leave important pieces 
of instruction in Latin. As Nihell suggested, they would intentionally mislead them, putting lives at risk. 
Stephen 1795, p. 20; Nihell 1760a. 
90Nihell believed that midwives needed only a superficial knowledge of anatomy in order to touch (perform a 
vaginal examination). She defined the basic anatomical landmarks of the female pelvis and described how the 
predisposition of the passage and the position of the fetus could be ascertained along with the situation of the 
uterus. 
9' This is discussed in chapter nine. 

168 



`malconformation of the pelvis' or fetal complications. 92 A significant number of maternal 

mortalities would have occurred in the early postnatal period, as a result of secondary 
infection (childbed fever) or haemorrhage. Nihell believed that doctors over-diagnosed 

narrow pelves and obstructed labour, leading to inappropriate and too frequent 

intervention. 93 

[many male authors write about] ... heads too large and a passage too 
narrow in which they state them as difficulties that are invincible, when 
the case is far from being so94 

Nihell believed obstructed labour might be diagnosed before the fetal head had been 

allowed sufficient time to mould. She also suspected that some cases of delay in labour 

may have been caused by undiagnosed uterine obliquity*; a condition neglected by medical 

men, 95 eager to get busy with their instruments. Uterine obliquity was something skilled 

midwives could resolve without need of men midwives; this may have been the reason why 

men midwives chose to overlook this problem. 

Apart from the need to diagnose uterine obliquity early, intimate contact and 

considerable manual dexterity was involved in its rectification. In the light of reports about 
the dishonourable, lecherous intentions of some men midwives, correction of uterine 

obliquity may not have appealed to men midwives concerned about their reputations. 96 

Stephen acknowledged that forceps saved some lives but sometimes caused more 
harm than good. She described a climate of consumerism and ignorance in which `those 

unacquainted with the nature of labours', with good intentions, 97 may call in medical 

assistance after forty-eight hours had passed; unwittingly putting the mother into `danger' 

from medical harm, 98 whereas Stephen believed that if a woman were given more time, she 

might safely labour for three days and give birth with minimal assistance. 

92 Stephen 1795, p. 10. 
93Although men may have been hired by women, a number of Nihell's counterparts may have been 
responsible for calling in medical aid and attracting cases to their attention in the first place. 
94 Nihell 1760a, p. 275. 
95 Whilst uterine obliquity was not discussed by Smellie in the first volume of his treatise, it is mentioned in 
his second volume (1768), which was published after Nihell's treatise. 
96 Nihell also suggested that midwives, as women, may have been able to carry out these procedures more 
delicately, although men midwives argued some solutions required brute force. 
97 Stephen 1795, p. 68. 
98 ibid. 
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7.10 Traditional midwives who lacked midwifery skills 

Stone believed some midwives, through ignorance and inexperience, did not know 

when to intervene or refrain. 99 She sensed that a form of dependence of junior midwives 

upon men midwives was developing and that, unless all midwives could be rapidly 

educated, this was going to happen before the activists amongst them could do anything 

about it.. Stone suggested that midwives in country areas dealt mainly with robust working- 

class clientele who tended to experience relatively few complications. Because of this, the 

least complication, such as `a common case, as a child's pitching wrong', 10° tended to 

baffle them. Stone suggested that not all midwives knew how to deal with uterine obliquity, 
leading them to call for midwifery assistance or to the family calling for a man. 101 

7.10.1 Need for medical assistance 

The traditional midwifery treatises focussed on the normality of birth and the 

simple logic and dexterous skills required for correcting most problems. In contrast, 

medical treatises taught of the dangers of childbirth and focussed upon resolving them 

using a technical approach. While a revolution seemed to be occurring in medical practice, 

traditional midwives continued to work with very little medical assistance. Sarah Stone 

coped with most complications herself, calling in a man midwife on only a very few 

occasions, and suggested that `... where twenty women are deliver'd with instruments 

nineteen [if not twenty] may be delivered without'. 102 Working in a rural area, Sarah 

believed that the vast majority of complications could be remedied without the need to call 
in a man midwife. Throughout her 35 years of overall experience, she claimed only to have 

seen four cases which called for the use of instruments. 103 Of course her treatise was 

published only several years after the introduction of forceps, whilst rates may have still 
been on the increase. However, her observations suggested that midwives in the south of 

99 See, for example, Stone 1737, pp. 23-5. 
10° Stone 1737, pp. vi-vii. 
101 ibid. 

102 Stone suggests that there were few men midwives covering the area around Taunton, which may be one 
reason why she had to be self-reliant; Stone 1737, p. xiv. Some fifty years later, Margaret Stephen suggested 
that only one woman in some hundreds required medical assistance; Stephen 1795, p. 10. 
103 This includes well over 5,000 births during Stone's seventeen years working in Somerset. 
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England who worked amongst the working classes and the poor met with relatively low 

levels of complicated cases, which would have included severely contracted pelves. 
Stone documented a range of problems she dealt with, many of which would now 

be regarded as obstetric cases (see Table 7.1, p. 172). These cases required midwives to 
have a lot of skill and manual dexterity which the midwifery authors acknowledged not all 

midwives had; mainly because of lack of exposure to sufficient numbers of abnormal cases 

and lack of a broad midwifery education. '°4 

7.11 The growing medical authority over birthing theory 

Medical men perceived their own standards as normative and wished midwives to 

work according to their authority, as prescribed in their literary discourses and conveyed to 

the public. '05 Midwives who did not acknowledge the medical model of working, or who 
failed to articulate their practice in medical terms, were considered bad practitioners, 

regardless of the outcomes they achieved. No allowances were made for the fact that the 

average midwife, as a woman, would not have had the benefit of a good general education 

and could ill afford expensive courses of lectures in midwifery, anatomy and dissection to 

help realise these high medical principles. '06 (This may, of course, have been their 

expectation and part of the plan to take control). 
By setting down such medical `rules of engagement' in their treatises, men 

midwives boosted their own status as modem and learned leaders of a new field of medical 

practice, simultaneously lowering public expectations of midwives in the higher echelons 

of society. 

104 Elaine Hobby suggests that the survival rate of infants at birth was around 80-85%; Sharp 1671, p. xv. See 
also chapter six on maternal mortality. 
105 One of the solutions to counteract female `ignorance' put forward by the Chamberlen family who 
introduced the midwifery forceps was the formation of a college of midwifery from which they would offer 
midwives courses of instruction. The midwife Elizabeth Cellier sensed that their intentions were not 
altogether altruistic, and the midwives abandoned the scheme. Cellier 1687a (2006) and Cellier 1687b (2006). 
Cellier 2006, pp. xi-xiii 
106 The public obtained information about birth from self-help books - such as the widely-disseminated and 
much-reprinted Aristotle's Master piece (Aristotle [pseudonym] 1749), a book almost certainly written by an 
anonymous medical copyist -- much to the dismay of medical men. These self-help books were amalgamated 
versions of ancient and traditional texts, with limited reference to anatomy and few clear anatomical 
illustrations, in stark contrast to the lavish works of William Smellie or William Hunter. There was also a 
fascination amongst the public with reports of monstrous births, which were reported in the popular press. 
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Table 7.1. 

Profile of Sarah Stone's Intrapartum Cases Studies. 

Compiled from: Stone 1737,. Complete Practice of Midwifery 

Type of Case Discussed Number of examples 
Head of infant lodged on the share bone 5 
Macerated child / stillbirth 3 
Midwife mismanagement I 
After burden (placenta) left behind for eight days 1 
Child with dropsy of the head (Hydrocephalus) 2 
Arm presentation 6 
Shoulder presentation I 
Twins 2 
Face 1 
Short navel string (cord) 1 
Congenital abnormality tumour on back/tumors on head) 2 

_ Mis-diagnosis of labour 6 weeks too early 1 
Severe constipation I 
Skins (membranes) too thick, need to artificially break 
them 

1 

Too strait lacing (corsets) 1 
Small pox & re-term labour 1 
Breech 1 
Delivery of woman with a multitude of bladders o water 1 
Knee presentation I 
False labour 1 
Delivery of baby with arm torn off by the midwife - who 
should have performed IPV 

1 

Woman with spontaneous rupture of membranes for six 
weeks 

1 

_Spurious 
labour 1 

Woman unable to make water, treated by catheterisation 1 
Ante artum flooding (haemorrhage) 3 
Face to belly occi ito- osterior position) 1 
Delivery of woman with prolapsed uterus (? before or 
after delivery) 

1 

Total = 43 cases 

Junior traditional midwives and those that had undertaken medical lectures 

appeared to be more easily attuned to medical edicts than the highly experienced midwife- 

authors such as Stone and Nihell, who were more critical and questioning. Writing in 1744, 
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Sir Richard Manningham, of the College of Physicians, published An Abstract of Midwifery 

for the use of Lying-in Infirmary. 107 He set out guidance for male 

students of midwifery at the infirmary, in which he acknowledged that women `suffered 

greatly, by the use of instruments', hoping to convince students that: 

By our method.. . there is so little occasion for the present frequent use 
of instruments, that, excepting in a case or two, which but rarely 
happen, they ought entirely to be laid aside'°8 

Manningham made a point of warning readers that forceps were especially harmful 

if used in a distorted or narrow pelvis. 109 Whilst some men persevered with the forceps, 

others abandoned them following grisly failures. Even Hugh Chamberlen the younger 
(1664-1728) had to admit to forceps failure when challenged by Mauriceau (1637-1709) to 

deliver a rachitic dwarf. 

Following initial dissatisfaction with the forceps, Smellie went on to become one of 

the most prolific instructors in their use. Later, he found himself returning to his initial 

negative stance, holding reservations about their use. Others, such as Maubray, 

Manningham, Douglas and Hunter adopted conservative approaches to the management of 
difficult births by the head, publicly opposing the use of forceps. "° Richard Manningham, 

William Hunter, William Smellie and John Maubray were amongst those who implored 

others to heed their advice about conservatism in the use of forceps. tit These men 

recognised the considerably difficulty of using them effectively, and the terror and damage 

they struck into women, even though they may have requested their use. 112 Midwives were 

probably more able to busy themselves and to distract women from the pain whilst waiting 
for nature to take its course than men midwives. Regardless, it would seem that 

107The author, Sir Richard Manningham, was perhaps unusual, being a physician and not a surgeon; 
Manningham 1744. 
108 Manningham, 1744, p. viii. 
109 They were also harmful when the soft tissues were swollen by the head being long in the passage or if the 
child was dead and the head had not descended low in the passage; Manningham 1744, pp. vii-viii. 
110 Wilson 1985; Wilson 1995. 

John Maubray wrote: ' ... I am positive that let who will use instruments, they kill many more infants than 
they ever save and ruin many more women than they deliver fairly; 

... it is also sufficiently evident even to 
those who have no judgement that way, by the notorious fatalities and tragical events they daily hear of... ' 
Maubray 1724, pp. 181-2. 
112 Nihell 1760b, pp. 16,28. 
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inexperienced men midwives continued to use them, no doubt contributing to the 

increasing maternal and infant death rates over this period. The ability to `sit back and do 

nothing' may not have met the expectations of fee-paying families, who desired that 

something be done to deliver the mother. It would appear to have taken great wisdom and 

confidence for men midwives to do nothing in some cases. 

7.12 Sarah Stone's advice for midwives dealing with particular problems 

Sarah Stone's treatise, A Complete Practice of Midwifery was published in 1737 

and consisted of a vade mecum (hand book) of forty-three observations (cases). These were 

selected from approximately 5,100 births which she attended during the seventeen years 

she practised around Bridgewater and Taunton in Somerset. Stone's work appears to offer 

practical advice in a manner that midwives might understand, encouraging them to develop 

skills of observation, reflection and better manual dexterity. 

It is possible that these observations were the sum total of complicated cases she 

encountered during this time, as some cases seem to be quite repetitious. There were a 

number of cases in which the head of the infant seemed to be lodged on the share bone or 

os pubis, and of arm presentations (see Table 7.1 for a summary of Stone's cases). 

7.12.1 The `child being lodged on the share bone' 

In the past women tended to have larger families, leading to abdominal and 

uterine muscle laxity. This allowed the fetus too much freedom to move around, causing a 

range of fetal malpositions in labour. 113 Stone recorded a total of five cases in which 

women suffered delay caused by the child being `lodged on the share bone (pubic bones)'. 

Whilst this condition may have occurred because of a narrow pelvis, it would appear that 

Stone was able to deliver women after a certain amount of manual re-alignment of the fetus 

in the uterus. The explanation by Stone suggests a problem nowadays described as a 

pendulous abdomen, which can cause fetal malpresentation, including an oblique lie. This 

113 Perhaps surprisingly, Stone does not appear to mention the possibility of cord prolapse, described by 
Smellie (Smellie 1768) and now commonly associated with an abnormal lie of the fetus. 
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may lead to the fetus being lodged on the `share bone' in an adequate pelvis; accounting for 

an ensuing vaginal birth, once the position of the fetus has been altered to a more 
favourable one. 

In observation one, 114 Stone attended a woman who was experiencing a 

prolonged labour of three days' duration. She was getting weaker and her contractions were 
decreasing. On vaginal examination, Stone found `the child lay on the share bone (pubic 

bones)' and her membranes had ruptured. Stone's task was to `relieve her child from the os 

pubis, ' and `strengthen her pains'. The result was a live daughter `in the space of three 
hours'. 115 

In observation four, 116 the woman had been in slow labour for forty-eight hours 

and her labours had all been similar in nature. Her pains (contractions) were short and 

sharp, and forced the child's head on to the os pubis. Stone condemned the common 

midwifery practice of `press[ing] hard on the back of the body', (probably pushing back the 

mother's sacrum or coccyx). She advised midwives to ascertain the position of the mouth 

of the womb and to dilate the matrix (cervix) to speed up the labour if the pains were 
infrequent 17 while attempting to correct any fetal malposition. In this condition the matrix 

was often located very anteriorly or posteriorly (it is normally found in a central position, 

which is easier to locate). Stone described a dual manipulation of cervix and child: 

[she] gently drew the matrix towards the os pubis and dilated it with 
two fingers at the same time relieved and kept back the child's head 
from the os pubis"8 

114 Stone 1737, pp. 1-2. Whilst a pendulous abdomen might be associated with a contracted pelvis, it was also 
common in women of high parity whose abdominal muscles were weakened by a large number of 
pregnancies, allowing the fetus great freedom. 
IS Isobel Grundy noted how Stone presented herself as the hero in all her stories. It may be possible that Stone 

selected her most successful cases as examples for others to learn from; although this is doubtful, since she 
mentioned several separate cases of the same condition. In the contemporary climate it would perhaps have 
been literary suicide to describe any unsuccessful cases, even though lessons could be learned from them; 
Grundy 1995. 
116 Stone 1737, p. 8. 
117 This practice of stimulating labour is criticised by some men midwives as, `ancient' and `meddlesome', 
although Smellie discusses this technique. Stone claimed she could stimulate contractions by : 

`... [putting] my two fingers just within the entrance of the uterus, strengthening her pains' [and 
bringing forward the matrix to the os pubis] ... I am always capable of strengthening and lengthening 
a woman's pains if in true labour' (Stone 1737, p. 130). 

118 Stone 1737, pp. 9-10. 
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Stone appears to have moved the child's head with her external hand by applying 

pressure. In case number five, the woman was sitting in a chair with `symptoms of death in 

her face'. 119 Stone managed the case as before, and criticised the midwife for `working on 
the back' which she suggested was `much approved of by other authors'. 120 Stone 

maintained that once the fetus was re-aligned and moved off the pubic bones, the back 

would `soon yield'. 121 

7.12.2 Limb presentations associated with a small pelvis or uterine obliquity 

In Table 7.1 of Stone's cases, there were a remarkably high number of limb 

presentations documented. At the beginning of the eighteenth century van Deventer 

suggested that uterine obliquity might occur when the pelvis was small and the uterus was 
full, causing the uterus to incline in a certain direction, extending the uterine ligaments in 

the process. He described how this sometimes caused the fetal head to become wedged 

against the ossa pubis, leading to a hand or arm presentation if the fetus was lying on one 

side with its head wedged against the pubic bone. 122 Sarah Stone criticised midwives that 

intervened to press back the os sacrum (Deventerian method), and contended that it was 

more important for the fetus to `clear' the os pubis. 
Manningham described a number of different types of obliquities of the womb. The 

first was `when the womb was hanging too much forwards' which he suggested was fatal if 

not recognised. Another type was when the womb was `being pressed too much against the 

backbone' and two other types when it was `lying too much oblique on either side'. 123 

Smellie suggested that uterine obliquity might be caused by a large fetus, and described 

artificial rupture of the membranes as a solution. 

119 Stone 1737, p. 11. 
120 Stone 1737, p. 12. 
121 Stone 1737, pp. 12-13. 
122 Cord prolapse may also have been a risk. 
123 Manningham 1744, p. 15. 
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7.12.3 Hand / arm prolapse 

The English man midwife Percival Willughby had earlier referred to relatively 
frequent occurrences of arm presentations in the seventeenth century, though they are now 

quite uncommon. Willughby described women being left for days with limbs presenting in 

their vaginas, especially if their contractions faded away and midwives did not know how 

to initiate the `handy operation' (internal podalic version) to deliver them. He described 

midwives pulling on prolapsed arms in a bid to extract the fetus whilst the mothers took 
`midwives' powders' to augment labour. This inevitably caused further swelling, 

congestion and greater impaction of the presenting part. 124 Sarah Stone documented at least 

six separate instances of mismanagement of arm prolapse, where midwives delayed calling 
for assistance for too long. '25 

Another complication reported by van Deventer was when the head of the infant 

was locked in the cavity or crookedness of the os coccyges, lying with its face towards the 

mother's front (occipito-posterior position). 126 In this scenario the fetal head engaged but 

the fetus was propelled into the posterior region of the pelvis by the angle of inclination of 
the uterus in relation to the pelvis. The pushing back of the sacrum and coccyx was advised 
to make space for the infant to exit the pelvis and uterus. Other authors focussed upon 

altering the position of the mother or binding the abdomen. Van Deventer described an ill 

position of the womb, sometimes caused by an infant at the `bottom of the womb': 

[the fetus] `... seated on the left side a little elevated or depressed, the 
orifice being turned towards the spine of the right os illium or os pubis 
against which the infants are wont to thrust their heads and often stick 
there too long ... the brain being broken; or leaping past the said spine 
to the right they lie athwart the pelvis [transversely] 

... [and .. cannot 
be moved without the skilful assistance of a man or woman' 27 

124 Percival Willughby refers to one such case in which a midwife tugged on a tumour, thinking the woman 
was pregnant and in obstructed labour. Willughby 1863, p. 9. 
125 Stone 1737, pp. 26-7. 
126 Stone 1737, p. 56. 
127 van Deventer 1716, p. 57. This description may be due to the fetal head being deflexed in an occipito- 
posterior position, which may occasionally rotate, only then to become lodged with the occipito-frontal 
diameter in the transverse diameter of the pelvis, now known as a `deep transverse arrest". 
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Incidentally, it is of note that van Deventer acknowledged the capabilities of midwives in 

this quotation. 

7.13 Margaret Stephen's treatise (1795) 

Unless the fetus was completely wedged in the uterus or pelvis, it would appear that 
Stone, Nihell and Stephen dealt with complicated cases without calling in doctors. 

Margaret Stephen was an experienced midwife and teacher of other midwives, who 

claimed she only required the assistance of an `obstetric surgeon' eight times in her 

career. 128 However, the influences of medical practice upon Margaret Stephen's practice 

were visible. The title of her treatise, Domestic midwife: or the best means of preventing 
danger in child-birth reflected the general tone in the medical literature in which childbirth 

was portrayed as a risky business. Stephen advised midwives to err on the side of caution in 

their practice, ensuring women were referred to men midwives at the first sign of trouble. 

She also suggested that she was willing to relinquish her role as midwife teacher to men, if 

they were to offer female pupils the same ̀extensive instructions' they gave to males. 129 

While Stephen insisted that her book was based upon her own practice, she 

conceded that ideas from the medical literature had been included. She acknowledged that 

the format of her pocket-sized manual was inspired by Thomas Denman. She felt the need 

to defend its brevity, suggesting it was written with midwives and mothers in mind. 130 She 

claimed to have read widely, and undertaken a course of instruction from a man midwife. 
Like men midwives, she described women as `patients' and her own teaching methods 

employed medical techniques such as the use of 'machines' (practice models) and clinical 
demonstrations. She informed her pupils of the anatomy of the pelvis and fetal skull and 

the various diameters and measurements described in the medical texts. 131 Samuel 

Merriman went so far as to suggest that Stephen's text was actually written by a man; 

128 Stephen 1795, p. 18. 
129 Stephen suggested that midwives had access to medical books, which was fortunate, as some men 
midwives appeared to wish to withhold information from them: Stephen 1795, p. 6. 
"o Stephen 1795, p. i. 
131 Martha Mears also wrote a general treatise, The Pupil of Nature, at around the same time, which exuded a 
sense of subordination to male professionals; Mears 1797. Herrle-Fanning suggests that Mears' treatise was a 
failed opportunity to carve out a professional identity for midwives, to counter the predominant male model of 
midwifery practice; Herrle-Fanning 2000. 
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Philip Thicknesse. In fact, although he may have assisted Stephen with preparation of the 

manuscript, Thicknesse died before the text was published. 
Clinical decision-making is part of the intrinsic nature of midwifery. Stephen was 

against early intervention and believed women could labour for up to `three days and 

nights' 132 with her first child, whereas most men midwives began to stipulate a maximum 

of twenty-four hours 133 

As with the other midwife-authors there is an underlying sense of loathing as 
Stephen describes the use of destructive operations, having seen two cases in which women 
died; one after the over-large fetal head was decapitated and the other, an hour after 
delivery. 134 She included details of operative procedures but cautioned midwives not to 

attempt these operations themselves. 135 

7.14 Conclusion 

During the 154 years from when Sharp first wrote The Midwives Book to when 
Stephen published her treatise, men midwives gained increasing authority in the field of 

midwifery practice. Regardless, traditional midwives carried most of the workload, and as 
far as the midwife-authors were concerned, contracted pelves were not a particularly 

common problem in childbirth. Moreover, they claimed that forceps were being used 
indiscriminately by men midwives, who generally overstated the need for medical 
intervention. 

As experts in the art of traditional practice, the midwives were able to distinguish 

realistic and practical male knowledge from that which they felt was merely academic and 

theoretical. They were however concerned that less experienced colleagues were inclined 

to call in medical aid too soon, fuelling medicalisation, when this could have been avoided 

'32 Stephen 1795, p. 66 
133 Denman 1786, p. 2. 
t34 Stephen 1795, p. 73. 
'"Dutch and Scandinavian midwives used instruments in the nineteenth century, and no doubt midwives in 
rural areas of England would have tried to assist women in life or death situations by whatever means they 
could, as described by Gough in 1700 (Gough 1836). The Irish midwife Mary Donelly was renowned for 
successfully performing a caesarean operation. Any such accomplishments in England would also have been 
difficult to reconcile with the cultural circumscription of male and female roles in midwifery practice. For 
further examples of how midwives and medical men found it difficult to learn from one another, see Tatlock 
1992. 
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if they had had a better insight into the causes of difficulties and a wider repertoire of the 

respective appropriate management strategies. 

7.14.1 The nature of midwifery knowledge 

Operating within a male-dominated society, midwives faced insurmountable 

handicaps in communicating their own worth to a relatively intolerant male-dominated 

society. The nature of traditional practice militated against its successful translation into a 

medico-technical format. Midwives concerned themselves less with theoretical knowledge, 

although they began to realise its power and the value of using anatomical theory. They 

were also aware that some medical men preferred to keep midwives in the dark so that they 

could malign them to their own advantage. 

The difficulty in fully articulating normal midwifery practice in print was partly due 

to the nature of midwifery, which was grounded in embodied knowledge. Midwives were 

less educated and articulate, and learned from apprenticeships. Their discipline was not 

centred on discursive phenomena. 136 In contrast, medical men relied heavily on book- 

learning. 

The personal accounts or stories the midwife authors used were based upon their 

own observations and actions. While men used some case studies, they more frequently 

converted this into conceptual knowledge, which was less personalised and more 

generalisable. Unfortunately, `male, visual, discursive knowledge was [and continues to be] 

given higher status than female, felt, and embodied knowledge', 137 devaluing applied 

traditional midwifery practice. 

7.14.2 Gender issues 

When traditional midwives began to use medical terminology they ran the risk of 
loosing their distinctive traditional identity; nevertheless, a compromise was necessary. The 

midwife authors all read medical treatises and displayed a level of connected knowing. 

'36 This suggestion has emerged from the work of Susan Pitt; Pitt 1997. 
137 Pitt 1997, p. 227. 
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They tried to understand the medical discourses, whilst expressing certain ideas of their 

own. 138 Writing towards the end of the eighteenth century, Margaret Stephen adopted a 

medical approach, including chapters on the maternal pelvis and the diameters of the fetal 

skull, and described the use of instruments used by men midwives. 139 

Despite their efforts, midwives lacked the sort of strong professional network and 

educational support experienced by men midwives and remained a much more disparate 

group. They lost a degree of influence over practice as the discerning public began to 

consider medical knowledge more powerful and doctors as able to offer women a type of 

care that midwives could not, and were forbidden to give. 

7.14.3 Authoritative knowledge 

The reasons why some practices became authoritative and others faded into 

obscurity remains complex and is a multifaceted conundrum. On the whole, medical 

knowledge was perceived as knowledge that counted and became embodied in a medical 

epistemology which was presented as being totally objective. 
Some comparisons can be made between the situation in the eighteenth century, 

when midwives began to be concerned about the rate at which forceps operations began to 

increase and the harm it was causing to women, and the present situation of escalating 

caesarean section rates. While the influences upon such trends is complex, common 

cultural factors can be identified: disempowered women alienated from their bodies, less 

confident midwives perceiving the medical profession as the mediators of the birthing 

experience, and growing economic prosperity, all played and continue to play a part in 

them. 

138 This gives the impression to readers that contemporary medical authorities provided more powerful ways 
of knowing, although medical knowledge was not unquestioningly accepted, and in many ways conveyed the 
same views as traditional midwives, configured in a scientific format. 
139 As midwives learned practical midwifery during apprenticeships, the authors probably considered that 
documenting everyday practice was un-necessary and might provide readers with too much insight into their 
modus operandi. 
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8 Widening of the Pelvis by Surgical Division of the Pubic Bones to Assist 

With Delivery of the Fetus 

8.1 Introduction 

The management of fatally obstructed labour became a central feature of the eighteenth- 

century medical literature. Men midwives (often with a background in surgery) cornered this end 

of the midwifery market and created a niche for themselves, devising operative techniques and 

instruments for the management of difficult birth. Use of these required technical and anatomical 

knowledge, skilled manual dexterity, practical experience and a good sense of timing to obtain 

optimal effect. Whether their use was always necessary is questionable, and in the hands of the 

inexperienced, these inventions were potentially lethal. 

The symphysiotorny operation was devised in France where it was introduced by Jean 

Louis Sigault accompanied by Alphonse Le Roy in 1777. Although a range of approaches to 

obstructed labour were developed, symphysiotomy is singled out for discussion in this chapter 

because of its particular relevance to this thesis, as the operation involves the surgical division of 

the pubic bones of the pelvis in the region of the symphysis pubis (see Figure 8.1). 

Figure 8.1 Female Pelvis - Demonstrating Pelvic Joints 

Adapted by the author. 

pubis 
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Despite a vast literature on symphysiotomy and its derivative operations' extending 
from the 1760s up until the present time, it seems to have been given relatively little recent 

attention by medical historians. 

As previously discussed, in severe cases of obstructed labour caused by pelvic 
deformity and contraction the fetus would be unable to enter the pelvic cavity from above. 
Consequently, it was impossible for an operator to access the fetus internally, and so manual 

attempts at removal or to apply forceps were out of the question. 
In France in the 1790s, apart from performing a caesarean operation, which caused the 

loss of two out of three mothers, there were very limited ways of dealing with severe 

contraction. 2 In England, methods such as early induction of labour and craniotomy aimed to 

preserve the mother's life. These options were not acceptable in Roman Catholic France 

because of the possibility of actually killing a living fetus. There was also a concern about the 

future integrity of the mother's reproductive system. 3 

Symphysiotomy held promise as a less invasive alternative to the caesarean in cases of 

contracted pelvis or cephalo-pelvic disproportion (CPD). This involved the division of the pubic 
bones in the centrally-situated region of the symphysis pubis in an attempt to widen the pelvis 

and allow vaginal birth to take place. Sigault first proposed the operation in 1768, when it was 

rejected by the French Royal Academy of Surgery. The first operation was performed in France 

in 1777 where it initially received a rapturous reception from the Faculty of Medicine. 

Its pioneers, the surgeons and accoucheurs Jean Rene Sigault (b. 1749) and Alphonse Le 

Roy (1742-1816) were awarded medals for their work, although shortly afterwards, the operation 
became the subject of much debate and controversy. Once the initial curiosity of the English men 

midwives had been satisfied, many concluded that it was a barbarous operation of limited use. 
Regardless, symphysiotomy remained on the margins of mainstream obstetrics, undergoing 
limited revival towards the end of the nineteenth century, when a similar operation, pubiotomy, 5 

was further explored. 

' Symphysiotomy was given several different names in the English medical literature, and similar operations were 
also devised which also involved division of the pubic bones; see Aitken 1785,1786, Section 8.7, ̀ Pelvitomy Nova'. 
2 Brockliss and Jones 1997, pp. 560-2. 
3 Loudon 1992, p. 133. 
3 See Kerr and Chassar Moir 1949, pp. 583-7 for details of the pubiotomy operation. 
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Although a wide range of papers were published on these operations, from various parts of 
the globe, either advocating or denigrating their use, symphysiotomy and pubiotomy were 

eventually relegated to the history books in the west. However a niche was found for 

symphysiotomy in the twentieth century in developing countries, where caesarean operations 

were not always an option. 

8.1.1 Literature review 

The British men midwives followed reports of this operation in France with interest. 

Opinions of eighteenth-century English men midwives on this operation were documented in 

contemporary English midwifery treatises. During the nineteenth and twentieth centuries, sources 

available on symphysiotomy and similar operations became extensive, necessitating a selective 

review of the literature. 6 The operation was reported both by Sigault and by Alphonse Le Roy; the 

latter version was translated into English in 1778. This chapter relies upon the English translation 

of the treatise of Le Roy, who witnessed the operation and provided follow-up care of the patient. 7 

8.2 Development of surgical symphysiotomy 

From antiquity, it was commonly assumed that separation of the pubic bones was a natural 

phenomenon which occurred at birth to allow fetal egress. 
As previously discussed, since the mid-sixteenth century, when the Italian anatomists 

challenged the theory of separation of the pubic bones, this phenomenon became more widely 

accepted as a rare event, occurring occasionally during pregnancy, labour or the immediate post 

natal period. It was not part of the normal process of birth. 8 However, the concept of separation to 

allow fetal egress may have inspired the development of surgical symphysiotomy. 

6A brief examination of the Index Catalogue of the Library of the Surgeon General's Office (1879 onwards) and 
Index Medicus illustrate the vast literature on symphysiotomy and related operations. 
7 Le Roy 1778. 
8 The possibility of spontaneous pelvic joint separation during normal labour was refuted by Jean Louis 
Baudelocque (1746-18 10) who suggested the phenomenon was pathological in nature. In 1781 he concluded that 
separation of the pelvic bones was rarely seen at dissection and not associated with laborious labour or a 
distorted pelvis any more than with a normal-shaped pelvis and normal-sized fetus, although it sometimes 
occurred after instrumental delivery or a fall. He also noted that the composition of the ligamentous tissue of the 
symphysis predisposed to pubic bone separation. Baudelocque 1790 
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A number of men midwives described ways of widening the pelvis. The traditional 

(ancient) remedies included baths, lotions, and the application of fat or oils to the pelvic bones, to 

relax them. Ideas about symphysiotomy were mooted in France as early as 1319, when Jacques 

D'Ambroise attempted the first symphysiotomy on the body of a woman executed for stifling her 

child, 9 and later submitted again by another Frenchman, Severin Pineau. 10 

The English man midwife, Thomas Denman reported the use of distending instruments to 

widen the pelvis by achieving or increasing pubic bone separation. " These consisted of bags of 

air or water used to apply internal pressure to the pelvic bones. Thomas Radford suggested their 

use was feasible in women suffering from mollities ossium who had soft pelvic bones, susceptible 

to movement by pressure. 12 In the late eighteenth century, pelvic bone separation continued to be 

explored in a number of experimental studies. 

8.2.1 Animal and human experimentation 

Jean Rene Sigault (b. 1740) had been interested in the possibility of symphysiotomy as a 

student. In 1768, he attempted to convince the Paris Academy of Surgery of the benefits of 

surgical separation of the pubic bones in cases of obstructed labour. 13 His work was rejected by 

the Academy, leading him to approach the Paris Faculty of Medicine. In the interim period, others 

were also carrying out experimental work in this area. Between 1769 -1770 Peter Camper (1722- 

1789) Professor of Anatomy, Medicine, and Surgery at Amsterdam and Groningen, having been 

denied criminal corpses on which to experiment, successfully carried out the operation on a pig. '4 

The Paris surgeon, Alphonse Le Roy experimented on corpses and claimed to have 

achieved a greater degree of pubic bone separation than Sigault. He noted that pelvic separation 

on male corpses was limited when compared to females, and the greatest amounts of separation 

were gained in women who had died in or around the time of childbirth. He noted that the 

operation was easier on pregnant corpses, probably because the cellular membranes, muscles, 

9 Le Roy 1778, p. 11. 
10 Le Roy 1778, p. 15. 
" Denman 1788, p. 14. 
12 Radford 1880, p. 61. 
" Gelfand 1980, p. 153. For a secondary account of Sigault's work on Symphysiotomy, see Churchill 1872, pp. 416- 
417. For brief profiles of Sigault and his rival Baudelocque, see Baskett 1996, pp. 17,213. 
14 Le Roy 1778, pp. 16-17. 
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bones and joints were more relaxed in pregnancy. ls Also, at this time, the pubic region was tender 

and the joints of the pubes softened and swelled, distending and separating the periosteum of the 

bones. He suggested that this softening effect that pregnancy had on the body tissues also 

underpinned the country practice of impregnating mature cows to make their meat tender. 16 

Inspired by Severin Pineau and Jacques D'Ambroise, Le Roy suspected that lifting the 

thighs of women at symphysiotomy might increase pubic bone separation. '7 However, the 

articulations on cadavers were more rigid than normal. Le Roy concluded that the experiment 

might best be carried out on a warm dead body. 

8.2.2 In the interests of mankind ... 

Le Roy took advantage of a rare opportunity when a midwife called him to a case in which 

a mother had just died. He gained permission from the relatives to perform an `operation ... 
which was of interest to mankind'. 18 When the family left the room, Le Roy proceeded to 

perform the separation and moved the legs to obtain a pubic space, the breadth of 4 knuckles (two 

inches and a half) and then reduced the space again, resulting in some ligament damage and 

minimal bladder injury. Sigault and Le Roy arranged to carry out the next experiment together on 

a living woman. 

8.2.3 The first successful symphysiotomy 

The first operation was performed on a Madame Suchot; according to Le Roy, Madame 

Suchot was 38 years old and 3' 8" tall around the time of the operation. 19 She had a history of four 

previous stillbirths from CPD. Her first infant was delivered vaginally by Sigault and an assistant, 

with much ̀ moulding' to its head (over-riding of the skull bones). The next three of Madame 

15 Le Roy 1778, pp. 18-24. 
16 Le Roy 1778, p. 20. 
'7 Le Roy 1778, pp. 11-15,24. 
18 Le Roy 1778, p. 25. 
19 Madame Suchot appeared to have suffered from childhood rickets, leading to rachitic dwarfism and a contracted 
pelvis. 
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Suchot's issue were delivered by Sigault using the crochet. It was agreed that she was an ideal 

candidate for the new operation. 20 

8.2.4 Postnatal complications 

Madame Suchot's recovery was monitored daily by M. Le Roy, who invited other 

surgeons and physicians to her bedside to examine her. He reported that she was initially in great 

pain, especially in the region of her left hip. She developed several fevers, had a heavy lochia 

(vaginal discharge after birth), and a discharge from her symphysiotomy wound. She 

intermittently passed little urine, followed by periods of incontinence. 

During her recovery, Madame Suchot had been put on a strict diet by Le Roy, but, feeling 

wretched and starved, she had deviated from it. Le Roy claimed this was the cause of her post- 

natal complications. Jean Louis Baudelocque was amongst the medical men invited to see 
Madame Suchot at her bedside. He saw her on her thirteenth post-operative day and noted that the 
infant seemed small and immature; Le Roy attributed its size to feeding problems. 

On the forty-sixth post-operative day, wearing a binder around her hips, Madame Suchot 

managed to stand and weight-bear. Later, she went to the College of Physicians to be examined 

and questioned about her recovery. She is reported to have told them she could retain her urine 

unless there was a great quantity to come away, and it never came from her involuntarily, unless 

she walked or stood, suggesting her incontinence occurred frequently. Le Roy argued that she was 

prone to occasional urinary incontinence before the operation, while acknowledging that her 

20 Le Roy described the procedure carried out on Madame Suchot in precise detail. She was positioned in a dorsal 
position (on her back) with her thighs slightly opened. After shaving the pubic area, a catheter (urinary drainage 
tube) was introduced into the bladder. The inferior part of the integument (tissue surrounding pubic bones) was 
drawn down and the first incision begun 2-3 lines above the pubic bones and ending in the middle of the symphyses. 
The cartilage was then exposed with only a small amount of bleeding. He advised this was cut to one side of the 
mid-line in order to preserve the suspensory ligament of the bladder, recommending separation was made on the left 
side, as the neck of the bladder was more inclined to the right. Inadvertent division of the suspensory ligament of the 
bladder would have risked postnatal urinary incontinence. The cartilage was to be cut whilst directing the catheter 
out of the way. Afterwards, the catheter was left in and a container attached to collect the urine. The wound was 
dressed with dry lint `moistened with brandy' and egg white. 
Postnatal healing was explored on animals by Parisian surgeons. They suspected callus formation (bone healing) 
helped to widen the pelvis by producing new bone growth, useful in future pregnancies. Sigault and Le Roy realised 
that their patient would need to be immobilised in bed afterwards, with the pubes supported and given sufficient 
time for the bones to knit together before weight bearing again. 
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urinary sphincter had been injured in the operation. A fistula21 may of course have developed 

following a previous traumatic birth. Overall the panel judged the operation a success, and Sigault 

and Le Roy were both awarded medals. 
The procedure was subsequently practised by others in Italy and other parts of Europe 

with varying success; some proposed modified techniques, and several fine saws or cutting wires 

were invented for the division of the pubic bones. 22 

8.3 Baudelocque's concerns about the benefits of the operation 

Jean Louis Baudelocque and others seemed to view the achievements of Sigault and Le 

Roy with suspicion. Baudelocque had written a thesis on the drawbacks of symphysiotomy eleven 

months prior to Madame Suchot's operation. He appeared to doubt Sigault and Le Roy's success, 

and described his own parallel experiments to assess the achievable limits of pelvic widening and 

possible damage to neighbouring physical structures. 
Sigault and Le Roy were acquainted with Baudelocque, and there was clearly tension 

between them and others concerning the development and utility of this operation. Le Roy began 

his account of the first operation with a protest at the negative reactions of peers to their 

accomplishment. Le Roy, an established surgeon, believed that these negative criticisms were 
based upon professional, envy and desire for revenge. 23 

Baudelocque's three-volume treatise A System of Midwifery, written in 178 1,24 discussed 

spontaneous symphysiotomy in volumes one and three. Volume three contained a 116-page 

section entitled `Of the section of the pubes'. He reported an initial surge of interest in the 

potential of the new operation, claiming that it was performed `... more times in the space of 4-5 

years than the caesarean ... in the course of twenty or thirty or longer'. 25 However, Baudelocque 

chose to reserve judgement on its success, inferring that the Faculty of Medicine was hasty in 

promoting the new procedure after only one operation had been performed. In the period prior to 

21 In prolonged labour, the fetal head may cause compression of the soft tissues against the bones of the pelvis, 
leading to a lack of blood flow in this area and necrosis (tissue death). A hole then forms between the maternal 
vagina and bladder and/or vagina and rectum, depending on the region being compressed, to cause urinary 
incontinence, faecal incontinence or both. 
22 See Speert 1973, p. 285, for illustrations of pubiotomy instruments. 
23 Le Roy 1778, p. xi-xvi. Le Roy also harboured a deep distrust of women and midwives; Gelbart 1998, p. 205. 
24 Baudelocque 1790. 
25 Baudelocque 1790 volume. 3, p. 241. 
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the unification of the schools of surgery and medicine, Toby Gelfand suggests that the Academy 

of Surgery and Paris Faculty of Medicine were rivals and that the Faculty may have had its own 

motives for celebrating this success so early and so widely. 26 Meanwhile, Baudelocque protested 

that the operation was: 

... the fruit of an opinion too hastily embraced by persons of science, but too 
credulous concerning the pretended advantages of spontaneous separation of the 
ossa pubis. 27 

8.3.1 The amount of space achieved was limited and unpredictable ... 

As a result of his morbid experiments, Baudelocque calculated that to produce any 

significant increase in the anterior-posterior (A-P) diameter of the pelvis, a proportionately much 
larger separation of the symphyses pubis was required? 28 Consequently a separation of 2.5 inches 

would only increase the A-P diameter of the superior straight (inlet) of the pelvis by 4-6 lines29 to 

allow fetal egress. The amount of separation obtainable varied between cases, but in general 

pelvic expansion would be insufficient to enable a vaginal delivery in severe cases of CPD. 

Baudelocque argued that the procedure could not replace the caesarean or destructive procedures 

as previously anticipated. 
Baudelocque appeared to question Le Roy's reported measurements of Madame Suchot's 

pelvis, which may have exaggerated its smallness. He inferred that Madame Suchot's fifth baby 

delivered by symphysiotomy was slightly premature and quite possibly smaller than her other 
four children. 30 Baudelocque had examined Madame Suchot's pelvis internally and externally 

many times over with his students, and claimed that it was not uniformly contracted: 31 towards the 

left side there was adequate room for her child to be born without a symphysiotomy. 32 

26 Gelfand 1980,153. 
27 Baudelocque 1790, volume 1, p. 43. 
28 The ratio was 2 lines of anterior-posterior (front to back) expansion for every 6 lines of separation in the transverse 
diameter (width). 
29 According to Le Roy (p. 12), twelve lines equalled one English inch and twelve inches a foot, although a French 
foot equated with 13 English inches. 
30 Baudelocque (1790, volume 3) inferred that on some occasions the operation may not have been necessary in the 
first place. 
31 This suggests that Madame Suchot was a rare and interesting case, and that accoucheurs and students regularly 
examined her, perhaps for a fee. 
32 Baudelocque 1790 volume 3, pp. 276-8. 
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Baudelocque was later concerned about the inappropriate use of the procedure by 

impulsive surgeons. He described one of Sigault's patients, who refused to have a symphysiotomy 

and went on to manage a normal delivery. A local midwife, Madame Bellami, believed the 

mother's pelvis was not particularly small and the baby was relatively large, which seems to raise 

questions about the extent of Sigault's achievements. 
Other major misgivings were associated with the potential morbidity and mortality of the 

procedure. Although maternal mortality was generally high from operative procedures and 

secondary infection, Baudelocque reveals that out of a total of five of Sigault's cases, one mother 

and four infants died and of Le Roy's five cases, one mother and no infants died. 

8.3.2 Baudelocque's experiments 

Baudelocque had access to pauper patients at the lying-in hospital where his experimental 

studies were carried out. He performed a symphysiotomy experiment on a mother who died 

following a caesarean operation. He then tried to force the dead baby through the pelvis, resulting 
in much maternal injury. He found that the sacro-iliac symphyses (see Figure 8.1) could separate 

and tear to different degrees and not always equally so. When the separation was sudden or too 

excessive it resulted in `... severe pains, ... impossibility of walking, ... inflammation, fever, 

abscesses, caries, and lastly death itself. Others suffered with chronic pain for years afterwards. 33 

8.3.3 Better not to get pregnant? 

Baudelocque reflected on the limited amount of help available to women with severely 
deformed pelves, whom he described as victims of the `sad resources of our art'. 34 He proposed 

that pre-marital pelvic assessment might help avoid life-threatening pregnancies: 

What woman would have purchased the title of mother so dear, if she had been 
assured that in becoming pregnant she could have no resource but the caesarean 
operation, or in the section of the pubes? What woman would have consented to the 

33 Baudelocque 1790 volume 1, p. 44. 
34 Baudelocque 1790 volume 1, p. 86. 
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sacrifice of her child, to save her from these operations? And who would have 
wished to taste the sweets of the hymen at that price? 35 

8.4 The British Response to Symphysiotomy 

Paris was considered a European centre of medical excellence, assisted by its relatively 
liberal rules on human dissection. 36 It was also considered to have the best surgeons, and offered 

courses in surgery and midwifery. Many English men midwives travelled to Paris to undertake 

such courses, despite political and language differences (though these may have been alleviated 
by the use of Latin). English men midwives developed close links with their peers in France, and 

when the first symphysiotomy operation was celebrated in 1777, Dr John Leake, member of the 

Royal College of Physicians, London and man midwife to the Westminster New Lying-in 

Hospital contacted Le Roy, who had assisted at the operation, to obtain a personal copy of his 

report. Leake then promptly arranged for its translation into English and its publication in 1778. 

Symphysiotomy was discussed amongst the English men midwives, and received a mixed 

reception. The curious included John and William Hunter, Thomas Denman and William Osborn, 

who attempted to find out more about the operation. William Hunter performed his own 
dissections of the symphysis pubis37 and considered the use of the operation very carefully, 

concluding that Le Roy's report was based upon limited evidence. His views on the division of 

the ossa pubis were stated in his 1778 correspondence with an acquaintance, James Vaughan. 

(Vaughan had previously had sent him a dried pelvis severely affected by mollities ossium for his 

collection, and subsequently invited him to include some of his comments on the pelvis in his 

forthcoming publication. )38 

35 Baudelocque 1790 volume 1, p. 86-7. Baudelocque was also more conservative about the use of the caesarean 
operation. He tended to agree with the English men midwives who were not prepared to sacrifice the mother's life 
for the child's. For further reading on the moral dilemmas and religious influences upon medical practice, see 
Loudon 1992, pp. 133-135. 
36 By the mid-eighteenth century in England, the by-laws of the Barber Surgeons Company had lapsed, and 
dissections were allowed to take place, although obtaining corpses remained a problem; Richardson 1988, Gelfand 
1972. 
37 Hunter 1764. 
38 Hunter 1778. 
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8.4.1 Limitations of the operation 

Le Roy acknowledged that the operation was not effective in cases of severe pelvic 

contraction, although he did not believe that such pelves (i. e. with apertures of less than two 
inches) existed. This intrigued Hunter, who had four such specimens in his collection. Hunter 

concluded on balance that to perform a symphysiotomy on a healthy woman simply to save the 

child was not justified. Furthermore, the standard English practice of lessening the head or 

craniotomy, if practised with due care, was safer. Hunter believed that symphysiotomy was far 

too drastic a procedure to which to subject a woman: 

[having] ... the strongest joints of their body cut and torn asunder, to secure a 
chance only, of a living child. 39 

To the dismay of William Osborn, Hunter conceded that when the pelvis was too narrow to admit 

access to the child by the crochet (metal hook for destructive operations), symphysiotomy, in 

combination with craniotomy could be better than the caesarean operation and might save the 

mother. 40 He feared, however, that this combined operation was of limited utility, and in the 

hands of junior or over zealous practitioners might become abused, to the great terror of 

mankind 41 

8.4.2 The procedure of `lessening the head' 

William Osborn was a firm advocate of the procedure of lessening the head (craniotomy). 

In 1783, Osborn wrote An Essay on Laborious Parturition in which the Division of the Symphysis 

Pubis is Particularly Considered. 42 In this 271- page essay, he reviewed 25 symphysiotomy cases 
from France and other nations, concluding that the operation was in no circumstances 
`warrantable'. 43 He also suggested that Dr Leake, while claiming to investigate the use of this 

operation with a spirit of scientific enquiry, appeared to be defending its utility against a 

significant number of general criticisms. 

39Hunter 1778, p. 95. 
40Hunter 1778, p. 96. 
4' Hunter 1778, pp. 97-8. 
42 Osborn 1783. 
43 Osborn 1783, p. 142. 
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Osborn believed that the space gained by division of the pubes was invariably insufficient 

to allow the child to pass through the pelvis alive, and that in these cases a caesarean was be the 

only realistic option. Based upon case reports and experimental investigations, he believed that 

the trauma to the surrounding tissues and joints, even when a small expansion was obtained, 

would be considerable. He also argued that symphysiotomy would not provide sufficient space for 

the use of the crochet in severely contracted pelves, objecting strongly to William Hunter's 

proposal to use the combined operation of symphysiotomy and craniotomy. 44 

8.5 The first symphysiotomy in England 

Symphysiotomy was first successfully carried out in England in 1782, by John Welchman, 

a surgeon from Kington, Warwickshire, who was assisted by his son. The patient was called Mary 

Ordway, and he had attended her six years previously when she had given birth normally. At the 

age of 39, she called for Welchman's assistance again. When he arrived he was stunned by her 

appearance; she had previously been around 5 feet 6 inches tall, but was now less than 4 feet in 

height, `with her knees and chin almost meeting'. 5 She had walked on two sticks for several 

years, but was now mostly confined to bed or to her elbow chair. 46 He was summoned on Monday 

2nd September, and on examination he could only just get his forefinger between the ischial 

tuberosities and reach round `the jetting in of the os sacrum'. 47 The fetus was in a breech position 
high above the pelvis. 

The mother had displayed the classical signs of maternal distress in labour for several 
days, including a racing pulse, vomiting, lack of sleep, pain and fever. On Tuesday 3`d September 

she had some ̀ flooding' (vaginal haemorrhaging) followed by strong contractions, but there was 

no further progress in labour, and Welchman and his son were concerned that Mary Ordway 

would not live without an operation. They tried without successl to obtain a second opinion before 

carrying out the operation, which had not been performed before in England on a live subject. As 

the flooding continued, with her consent, the operation went ahead. Welchman followed Le Roy's 

as Osborn 1783, pp. 135-43. 
as Welchman 1790, p. 47. 
46 Mary Ordway appeared to have suffered from mollities ossium. 
47 Welchman 1790, p. 47. 
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procedure and delivered a macerated stillborn infant. Although Welchman believed the operation 
had been a technical success, Mary Ordway died afterwards of sepsis. 

Welchman's son obtained her pelvis for measuring and drying, and was able to confirm 

that it was contracted. As his son prepared the pelvis, Welchman noted how very soft and pliable 
it was. 48 He concluded that the pelvis might not have expanded quite so much if the bones had 

not been so soft, suggesting that this feature contributed to the success of the symphysiotomy. 
Finally he urged novice practitioners not to be too hasty in using it, advocating patience and 

caution. 

8.6 Was symphysiotomy as effective as initially hoped? 

Le Roy (1778) was aware of the reservations expressed by others about the procedure. He 

chose to believe that this was as a result of him exposing the `false practices' of others, who 

subsequently retaliated by criticising his work 49 However, some concerns were from 

commentators who were not acquainted with him. 

In 1799, John Hull of Manchester collected details of 44 cases of section of the symphysis 

pubis from France, Britain and Europe, carried out between 1777 and 1793.5° Much of the data 

were obtained by Baudelocque, which reinforces Anglo-French midwifery connections. In the 

case collection, thirty women survived and fourteen died. In Hull's tables, fifteen babies were 

born live, twenty-two died around the time of birth and seven were unaccounted for. Hull noted 

discrepancies in the data, arising from differences between pelvic measurements recorded around 

the time of the operation by the operators and those carried out later by others, namely 

Baudelocque. In several cases, the A-P diameters of the inlet of the pelvis appeared to be under- 

measured, appearing to be smaller than they actually were. Hull conceded that measurements 

could not easily be obtained on live subjects, and made allowances for some differences. 

However, in case 12, the AT dimensions of the pelvis were reported as being one and a half 

inches or one and two thirds of an inch from the sacrum to the symphysis pubis, and yet the 

patient was reported to have laboured `naturally' on two subsequent occasions. Hull concluded 

48 Welchman 1790, p. 4. 
49 Le Roy 1778, p. xiv. 
50 Hull 1799. 
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that the reporter was either `egregiously mistaken or guilty of a wilful misrepresentation'. 51 From 

the list of 14 mothers that did not survive the operation, Hull doubted whether the operation was 

successful in mothers whose pelves measured less than two and a half inches from pubis to 

sacrum. 
In the early days after a small number of operations had been performed, there was 

significant maternal and infant mortality and morbidity. Le Roy argued in 1778 that 

symphysiotomy was less likely to result in loss of the mother than caesarean. However, 

Baudelocque and others questioned the efficacy of the procedure, as the degree of expansion in 

the width of the pelvis to obtain sufficient increase in the anterior-posterior (A-P) diameter of the 

pelvis was not always obtainable. Its utility in cases of severe cephalo-pelvic disproportion 

(CPD), when large degrees of separation were necessary, was limited, and so caesarean or 

destructive operations could not be entirely replaced by symphysiotomy as originally hoped. Le 

Roy acknowledged that maternal injury was also a possibility, especially ligament tearing when 

separation of the thighs occurred too rapidly. As for injury to the bladder and urethra, he believed 

this was surmountable by careful operative technique. 

Nevertheless, the authenticity of Madame Suchot's case was questioned by Baudelocque 

who queried whether a normal birth might have been possible, as the baby appeared to be 

relatively small. The procedure was subsequently experimented with in other parts of Europe, 

particularly Italy and Spain, where it met with varied degrees of success and criticism. 

Notwithstanding its acceptance in some parts of Europe, English men midwives tended to 

believe that the procedure was `over-applauded' in France and that the achievements of Sigault 

and Le Roy had been overstated. Thomas Denman wrote: 

... there could scarcely have been greater exultation had he [Sigault] invented a 
method by which the whole human race should in future have been freed from the 
pains and dangers of parturition. 52 

s1 Hull 1799, table II attached at back of treatise (no page number). 
32 Denman 1788, volume 2, p. 222. 
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8.7 Symphysiotomy in Ireland and Scotland 

In Ireland, William Dease53 advised against the procedure on similar grounds to 

Baudelocque. Similarly, in 1785, the Scottish man midwife, surgeon and anatomist, John Aitken, 

listed ten common objections to the operation. 54 Aitken has been associated by historiographers 

with the invention of the pubiotomy and pelviotomy operations. After close examination of the ss 

primary sources this author argues that this link has been inaccurately interpreted and replicated in 

the midwifery historiography. 

In the three editions of Aitken's treatise Principles of Midwifery or Puerperal Medicine 

(published in 1784,1785, and 1786), the words `pubiotomy'* and `pelviotomy' are notably 

absent. 56 Instead, Aitken used the term `pelvitomy' which he annotated in the 1785 edition as 

being synonymous with `symphysiotomy', `synchondrotomia', `section of the symphysis pubis' 

and ̀ the Sigaultian operation'. 57 He outlined the procedure for pelvitomy or symphysiotomy in all 

three editions. In the 1784 edition he added a footnote in which he described a knife he had 

invented which could be used to divide ossified cartilage safely. 58 In the 1785 edition, he 

appended a ten-point list of objections to pelvitomy or symphysiotomy. After objection two, 

which was related to the potential for injury to the neck of the bladder, he added a footnote in 

which he suggested that this objection could be removed by the use of his flexible knife, which 

`cuts from within outwards'. 59 Aitken was a surgeon and anatomist, who had devised a saw to 

divide bones in anatomical demonstrations. 60 It seems possible that Aitken took the opportunity to 

advertise his cutting invention, while remaining generally unenthusiastic about symphysiotomy. 

Other historiographers may have assumed from his mentioning of his invention in this context 

that he was in favour of the procedure. 

� Dease 1783, pp. 67-70. 
54 Aitken 1785, pp. 78-9. 
55 See, for example, Graham 1950, pp. 365-6. 
56 Aitken 1784,1785,1786. 
s' Aitken 1784, p. 41. p. 75. 
SBAitken J. (1784), p. 42. 
"Aitken J (1785), pp. 78-79. 
60 Skippen et al. 2004, p. 74. 

196 


