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THE two great purposes of the art of medicine are to save life and to 
relieve suffering. Any situation wherein a physician not only witnesses 

death but is called upon to cause it must be doubly distasteful to him. A 
therapeutic abortion is such a situation. It is really an admission of failure on 
all parts to control disease and remove its threat to the life of the mother." 
Thus did Bowles and Domzalski1 in 1949 summarize one of the most important 
and controversial problems in modern medicine~important because therapeutic 
abortion is identified with a plan, however well intentioned, which culminates 
in the deliberate destruction of the fetus prior to the period of viability; 
controversial because in this one phase of medicine the life of the baby is 
unconditionally surrendered to the disease of the mother. The physician from 
earliest times has dedicated his life to the saving of human life. Leaders in 
our profession from the days of Hippocrates have emphasized this concept 
and have particularly stressed the responsibility of the physician in safe
guarding the life of the unborn child. As recently as 1948, one of the most 
important precepts propounded by the World Health Organization in its 
Declaration of Geneva is the statement, "I will maintain the utmost respect 
for human life from the time of conception; even under threat I will not use 
my medical knowledge contrary to the laws of humanity.'' 

Therapeutic abortion is, therefore, a direct violation of the fundamental 
ideals and traditions of medical practice. It is distressing to find that it has 
received scant attention in obstetrical literature, whereas authorities in the 
appropriate specialties concerned with the complications of pregnancy have 
been most articulate during the past twenty-five years in condemning 
abortion as a therapeutic measure. They have repeatedly emphasized that, 
as far as a complicating disease is concerned, the expectant mother presents a 
problem not greatly different from that of a nonpregnant sister with the same 
disease, and that furthermore, so far as her pregnancy is concerned, she is not 
greatly different from other pregnant women. 

Despite such testimony, it has been estimated that over 18,000 therapeutic 
abortions are performed each year in the United States. In the face of such 
appalling loss of life, one is forced to the conclusion that therapeutic abortion 
has been seriously neglected in obstetrical literature, and is very probably 
the most poorly regulated procedure in medicine. 

*Presented at a comblnecl meeting of the Boston, New York, and Philadelphia Obstetrical 
Societies, Boston, A-pril 21, 1953. 
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To secure definite factual information, questionnaires were sent to 3G7 
hospitals in this country. Replies were received from 17 L of which 1 :i:2 
supplied detailed information as requested ('l'able I). The~e hospitals wNe 
selected (a) because they have been approved for the training of residents 
or interns; (b) because of their diversified geographical location, and (c) he
cause of the number of deliveries. It was felt that information from smh 
institutions would be accurate and that the casrs reported would have been 
adequately studied. 

'rABLE r. a~~NF..RAI, ANALYsrs oF QuEsTIONNAIREs 

Number of questionnaires sent out 
Number of questionnaires returned 

Number of hospitals where therapeutic abortions were done 
With sufficient data for analysis 

Number of hospitals where abortions were not done 
With sufficient data for 

367 
171 

79 

1!2 
69 

The study was divided into two five-year periods, 1941-1945 and 1946-
1950. The total number of deliveries involved in the study was over three 
million, a figure which becomes important when it is realized that this 
approximates the number of deliveries in the entire nation in one given year. 
The death rates per 1,000 (Table II) shown in the two series testify to the 
good obstetrics performed in these institutions, inasmuch as a maternal 
mortality rate of less than 1 per 1,000 was not achieved by the nation as a 
whole until 1950. Of special interest is the fact that the maternal mortality 
rates in the hospitals performing therapeutic abortions, while excellent, were 
not better than those in the hospitals wherein no therapeutic abortions were 
performed. In fact, a few more mothers died in the hospitals allowing 
therapeutic abortions. It may not be argued that those hospitals allowing 
therapeutic abortions necessarily fell heir to a greater number of complicated 
obstetrical cases. The hospitals in both groups, in direct answer to a specific 
question, replied that they did not refuse admission to any patients except 
those suffering from communicable disease. In not a few instances the 
hospitals which replied to our questionnaire represented the only major m· 
teaching unit in a large area; in some cases they permitted and in others they 
forbade therapeutic abortions. It is reasonable to assume that in some in
stances patients were not accepted for admission where therapeutic abortion 
was the announced purpose for hospitalization. As will be pointed out later, 
the proper control of therapeutic abortion can be maintained only under the 
impersonal and objective atmosphere of hospital practice. 

TABLE II. MATERNAL MORTALITY 

I 
NO THERAPEUTIC ABORTIONS I THERAPEUTIC ABORTIONS 

YEARS DEATHS I DELIVERIES I RATE/1,000 DEATHS DELIVERIES 1 RATE/I.ooff 
1941·1945 827 642,788 1.28 97J 599,685 1.61 
1946-1950 642 1,038,201 0.61 587 975.0R2 0.61 

Total 1,469 1,680,989 0.87 1,558 1,574,717 0.98 
Totals Both Choups, Both Periods 

3,027 3,255,706 Rate - 0.93 
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The breakdown of the causes of maternal mortality (Table III) shows a 
striking parallelism in the two groups. Hemorrhage, shock, and toxemia are 
the big killers as might be expected in any obstetrical survey. It is surprising 
to see pulmonary embolus so high on the list and disturbing to notice such 
an uninstructive term as "cardiac failure" so prominent. Ruptured uteri 
and anesthesia again testify to the high incidence of man-made causes of 
maternal mortality even in the best circles. The only real disparities in the 
two groups are found in tuberculosis and criminal abortion. In each instance 
an unusually large contribution from a single hospital influenced the figures. 
'l'his table represents a continuing argument for strong, .-well-regulated 
obstetrical departments in all hospitals and demonstrates again how many 
maternal deaths are still preventable. This information will be fruitful only 
in so far as it can stimulate renewed efforts toward better cooperative pre
natal care and education of physicians and the public alike. 

TABLE III. CAUSES OF MATERNAL MORTALITY 

NO THERAPEUTIC ABORTION DONE 

1. Eclampsia, toxemia 
2. Hemorrhage, shock 
3. Pulmonary embolus 
4. Cerebral accident, hypertension, 

nephritis 
5. Cardiae failure 
6. Ruptured uterus 
7. Infection 
8. Abruptio placentae 
9. Rheumatic heart disease 

10. Anesthesia 
11. Pneumonia 
12. Placenta previa 
13. Tuberculosis 
14. Criminal abortion 

244 
244 
126 

98 
70 
45 
39 
38 
36 
28 
24 
23 

6 
3 

THERAPEUTIC ABOR'l'ION DONE 
-··-··-------

1. Eclampsia, toxemia 270 
2. Hemorrhage, shock 164 
3. Pulmonary embolus 117 
4. Cerebral accident, hypertension, 

nephritis 104 
5. Cardiac failure 86 
6. Infection 66 
7. Criminal abortion 61 
8. Ruptured uterus 4i 
9. Anesthesia 41 

10. Abruptio placentae 38 
11. Rheumatic heart disease 37 
12. Peritonitis 34 
13. Tuberculosis 33 
14. Pneumonia 28 
15. Placenta 27 

The total number of therapeutic abortions done, as shown in Table IV, 
was 2,717 with a rate of 2.3 per 1,000. The wide variation in rate, 0.2 per 
1,000 and 7.3 per 1,000 over this ten-year period, points to a disunity of 
opinion as to their necessity or a marked variation in the indications. In 
this series, the incidence represented a ratio of 1 in 418 deliveries. That this 
is low is attested by the statement of Eastman2 who estimated a ratio of 1 in 
150 to 1 in 200 deliveries, and that of Tietze3 who in a five-year period in 
New York City found it to be 1 in 213 deliveries. It is worthy of comment 

'l'ABLE IV. GENERAL FREQUENCY OF THERAPEU1'IC ABORTION IN 'I'HIS AND OTHER HEPORTED 
SERIES 

Total number deliveries during same period in hospitals 
supplying adequate statistics 

Rate per 1,000 births 
Variation in rate per 1,000 births during 10 year period 
Ratio to deliveries 
Eastman2 
Tietzes 

1,135,618 
2.38 
0.2/1,000 to 7.3/1,000 
1 in 418 
1 in 150 to 1 in 200 
1 in 213 



338 HEFFERN AN AND LYNCH Am. J, Obst. & Gynec 
August, 195 3 

to point out that the latter author noted the ratio in New York City to he 
eight times as frequent in private patients as to service cases. 

The incidence of therapeutic ubortion per 1,000 deliveries in sixteen 
university level hospitals is shown in Table V. 'l'hese ·were all secular 
institutions. Three of these hospitals allowed no therapeutic abortions. 'l'he 
others vary in their incidence from OA:l to 8.55 per 1,000. The trend, with 
one exception, is toward a lessened destruction of fetal life. It is worthy 
of comment that :five other hospitals of university level either had no statistics 
available or had not compiled them on this important subject. 

TABLE V. IKCIDENCE OF THERAPEUTIC ABORTION PER 1,000 DEI,IVERIES IN SIX'fEEN 
UNIVERSITY LEVEL IIOSPI'l'ALS 

HOSPITAl, 

1 0 
2 0 
3 0 
4 0.58 
5 1.04 0.48 
6 1.29 0.60 
7 1.32 0.81 
8 1.34 0.43 
9 1.38 2.64 

10 4.16 3.01 
11 3.58t 
12 5.3 3.9 
13 6.61 4.50 
14 7.44 7.15 
15 7.5 5.3 
16 8.55 6.95 

Number of hospitals where statistics not available or not compiled, 5. 
•No statistics available for this five-year period. 
tRate for ten-year period, no five-year rate given. 

The indications for therapeutic abortion in this series have been broken 
down into four groups. The first group (Table VI) represents those disease 
entities whose successful management in pregnancy depends on good prenatal 
care. Chief on the list of these is tuberculosis. 'l'he tremendous weight of 
opinion opposing this may be summed up in the denunciation of the inter
ruption of pregnancy presented by ,Tacobs4 in 1946, who after analyzing the 
literature for thirty years said, "If abortion is to have any scientific justifica
tion, evidence must be sought showing that in general the harmful effeets 
are avoided if the pregnancy is being interrupted. A study of the literature 
will soon convince any impartial person that no such evidence exists." 

TABLE VI. INDICATIONS FOR THERAPEUTIC ABORTION 
I. Complications Subject to Prenatal Care Control 

"Cardiac" 
Rheumatic heart disease 
Congenital 
Pre-eelampsia 
Pibroids 
Hyperemesis 
Diabetes 

240 
173 

7 
120 

72 
46 
19 



Volume 66 STATUS OF THERAPEUTIC ABORTION IN MODERN OBSTETRICS 339 
Number 2 

Opinions of many eminent cardiologists5
-
9 through the years support the 

contention that heart disease in pregnancy can be successfully managed by 
competent prenatal care. Thus, Gorenberg10 states, "It is probable that 
practically every pregnancy encountered in a patient with heart disease can 
be brought to a successful spontaneous termination if adequate prenatal care 
is instituted and if absolute bed rest is enforced when indicated." One 
hundred twenty pregnancies were interrupted for pre-eclampsia before 
viability. If, indeed, by modern definition, these represented true pre
eclampsia rather than cardio-vascular-renal disease, good prenatal care could 
have saved most of these lives. 

Although fibroids can add to the obstetrician's worries, surely no preg
nancy should be interrupted for this benign condition. 

Present-day management should eliminate hyperemesis and diabetes from 
any discussion of therapeutic abortion. 

The second group of indications for therapeutic abortion (Table VII) 
may be classified as complications arising from metabolic, degenerative, or 
infectious diseases. 

TABLE VII. INDICATIONS FOR THERAPEUTIC ABORTION 

II. Complications Associated With Metabolic, Degenerative or Infectious Processes 

"Medical" 
Rh problems 
Cancer of breast 
Rubella 

97 
26 
17 
26 

Chronic nephritis, hypertension, and cardiovascular disease may offer 
serious problems. Many authorities have claimed that in nephritic patients 
the greatest danger to the mother is represented by further renal damage with 
each successive pregnancy. Reid and Teel11 and Dodds and Browne12 found 
that this was not true in over 50 per cent of their cases. The latter authors 
stated that they ''were unable to ascertain that the worsened renal status in 
the other patients was induced solely by the pregnancy rather than by the 
usual downhill course of the glomerulonephritis itself." Among the hyper
tensive patients, those who do not spontaneously abort may be managed by 
conservative methods including sympathectomy wheu indicated. Newell and 
Smithwiek/3 in reporting 14 cases of pregnancy following lumbodorsal 
splanchnicectomy, conclude: "Following a satisfactory response to operation, 
pregnancy, if carefully supervised, appears to be safe and permissible. The 
experiences presented above lead us to believe that following this operation 
certain hypertensive women may be able to tolerate pregnancy, which would 
be otherwise impossible or extremely hazardous. This is particularly true in 
the younger age group with severe essential and even malignant hyper
tension." 

The only indication given in 97 cases was "medical." This again demon
strates the almost casual attention given in some institutions (and necessarily 
by the department heads as well as by the attending physicians) to an opera-
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tion which, regardless of the pmpose t\l which it may be dedieate(1, JlN '-1' 

destroys life. 
The Rh factor has produced its ::iluu·e of' abnormal children. However, 

the positive constructive approach (not the destructive approach of thera
peutic abortion) to the problem has salvaged a gratifying number by the 
exchange transfusion. The physician who has seen mothers develop rising 
titers in the last trimester and then deliver normal babies will not be trapped 
into doing therapeutic abortion. Rising titers and other danger signals will 
stimulate him to prepare for an exchange transfusion in an effort to save the 
baby. 

The difficulties arising from the Hh factor have emphasized a new aspect 
of therapeutic abortion which has been carried over, as will be seen, to the 
situation found in rubella in pregnancy. In such cases, therapeutic abortion is 
being recommended in the absence of a threat to the mother's health and life 
and merely in the face of a possibility that the child would be born defective. 
Such therapeutic abortions are illegal, even in many states where the opera
tion is "legalized," and from a medical point of view they must be condemned 
since they assume untenable predictions to be facts. They are destructive in 
their approach, and are separated, by the mere width of the uterine wall, from 
the concept that defective children and the incurably ill should be sacrificed 
··for the good of the communi t.v.'' 

Carcinoma of the breast in pregnancy presents, many times, a tragic 
impasse replete with medical, emotional, and socioeeonomic problems. It has 
been considered a "legitimate" reason for therapeutic abortion. Eastman,14 

in commenting on a paper by Morton on "j\falignancy and Pregnancy," 
states: "Of particular interest and importance is the author's statement about 
mammary cancer and pregnancy, namely, that therapeutic abortion does not 
increase the chances of cure. I believe that Morton is correct in his con
tention but, as he well knows, the consensus around the country is just the 
reverse, especially among surgeons, who almost invariably urge therapeutic 
abortion in all such cases." 

Westberg,"5 in the most exhaustive work on the subject to date, eon
eludes: "Nothing has been found to bear out the opinion that induced abor·
tion should improve the prognosis. Nor does the prognosis seem to depend on 
the fact whether or not the patient nurses her offspring. It would thus seem 
that the pregnancy has no very great effect on the prognosis of breast cancer 
apart from the fact of the patient's delay in consulting a doctor and the 
doctor's inclination to postpone surgery." 

Since the work of Gregg16 in 1941, who found congenital defects in 
almost 100 per cent of the babies delivered by mothers who had rubella early 
in pregnancy, subsequent reports have shown a progressively lower incidence. 

"There is a definite danger," says Tenney,17 "in the assumption that the 
patient who has rubella in the early weeks of gestation should have the preg
nancy terminated. The diagnosis of rubella is sufficiently vague to be easily 
abused. In addition, many healthy children are born from mothers who have 
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had rubella. Other virus diseases may affect the infant, but we cannot assume 
that these are indications for abortion." The editors of the New England 
Journal of Medicine/ 8 in making a plea for data on such cases state," ... Yet, 
even ten years after the teratogenic capacities of the virus have been 
established, the precise risk cannot be stated-so rare are cases among adult 
females at a selected stage of gestation, so variable are the expressions of 
maternal infection in the infant, so cumbersome is the task of case finding, 
follow-up study, classification of defect and centralization of data. It is 
doubtful, however, that the risk of serious malformation is more than 15 per 
cent even at the first, crucial trimester of pregnancy, and it may prove 
less .... No physician is justified in stating categorically that rubella in the 
first trimester of pregnancy is always associated with a bad prognosis." 

As an indication for therapeutic abortion, nenropsyehiatric diseases 
(Table VIII) have been greatly abused. Arbuse and Schechtman19 have an 
excellent critical review of this subject. They state, "There does not seem to 
be any one condition which absolutely indicates interruption of pregnancy." 
Ebaugh and Heuser20 are of the opinion that the interruption of pregnancy 
may do far more harm than good to a person with a well-balanced nervous 
system and may cause considerable damage to the patient with a psychiatric 
difficulty. They state, "These changes coupled with ideas of guilt, self
deprecation, some recurrent preoccupation centering around the abortion 
and the general theme of 'I let them kill my baby' might well disturb a poorly 
integrated personality even to psychotic proportions. Feelings of love, 
admiration and respect for the male partner in the result of pregnancy may 
well be distorted in the aborted woman to ideas of disgust, hate, and dis
respect; 'He gave gave me a baby, then took it away.' The unconscious 
motivation and the even flow of emotions during the readjustments to a nor
mal sexual nonpregnant cycle may result in deeply engrained feelings of 
hostility toward the husband. Abortions we may say can produce psychologic 
cicatrix." 

TABLE VIII. INDICATIONS FOR THERAPEUTIC ABORTION 
III. Complications Neuropsychiatric 

Neurosis 

sclerosis 

46 
!6 
11 

Epilepsy, as one of the classic diseases of history, has been the subject 
of much superstition and misapplication of data. It is not surprising that 
it be urged as an indication for therapeutic abortion. However, since its 
"hereditary" stigma has been largely discredited, there remains only the 
consideration of the possible mutual effects of pregnancy and the disease. 

Burnett21 has written an excellent summary of the situation and he finds 
that most writers agree with Greenhill that epilepsy has usually no effect on 
pregnancy. As to the effect of pregnancy on epilepsy, he states: 
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"Probably Rubeska is as near the truth as anybody when he considers 
that one-third of the cases improYe, one-third become worse, and one-third 
remain unchang·ed. . . . \Ve mnHt agTee with Sachs that when preg·nan(•y 
occurs in an epileptic mother it has an influence on the disease which is 
completely unpredictable." 

Multiple sclerosis is an unhappy disease which when combined with 
pregnancy may present a problem in management and so has been a target 
for therapeutic abortion. The disease may be extremely difficult to diagnose. 
It is characterized by remissions and exacerbations of symptoms and its 
treatment is nonspecific. It wn he argued that the patient with multiple 
sclerosis may have a remission during pregnancy with as much likelihood as 
that she may have an exacerbation. It cannot be argued validly that preg
nancy is the cause of either a remission or an exacerbation since these 
features are almost pathognomonic of the process itself. 

The chief argument proposed for therapeutic abortion in these cases is 
to avoid a "stress situation." As Baker22 has put it, these patients should 
avoid injuries, infections, pregnancy, undernutrition, chilling, and exposure. 
Admittedly this may be desirable, but certainly a therapeutic abortion can 
increase the "stress" by frustration of motherhood, development of guilt 
complexes, and the ever-present danger of infection. 

Furthermore, on the constructive side, these patients can and do manage 
pregnancy very competently. McElin and Horton23 investigated the effeet 
of histamine on 15 patients with neurological disease who were pregnant. 
Twelve of these patients had multiple sclerosis. They suffered no complica
tions. They all delivered normally, had normal children, and six of them 
nursed their infants. 'rhese patients were treated, not aborted. It is sub
mitted that such an attitude is in keeping with the proper ideals of the 
profession. 

TABLE IX. BIZARRE INDICATIONS 

Anencephaly 
Pyelitis 
Secondary anemia 
Possible malignancy 
Arthritis 
Congenital syphilis 
Recent nephrectomy :for stones 
Rape 

Court order 
Uterine prolapse 
Old ununited :fracture of leg 
Hypotension and anemia 
Obesity 
Severe erosion of cervix 
Pertussis 
"None Given" 6 
"Miscf\!laneous" 55 

In Table IX are listed indications for therapeutic abortion which are so 
astounding that they may be properly listed only as "bizarre." It is in
credible that a teaching, approved institution or a department head could 
tolerate a situation wherein a therapeutic abortion would be done-and no 
indication be listed on the chart. The term "miscellaneous" as such is not 
objectionable, rather, the thought that after the too-long list of indications 
already shown in Tables VI-IX there ·would be so many other indications 
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that several record-room librarians were forced to list them together as 
miscellaneous. Obviously, the babies destroyed under the headings listed in 
this table died, not because of a medical emergency in the mother, but as a 
matter of convenience. It has been said that the border line between criminal 
and therapeutic abortion is a fine one. This table raises the question, "In 
cases like these is there really any difference?" 

Medicine has made great progress through its self-instituted controls. 
The supervision which the profession, as indicated by the practice of these 
representative, approved teaching institutions, has exercised over therapeutic 
abortion is shown in Table X. Worthy of special comment are the facts that' 
no record of consultations was compiled in eight hospitals and thirty-two 
hospitals did not require an obstetrician as a consultant. 

TABLE X. CONTROL OF THERAPEUTIC ABORTION 

Number of consultants 2.5 
Number requiring only one 12 
Number not requiring an obstetrician as one of the consultants 32 
Number requiring "anyone," i.e., "staff member," member State Medical Society, etc. 2 
Number requiring consultants to be chiefs of services 3 
Number requiring unanimous vote of consulting committee 4 
Number of hospitals each case to be 12 

Summary and Conclusions 

As therapeutic abortion involves the direct destruction of human life, 
it is contrary to all the rules and traditions of good medical practice. From 
the very beginning, the approach to the problem has been unscientific. In 
too many cases it was learned, after innumerable babies had been sacrificed, 
that interruption of the pregnancy not only caused 100 per cent fetal loss 
but also increased the maternal mortality. The sad history of the use of 
therapeutic abortion in pneumonia,24 cardiac decompensation, 25 myasthenia 
gravis,26 and infiuenza27 shows but a few glaring examples of this false 
reasoning. 

With such a background, what is the status of therapeutic abortion in 
modern obstetrics? Questionnaires sent to many representative teaching 
obstetrical clinics have yielded the following significant information: 

1. The incidence of therapeutic abortion is disturbingly high. 
2. A careful analysis of the indications for these operations makes it 

rather clear that with better prenatal care the lives of most of these infants 
could have been saved without necessarily increasing the maternal mortality. 

3. The marked variation in rate in the incidence of therapeutic abortion 
throughout this country demonstrates the lack of unified opinion in these 
representative teaching centers. 

4. The management of this important procedure has been uncritical and 
unscientific as evidenced by: 

A. The unstandardized and haphazard control reported by the various 
hospitals. 
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B. The fact that some of these teaching institutions actually have m·~·

lected to compile statistics on therapeutic abortion for departmental or annual 
reports. 

C. The apparent lack of interest on the part of examining authoritieH 
with regard to therapeutic abortion as compared to other obstetrical pro
cedures such as the indications for and incidence of cesarean sections. 

5. The maternal mortality statistics in two almost equally large and com
parable series totaling over three million deliYeries indicate no increased 
number of maternal deaths in hospitals, in which, as a matter of policy, no 
therapeutic abortions were performed. 

When the writings of interested specialists in allied fields are analyzed,Z8-
46 

grave doubts must arise concerning the validity of any of the listed indica
tions for therapeutic abortion. Furthermore, many authorities have deplored 
the destruction of the fetus in certain complications where therapeutic 
abortion was performed not so much because the condition endangered the 
mother's life but because of the expense and social hazards involved. The 
death of the fetus in these cases is rationalized on a medical basis; but 
actually the chief motive is the socioeconomic factor. In such cases the 
physician not only neglects to safeguard the unborn life entrusted to his 
care but actually becomes the deliberate executioner of an innocent human 
being. Surely, this is unethical and unscientific. 

One of the most serious implications of this whole question is concerned 
with the training of the physician of tomorrow. This survey demonstrates 
that in at least seventy-nine teaching obstetrical clinics, the young doctor is 
taught, in effect, that in a not inconsiderable number of cases, no amount of 
prenatal care, no recourse, however great, to the armamentarium of modern 
medicine will avail him in obtaining the objectives of a live and well mother 
and baby. In effect, he is being taught that in 1 out of 418 obstetrical cases 
"to heal the mother you must kill the baby." 

No procedure which of its very nature violates the basic law of medicine 
"to preserve life" and thereby carries with it such far-reaching implications 
should be perpetuated in the face of grave doubts as to its necessity and when 
its validity lacks scientific support. 

The time has come for the profession to accept, affirm, and teach the 
rationalism in obstetrics so eloquently championed by Cooke, Cosgrove, and 
others. This rationalism includes "the principle that medical and surgical 
complications of pregnancy should be appropriately medically and surgically 
treated, without interference with pregnancy. It does not embrace, on the 
one hand, blind confidence that pregnancy is and will remain physiologic, or, 
on the other, a baseless fear that pregnancy may not be successfully managed 
in the presence of almost any complication. Intelligent improvement in 
obstetric practice will be principally predicated on thoughtful individualiza
tion of cases on the basis of such rationalism."47 
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