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In late November 1862, Anna Dahlström, a thirty-four-year-old unwed maid 
who was in labour, entered the lying-in unit at Uppsala University Hos-
pital, Sweden.1 She was examined by the professor of surgery and obstet-
rics, Carl Benedict Mesterton (1826–1889), who concluded that her pelvic 
canal was too narrow for the fetus to pass through. After consulting with 
a colleague, “it was decided that a caesarean section was to be suggested 
to the patient, as the only way to save the mother without sacri+cing the 
still living fetus”.2 In the course of that same afternoon, her body was 
monitored while additional colleagues from the medical faculty, students, 
and practicing physicians from the city of Uppsala gathered in anticipation 
of the impending surgery. Dahlström herself was briefed in the evening:

At 9 pm I noti+ed the patient about her situation and about the interven-
tion, which was considered to be necessary for saving her and the fetus. 
The dangers of the operation for her were presented, and she was left with 
the choice of cutting up the living fetus and retracting it the natural way, 
to save her alone, or, with greater danger for her, also trying to save her 
child through the suggested surgery. Without hesitation and with a ready 
bravery the woman preferred the latter option.3 

An hour later, Dahlström was put on the operating table and rendered 
unconscious by chloroform, closely surrounded by Mesterton and his 
seven assistants. Items such as ice and new, boiled swabs had been placed 
on a nearby table. The incision was made, and layer after layer of her 
abdomen was unfolded. Blood spurts were curbed by an assistant, who 
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pressed them with a swab dipped in iced water. When the uterus was 
breached, hands reached down and perforated the amniotic sac, hauling 
out the fetus. Dahlström woke up while the innards of her abdomen were 
still exposed, and the work to close it up started. There were, however, 
complications. Dahlström perished thirty hours after her belly had been 
opened, yet her daughter survived. The mother was autopsied the follow-
ing day, her pelvis prepared into a specimen and collection object—by 
severing it from the rest of her body, skeletonizing, and labelling it—and, 
Mesterton expressed, “kept as no. 38 in the University’s beautiful and 
valuable collection of pathological pelves”.4

In the early 1860s, this collection was merged with the recently pur-
chased obstetrical collection of Magnus Retzius (1795–1871), professor of 
obstetrics at the Karolinska Institute—at the time called the Carolinska 
Medico-Kirurgiska Institutet—in Stockholm. The two collections became 
a new unit called the Museum Obstetricum. For several decades it was 
housed within the anatomical department, alongside the collections tied 
to the chairs of anatomy and pathology.5 In 1903, the objects in the 
 Museum Obstetricum were separated. The pelvis specimens, together 
with another category of collection objects—obstetrical instruments—
were moved to the Uppsala University Hospital, and in the mid-1990s, a 
few pelves and the instruments were relocated to the Museum of Medical 
History in Uppsala. In 2006, the pelves remaining at the hospital were 
transferred to the museum. They remain there today, while some of the 
other objects initially left behind at the anatomical department are now 
managed by the Gustavianum, Uppsala University Museum.6 

This article is situated within the wider +eld of the history of collec-
tions, but more speci+cally within the branch of medical collections.7 In 
the context of research within this +eld, human remains in the form of 
specimens are—in line with the material turn—framed as historical arte-
facts. By approaching them as tangible remnants of the past, enquiries 
into their contexts can unravel various themes.8 Scholars have examined 
aspects of knowledge production regarding medical collections, such as 
their role in establishing new +elds or disciplines, and in training stu-
dents.9 Moreover, the importance of personal, professional, and institu-
tional networks for collecting specimens has been investigated.10 How-
ever, obstetrical collections—a speci+c kind of medical collection which 
intersects with the +elds of history of medicine and reproduction—have 
received little attention.11 Furthermore, the connections between obstet-
rical collections and surgical interventions on labouring women remain 
largely uninvestigated. 

The emergence of the Museum Obstetricum at Uppsala University, in 
the mid-nineteenth century, is explored in this article. The aim is to 
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 examine its formation, the motivations of the doctor-collectors who as-
sembled it, and ways in which they articulated the intended usage of the 
collection objects. The acquisition of the pelvis specimens and casts there-
of was shaped by the dynamic between collecting and obstetrical practice, 
speci+cally radical surgeries—such as the caesarean section—on women in 
labour. By investigating this interaction, I analyse how knowledge was 
produced through the Museum Obstetricum. By situating this obstetrical 
collection in the intersection of the contemporary medical interest in 
pathological conditions and the infrastructure of maternity care, I show 
that the two collections—from Stockholm and Uppsala—were merged in 
order to create a selection of pathological pelvis specimens and obstetrical 
instruments, which could be used in medical education as preparation for 
obstetrical practice. The collection emerged from complex moral and 
cultural contexts, which involved questions such as framings of the con-
sent of female patients and their relatives, doctors’ con@icting interests in 
saving lives or obtaining new reference material, and decisions about 
whether to save the woman or the fetus when the pelvic canal was too 
narrow for the fetus to pass through. 

Surviving historical medical collections might appear as merely a  static 
way of storing knowledge, in the form of material objects. However,  earlier 
studies have shown that they had a multifaceted role. They were actively 
used as a hands-on resource for teaching and scienti+c enquiry in the nine-
teenth century, an era which has been referred to as the age of museum 
medicine.12 Moreover, scholars have conceptualized this use in the meta-
phor of collections as libraries.13 Accordingly, the Museum Obstetricum 
fuelled obstetrical knowledge production at Uppsala University, under-
pinning education and research as well as symbolizing Uppsala Univer-
sity’s prestige in the medical arena. However, the formation of knowledge 
was not a linear process; there was a mutual exchange on several levels—
between medicine and society, as well as between the collection and its 
objects, social networks of physicians, and obstetrical practice. Previous 
research has stressed that co-production of knowledge takes place in the 
relations between people, artefacts, and the uses thereof—an approach 
which this study adopts in order to discuss the dynamic of collection 
 objects’ way from patient to specimen and back again.14 

The concept of co-production enables close examination of these rela-
tions and their outcomes. Sheila JasanoA has speci+ed that “work in the 
co-productionist idiom stresses the constant intertwining of the cogni-
tive, the material, the social and the normative”. Hence, this approach 
does not favour one of these aspects over the others; it rather focuses the 
analytical lens on the interplay between them.15 Co-production draws 
attention to the fact that science and society, albeit often understood as 
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separate spheres, are intertwined, have eAects on each other, and are con-
nected by people and things.16 Furthermore, it sheds light on how social 
relations are materialized in technology, and how the design of such tech-
nologies steers future interactions between people.17 In order to employ 
this idiom, I frame collection objects—pelvis specimens, casts, and instru-
ments—as medical technologies that were used to teach, diagnose, and 
treat medical conditions, as well as demonstrating medical power and 
professionality.18

To conduct this investigation, a broad spectrum of sources is required. 
I tap into three categories: collection objects, archival texts, and medical 
publications. This combination enables me to trace the processes of co-
production, since each type of source sheds light on diAerent points in the 
loop, as well as on diverse aspects. By examining collection objects, it is 
possible to gain clues to their origin. Archival texts enable me to further 
examine the collection’s contents and uses. And medical publications  oAer 
insights into how the formation of the Museum Obstetricum was driven 
by doctors and their collecting networks, as well as revealing tensions 
within obstetrical practice, which also was a context of obtaining speci-
mens. By considering these sources together, it is possible to analyse how 
technologies and practices were mutually shaped. A serious limitation is 
the absence of the voices of the female patients. Their agency is only in-
directly acknowledged through the descriptions and statements of the 
physicians who performed the surgical interventions and gathered pelvis 
specimens from women who died of caesarean sections. 

This article consists of four sections. Firstly, I situate the Museum 
 Obstetricum in the wider context of obstetrical collections and doctors’ 
interest in pathological conditions. Secondly, I discuss the infrastructure 
of maternity care and radical surgeries on labouring women in Sweden 
during the +rst half of the nineteenth century. Subsequently, I analyse the 
dynamic of collecting pelvis specimens in the context of performing the 
caesarean section, a radical surgery. In the last section, I examine the 
speci+cities of pelvic pathologies in the Museum Obstetricum. In the 
conclusion, I discuss the mechanisms and eAects of co-production in the 
interplay between the formation of the Museum Obstetricum and obstet-
rical practice.

Setting the stage for the Museum Obstetricum

Early modern cabinets of curiosities contained rarities and wonders, and 
the period’s natural history collections were intended to represent the 
whole world in miniature.19 In the nineteenth century, collections mirror-
ing specialized +elds of expertise emerged to a greater degree.20 This shift 
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was gradual, and diAerent ways of organizing collections overlapped.21 
Collections could be either privately owned or institutionalized. Physi-
cians obtained body parts from deceased patients during autopsy, or from 
corpses during dissection, and prepared them into specimens by diAerent 
means of conservation.22 Previously, individual physicians networked by 
sending each other specimens, and in the nineteenth century institutions 
also participated in networking through this practice.23 

In contrast to other specialized medical collections, obstetrical collec-
tions had been around since the seventeenth century. While midwifery 
has older roots, obstetrics—the management of obstructed labours—was 
staked out as a specialist subject by physicians in early modern Europe. 
But there was no clear-cut shift from midwifery to obstetrics, and the 
process diAered between countries.24 Obstetrics and obstetrical collections 
were introduced in Sweden, more speci+cally Stockholm, around 1700.25 
Objects in obstetrical collections, such as phantoms—models which rep-
resented the labouring woman’s body and that of her fetus—were used as 
visual, as well as tactile, pedagogical aids to instruct midwives in delivery.26 
When the Public Lying-In Hospital in Stockholm was founded in the lat-
ter part of the eighteenth century, a collection containing women’s pelves, 
fetal crania, and phantoms was established there, in order to teach mid-
wifery and medical students the tactile skills of managing parturition.27 
The reasons for establishing this lying-in hospital were twofold. Beyond 
generating training opportunities for students, it was also intended to 
provide maternity care for pregnant women.28

During the +rst half of the nineteenth century, several collections con-
nected to medical institutions or professionals emerged in Stockholm. 
One such institution was the newly founded Karolinska Institute, where 
Anders Retzius (1796–1860), an in@uential professor of anatomy, built up 
collections of anatomical specimens.29 While Anders Retzius collected for 
the institution he represented, his brother Magnus Retzius established a 
private collection of obstetrical objects. It is likely that he commenced 
assembling it in the 1820s, after starting his obstetrical career. Magnus 
Retzius became assistant physician at the Pro Patria Lying-In Hospital in 
Stockholm in 1819, and chief physician there in 1830. In 1849 he assumed 
the chair of obstetrics at the Karolinska Institute and became the director 
of the Public Lying-In Hospital.30 In this capacity, Magnus Retzius’s col-
lection was tallied as a resource for the obstetrical education of medical 
students at the Karolinska Institute. Beyond obtaining pelvis specimens 
from his deceased patients, he had a vast national and international net-
work of colleagues with whom he exchanged specimens.31

When Magnus Retzius sold his collection to Uppsala University in 
1862, it contained pelvis specimens described according to pathological 
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and racial categories, casts of pelvis specimens in plaster and papier  mâché, 
crania and whole mounted skeletons of fetuses, obstetrical instruments, 
and models of the pregnant body.32 It was merged with the collection of 
pathological pelves in Uppsala, which together constituted the foundation 
of a new unit—the Museum Obstetricum. The creation of this collection 
was encouraged by representatives of the medical faculty as a way to 
strengthen Uppsala University’s position as an actor in the arena of med-
ical education in Sweden, especially in relation to the Karolinska Institute, 
their competitor.33 By extension, the formation of the Museum  Obstetricum 
was also considered as a means to provide maternity care to the  population.

The year before obtaining Magnus Retzius’s collection, the medical 
faculty had purchased seventeen casts of “deformed pelves” from the 
Fleischmann papier-mâché factory in Nuremberg, purportedly for the 
teaching of obstetrics. This purchase was highlighted as an important 
acquisition in the Uppsala University yearbook.34 The pathological was 
emphasized in the Museum Obstetricum, which marked a division be-
tween obstetrics and anatomy in general, as well as the content of the 
disciplines’ collections.35 While the general aim of anatomical coursework 
at the time was to give students an understanding of the body as a whole, 
and how the parts related to each other, obstetrical education was focused 
on teaching students to handle obstructed labours—that is, situations 
when the fetus could not pass through the pelvic canal without interven-
tion.36 While contracted pelves were noticed in the eighteenth century, a 
wider array of speci+c forms emerged in the +rst half of the nineteenth 
century.37 This development tied in with the general trend of specializa-
tion within medicine, and the overarching interest in pathological condi-
tions, which permeated many disciplines.38

Obstetricians—or in Sweden, physicians with training in obstetrics—
were primarily interested in pathological pelves because obstructed labour 
was their specialist subject. The collections were used for scienti+c inves-
tigations and training students, and were seen as means to understand 
diAerent kinds of pathologies, such as obstructed labours. Hence, their 
contents, like those of other medical collections, mirrored the collectors’ 
+eld of expertise. The Museum Obstetricum was positioned as a resource, 
meant to be used like a library, for learning about a wide array of pelves 
with pathological conditions which could be encountered in obstetrical 
practice. Like books, which were printed in multiple copies, pelvis speci-
mens could be reproduced by casting. This enabled the experiences of 
individual physicians to be transferred to students, who could see and 
touch the pelvis pathology. The students were thus taught to read the 
shape of bones, by handling the materialization of previous patient cases, 
in order to learn to identify pelvic pathologies in future patients.
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Maternity care and radical surgeries 
in nineteenth-century Sweden

Obstetrical collections were enmeshed with obstetrical practice. There-
fore, to understand the formation of the Museum Obstetricum, the infra-
structure of maternity care in Sweden during the +rst half of the nine-
teenth century has to be taken into account. Radical surgeries within 
obstetrics at the time—the dismemberment of the fetus and the caesarean 
section—took place within this infrastructure and were conducted by 
physicians and midwives as responses to obstructed labour, which was a 
matter of life or death. These surgeries were conducted in a limited num-
ber during the eighteenth century, but were performed to an increasing 
degree in the nineteenth century. This shift tied in with the tightening 
state control of maternity care, a grip rooted in mercantilism, for which 
a growing population was considered a resource.39

The majority of the Swedish population lived in the countryside in the 
nineteenth century, most childbirths took place at home, and many  women 
preferred to be attended by local women. However, the Swedish state had 
stipulated that labours taking place at home should be supervised by a 
midwife or a physician.40 Moreover, while previously there had been just 
a few lying-in hospitals located in the bigger cities, there was a surge in 
the establishment of lying-in units at county hospitals in the mid-nine-
teenth century—such as in Uppsala, where the city’s +rst lying-in unit was 
founded in 1859. Doctors viewed these institutions as a way to provide 
maternity care for poor women, as well as to provide students with clini-
cal experience of managing labours.41 

This shift is equivocal. On the one hand, the tightened state control of 
maternity care enabled physicians to access women’s bodies; on the  other, 
it resonated with the sometimes desperate situations of giving birth.42 For 
example, some patients at the Public Lying-In Hospital were described by 
physicians as “poor unfortunate creatures from the countryside who have 
been transferred several miles on jolting carriages during the labour, and 
not earlier than after several days of the most painful and strenuous at-
tempts of delivering at home”.43 It is likely that this example refers to a 
woman in obstructed labour. If no interventions were made in cases like 
this, the woman and fetus both would die—which, in line with the mer-
cantilist approach, was framed as a problem by the state. This problem 
was expected to be solved by the practitioners of maternity care, that is, 
midwives and physicians. 

The pathology of obstructed labour was most often understood as situ-
ated in the woman’s pelvis, in the sense that it was too narrow for the 
fetus to pass through. However, the pathology was only actualized when 



40 · HELENA FRANZÉN

women who had a contracted pelvis were pregnant or in labour. The rela-
tion between the bodies of the woman and the fetus was rooted in a 
mechanistic understanding of labour. As Emily Martin has observed, 
physicians imagined their obstetrical practice as mechanistic in the sense 
that “the woman’s body is the machine and the doctor is the mechanic or 
technician who ‘+xes’ it”.44 

To solve the problem of the woman and fetus both dying because of 
obstructed labour, obstetrical instruments were applied. There were two 
categories of these for retrieving the fetus through the pelvic channel—
blunt and sharp. These instruments were designed to be used for diAerent 
kinds of fetal retrieval. While the forceps (blunt) was intended to get the 
fetus out alive, tools such as perforators and hooks (sharp) were used to 
dismember it. With the former, holes could be drilled in the fetus’s cra-
nium, and the latter could be inserted into the perforated skull, to drag 
the fetus out. The designs of the diAerent categories of instruments were 
based on the intended results, and at the same time the material properties 
of the instruments steered what kind of action could be taken. Hence, the 
instruments and the practices of managing obstructed labours were mutu-
ally shaped, co-produced. The majority, around two hundred, of the ob-
jects in Magnus Retzius’s collection when sold to Uppsala University were 
blunt and sharp obstetrical instruments.45

DiAerent criteria governed the choice of instruments, when attempting 
to retrieve a fetus through the pelvic canal. Blunt ones were primarily 
used, if there appeared to be a possibility of retrieving the fetus alive, that 
is, if the woman’s pelvic canal was thought to be wide enough. If that 
endeavour was unsuccessful, the next step could be to attempt dismem-
bering it.46 To dismember a fetus, especially a living one, was framed by 
physicians as a horrible experience for everyone involved.47 However, 
sharp instruments were sometimes repeatedly applied to deliver women 
who had too narrow a pelvis for the fetus to pass through. These women 
were encouraged by their provincial physicians to travel to the nearest 
lying-in hospital in the latter part of their next pregnancy, to be induced 
before the fetus was full term, but considered viable.48 This advice illus-
trates attempts to avoid interventions considered to be extreme. 

The practitioners of maternity care had diAerent realms of authority: 
midwives were expected to tend to the uncomplicated labours, and physi-
cians the complicated. However, in this period there were more midwives 
than physicians, and the likelihood was often that there was no physician 
in close enough proximity to be called in when a labour was deemed 
complicated. Because of these circumstances, midwives had an unusually 
strong position in Sweden throughout the nineteenth century, in the sense 
that they were allowed to use blunt and sharp obstetrical instruments.49 



FROM PATIENT TO SPECIMEN AND BACK AGAIN ·  41

However, they were not allowed to use sharp instruments on a fetus which 
was deemed to be alive, but were instead encouraged to wait until it was 
sure to be dead. Midwives were warned by physicians that to use sharp 
instruments on a living fetus was murder.50 Physicians, on the other hand, 
considered themselves entitled to dismember a living fetus; the practice 
did occur, although rarely, and it was viewed as a way to possibly save the 
woman before she perished from exhaustion.51

Furthermore, operations which targeted the woman’s body, such as the 
caesarean section, were considered the domain of physicians.52 The major-
ity of caesarean sections performed in Sweden were carried out from 1850 
onwards, and most of them after the 1880s. It is likely that this was due 
in part to the general trend of not performing abdominal surgery before 
mid-century. When inhalation anaesthesia was introduced in 1847, physi-
cians were enabled to venture into the abdominal cavity of living patients, 
even though it resulted in a high mortality rate.53 Some of the caesarean 
sections took place at lying-in hospitals, and others in farmer’s cottages.54 

Some physicians who carried out caesarean sections in Europe during 
the +rst half of the nineteenth century reported that approximately 50 per 
cent of patients who underwent this operation lived. Physicians in Sweden 
were aware of these reports, and the caesarean section was accordingly 
framed as an intervention which women had a chance to survive.55 How-
ever, in the Swedish cases, all the women died in the aftermath, while 
about half of the fetuses lived.56 Hence, in Sweden, this operation gener-
ated the opposite results compared with the dismemberment of the fetus, 
in terms of who was intended, or expected, to survive. 

The ambiguities of the caesarean section

The main dilemma of whether to conduct a caesarean section was the 
question of whom the physician should attempt to save in cases of ob-
structed labour, when the fetus was deemed to be alive but the woman’s 
pelvic canal too narrow for retrieval with blunt instruments. While the 
dismemberment of the fetus generated results in absolute terms—that is, 
its death—the caesarean section opened up a scale of possibilities and 
expectations. Even though this operation was known to result in a high 
mortality rate for the women, it was hailed by several physicians as an 
intervention which both mother and fetus had a chance to survive. The 
motivations for conducting this surgery diAered between countries on an 
overarching scale, but also depended on factors such as the attitude of 
local communities and individual physicians.57 

Religion played into these calculations as well. In general terms, within 
Catholicism, it was forbidden to take innocent life. What this meant in 
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practice could be framed in various ways, and the Catholic Church and 
its representatives struggled with this issue in relation to the surgical 
techniques—and expectations thereof—which emerged in the nineteenth 
century.58 Within Protestantism, by default, there was no consensus re-
garding how to frame the life of the woman and the fetus. Furthermore, 
there were not uniform approaches within countries in which neither 
Catholicism nor Protestantism was predominant.59 For example, in France 
and England, the dismemberment of the fetus was the more common 
intervention in cases of obstructed labour in the nineteenth century.60 In 
the United States, where the Catholic Church staked out a strong pres-
ence, the caesarean section was conducted with greater frequency.61

Some comparative features can be teased out, concerning how the di-
lemma of saving the woman or the fetus played out in diAerent countries. 
The entanglement of religion in obstetric practice can be traced through 
factors such as how involved the state and the church—or Protestant con-
gregations—were in maternity care in individual countries, as well as the 
relation between religious organizations and speci+c states. Moreover, the 
personal conviction of individual physicians could come into play, but to 
some degree decision-making depended on how regulated their practice 
was, and by whom. Another feature was where the woman in obstructed 
labour was located, and who were present. 

One prevalent aspect in the cases when a caesarean section was con-
ducted in Protestant Sweden is that several of the physicians, such as 
Mesterton, made a point of stressing that they had informed the woman 
of the risks for herself, and asked for her permission to go through with 
the operation.62 However, what consent meant, or how it was constructed, 
is not a given. Previous research has shown that consent is culturally and 
historically contingent, with factors—beyond religion—such as gender, 
class, and race in@uencing how it is constructed, and in whom it is situat-
ed.63 Moreover, being informed and consenting did not necessarily over-
lap.64

Nevertheless, not all physicians in Sweden who discussed the caesarean 
section approached the issue of consent in the same way. For example, 
Magnus Retzius aligned himself with the view of the German obstetrician 
Hermann Friedrich Kilian (1800–1863), who argued that the caesarean 
section should be performed if the life of the fetus possibly could be saved 
by it. Retzius further stated that even though the woman had a say, she 
should listen to the physician’s recommendation.65 This indicates that, in 
Retzius’s opinion, there was not really a choice for her. In contrast to 
Retzius, his predecessor as professor of obstetrics at the Karolinska Insti-
tute, Pehr Gustaf Cederschiöld (1782–1848), had instead been adamant 
that a caesarean section could be conducted only if the woman agreed.66
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One reason for the physicians to recount that they had asked for the 
patient’s permission—regardless of whether they actually did or not—was 
most likely a fear of accusations of misconduct. Physicians could be 
brought to trial. For example, in the 1850s, Magnus Retzius was charged 
with causing a recently delivered woman to die from lack of treatment.67 
To avoid this, Cederschiöld had stated that one should “demonstrate the 
situation for other educated and credible persons” before proceeding with 
a caesarean section, in order to “protect oneself against slander”.68 In this 
light, to consult with one or several colleagues was not only a way to as-
certain diagnosis. In Sweden this was a strategy for the physician who 
wielded the scalpel to have peer witnesses, who could attest to the diag-
nosis which formed a reason for conducting the operation. Since the 
caesarean section was such a dangerous surgery for the woman, it is like-
ly that asking for her consent—or stating that this had been done—was a 
way to remove liability from the physician and transfer it to the woman.

Another aspect is that some physicians also stressed the female patients’ 
desire to obtain a child. Beyond Mesterton’s report, this is present in the 
case description of the caesarean section conducted in 1860 by Gustaf 
Fredrik Hjort (1818–1876), midwifery teacher at the Sahlgrenska hospital 
in Gothenburg. The woman’s previous pregnancy had ended in the dis-
memberment of the fetus, and when asked whether she was willing to 
submit to the caesarean section, Hjort stated, “she told me that she was 
ready to submit to whichever risk, as long as the fetus would live”. He 
further argued that when asked whether she wanted to consult with her 
husband, “she said, ‘he probably only wants me to live, regardless of how 
it will end for the fetus’”. Hjort declared himself to have heeded her 
wishes and not contacted her husband.69 Also Mesterton stressed that the 
decision should be made by the woman, and that no relatives had the right 
to oppose her if she wanted to go through with the operation, even though 
this prerogative was not regulated by law. He also stated that it was  equally 
her right to opt for dismembering the fetus, because the fatal risk was 
much higher for her.70 In this study it is not possible to gauge whether the 
women actually had a say, but these examples shed light on some of the 
ambiguities connected with the caesarean section in Sweden during this 
time. 

While radical surgeries saved, or were intended to save, lives, they often 
did not; body parts from deceased patients, in turn, were considered as 
means to generate knowledge for saving the lives of future patients. Pelvis 
specimens obtained during autopsies on some of the women who died in 
the aftermath of radical surgeries were incorporated into obstetrical col-
lections, such as the Museum Obstetricum.71 All of these stemmed from 
women who underwent the operation at lying-in hospitals, while seem-
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ingly no pelvis specimens were obtained from women who perished during 
surgeries conducted in their homes.72 This ties in with the general trend 
that physicians conducted autopsies of patients who died at hospitals, even 
though it sometimes occurred that deceased patients were autopsied in 
their homes.73 Hospitals were framed by physicians as sites where women 
could receive better care than at home, but at the same time they were a 
central site for collecting specimens for medical collections, and by exten-
sion facilitating physicians’ claim to expertise. 

While women who underwent the caesarean section in Sweden during 
the period of study allegedly consented to the surgery and the mortal risks 
involved, one predominant factor is that all of them belonged to lower 
social classes, and found themselves in an acute and desperate situation. By 
entering lying-in hospitals, the physicians’ realm of expertise, they could 
have been seen as basically subjecting themselves to that very expertise.74 
Previous historically oriented research has shown that in a situation in which 
poor and/or lower-class patients actively sought out treatment, it was 
likely that they deferred to the physician’s recommendation—which might 
have been motivated by a desire to test new interventions. Furthermore, 
this type of situation does not necessarily exclude degrees of coercion.75 

In Magnus Retzius’s collection, there were two pelvis specimens which 
derived from women who had perished in relation to caesarean sections 
and subsequently became part of the Museum Obstetricum.76 One was 
from the operation conducted by Retzius himself, and one from an opera-
tion conducted by Johan August Liborius (1802–1870), a chief physician 
at the Sahlgrenska hospital. Liborius was part of Retzius’s vast network, 
and they both partook in the practice of exchanging specimens with col-
leagues.77 This practice enabled physicians to add specimens that they 
themselves had not obtained +rst-hand, thereby expanding the selection 
in their own collections, or those of the institutions they represented. The 
desire for a wider selection of pathological pelves drove physicians to 
obtain specimens, and at the same time, knowledge gained from experi-
ences and specimens of past surgeries steered obstetrical practice. This 
mutual shaping, co-production, was an ongoing loop.

The caesarean section conducted by Retzius took place in September 
1851, when the twenty-four-year old Hedda So+a Ersdotter entered the 
Public Lying-In Hospital after already having been in labour for three 
days. A large tumour in her vagina obstructed the fetus’s path. Even 
though this tumour had been present a few years earlier, when she last 
gave birth, it had then been small enough to let the previous child pass. 
But the tumour had since grown. Retzius enquired about her health and 
examined her body. He deemed it unlikely that the fetus was still alive, 
but it had to be removed from Ersdotter’s womb.78 



FROM PATIENT TO SPECIMEN AND BACK AGAIN ·  45

The verdict was that the fetus could not pass through the pelvic channel 
without being dismembered, but that there was not enough space for 
manoeuvring the sharp instruments. Magnus Retzius, together with the 
midwifery teacher Joseph Elliot (1799–1855) and Hjort—who was the 
former’s adjunct at the time—decided that the only solution to possibly 
save Ersdotter—and the fetus if it was still alive—was to perform a caesar-
ean section. In this case, there was deemed to be no collision between the 
lives of the woman and the fetus. It was rather an issue of trying not to 
lose both. However, the fetus turned out to be putre+ed, and Ersdotter 
did not survive the ordeal. The autopsy was conducted by Magnus Retz-
ius the following day, attended by a handful of colleagues, along with the 
medical students who interned at the lying-in hospital at the time.79 

After the autopsy, Ersdotter’s pelvis was prepared as a collection object 
(+g. 1), and a few years later, it was featured in Museum Anatomicum Hol-
miense (1855)—a printed catalogue of selected specimens from the collec-
tions of the Karolinska Institute—in which Ersdotter’s case was described, 
and her pelvis illustrated (+g. 2).80 The information that the pelvis speci-
men derived from the caesarean section performed by Magnus Retzius 
was noted in the inventory that formed part of the sales contract between 

Fig. 1. Ersdotter’s pelvis—skeletonized, mounted, and labelled; hence, made 
into a collection object and intended as a reference to be stored and con-
sulted. Source: Uppsala Museum of Medical History, Object A93, UMM 
408. Photograph by author.

Fig. 2. Print illustrating the pelvis specimen from Ersdotter, with the tumour 
featured. The print was, together with the textual description, linked to the 
patient case. Source: Museum Antomicum Holmiense (1855). Courtesy of the 
Hagströmer Medico-Historical Library, Karolinska Institute.
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him and Uppsala University, as well as on the specimen’s label (+g. 3).81 
This record-keeping was done in order to connect the information—the 
patient case—to the specimen, which was necessary for the latter’s use as 
reference material. While the pathological condition in this case was not 
situated in the woman’s actual pelvic bones, the process followed the 
script of diagnosing obstruction and attempting treatment. And when the 
patient died, her pelvis was turned into a collection object and medical 
technology intended to be used for learning how to identify the speci+c 
pathology in other, living, patients. 

Pelvic pathologies in the Museum Obstetricum

Beyond constituting a foundation for scienti+c enquiry, obtaining speci-
mens from deceased patients was part of the training of students. By being 
taught to conduct autopsy, students were trained to identify pathological 
lesions and causes of death, making connections between dead bodies and 
living patients. This process was enmeshed with the clinic, that is, teach-
ing hospitals, which emerged to a greater degree during this time.82 

Obstructed labour was mostly understood as situated in the width and 
form of the woman’s pelvic bones. Hence, the pelvis was the focus of 

Fig. 3. The label for Ersdotter’s pelvis, with the text “A93. Pelvis femina. Ex 
parte justo minor. Sect. Caesarea Prof. Magnus Retzius. Mus. Obstetric.” 
Source: Uppsala Museum of Medical History, Object A93, UMM 408. 
Photograph by author.



FROM PATIENT TO SPECIMEN AND BACK AGAIN ·  47

 investigation when +guring out the extent of obstruction. The pelvis was 
de+ned as pathological if it was too narrow for the fetus to pass through. 
This condition was therefore constituted in contrast with being wide 
enough, relative to the size of the fetus’s head.83 In eAect, the pathological 
was de+ned in terms of ideas about function in the context of giving birth; 
hence, it was founded on cultural norms and actualized in pregnant and 
labouring women.84 Establishing the minimum width of a pelvis for a 
full-term fetus to pass through allowed pathological pelves to be identi+ed 
according to measurements.

The practice of measuring pelves was called pelvimetry.85 The instru-
ments used for taking pelvic measurements were called pelvimeters, and 
there were three diAerent kinds depending on which width was being 
quanti+ed: external, internal, and both. There were six of these  instruments 
in Magnus Retzius’s collection when it was sold to Uppsala University, 
and it is likely that they were used in his obstetric practice.86 Since the 
pathology of obstructed labours was understood as situated in the pelvic 
bones, the pelvis specimens obtained from deceased patients were skele-
tonized in order to make the pathology visible, tangible, and measurable.

Magnus Retzius took part in debates both within Sweden and interna-
tionally, concerning where the category of the normal pelvis ended and 
the pathological started. When he applied for the position of professor of 
obstetrics at the Karolinska Institute, he did so with the dissertation Af-
handling om bäckenförträngning (1848), dealing with various kinds of con-
tracted pelves and their role in obstructed labour. Moreover, he discussed 
diAerent interventions in relation to the speci+c kinds of contracted 
 pelves, and the measurements of the pelvic canal. This research corre-
sponded with his collection, which when sold to Uppsala University was 
reported to “contain specimens of the majority of kinds of deformed 
pelves”, along with the instruments for measuring the obstruction, as well 
as managing it.87 This collection, like a library, was seen as a resource that 
could be consulted. But its contents were also meant to be read together 
with patient cases documented in text.

The pelvimeters in the Museum Obstetricum were used in obstetrical 
practice, as when Mesterton examined Dahlström. The measurements 
obtained by this action contributed to his diagnosis of contracted pelvis.88 
Hence, a collection instrument was used for deciding that a surgical inter-
vention should be conducted on a labouring woman. Moreover, medical 
students at Uppsala University were present at the autopsy of Dahlström, 
and the professor of pathology demonstrated the cause of death.89 Her 
corpse was linked to how she had been diagnosed while still alive, and the 
subsequent operation. As shown in the introduction, her pelvis was ob-
tained during the autopsy and incorporated into the collection, so that it 
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could be used as reference material. These were acts understood as crucial 
for equipping students with the necessary tools to save lives in the future.

A selection of diAerent kinds of pathological pelves for the collection 
could, beyond the practices of conducting autopsies of the collectors’ own 
patients and collegial exchange, be obtained by purchasing them. Not only 
specimens of deceased patients but also casts were considered as reference 
material. Several of the pelvis casts in the Museum Obstetricum were 
bought from the anatomist Guy Ainé’s workshop in Paris and the Fleisch-
mann papier-mâché factory in Nuremberg.90 These traders were part of 
an industry in the +rst half of the nineteenth century; there were several 
workshops which manufactured anatomical models and casts for com-
mercial purposes.91 

Ainé merchandised casts, as well as specimens, in printed trade cata-
logues in the 1840s and early 1850s. He sold his goods to medical muse-
ums and schools in France, as well as to foreign universities. In Ainé’s 
catalogue of 1850, there is an appendix titled “Collection of Arti+cial 
Pelves”.92 Next to each of these items, the name of an individual or a 
 museum is speci+ed within brackets, such as Ainé himself, or Museum 
Dupuytren. The latter housed the collections tied to the chair of pathol-
ogy at the medical faculty of Paris University.93 The items in this appendix 
seem to have been casts of speci+c specimens, which were considered 
representative of certain types of pelvic pathologies. It is likely that the 
names within brackets indicated who possessed the original specimen or 
had been the +rst to describe it. 

That the “arti+cial pelves” were cast after speci+c specimens is further 
indicated by how the selection at the Fleischmann factory was described. 
In 1859, a British physician visited the factory and in his travel report 
mentioned that he, for example, had seen a cast of a pelvis with a skeletal 
deformation “which is copied from the preparation of Dr Martin of Jena.” 

He further wrote that “models of this kind possess many advantages over 
those made in wax, for the uses of medical lectures. They are equally faith-
ful and beautiful; while, at the same time, they are not only very cheap, 
but almost indestructible”.94 The manufacturing and merchandising of 
them were hence aimed at teaching students how to identify and manage 
pelvic pathologies. The emphasis put on their material properties in terms 
of durability ties in with the tradition of hands-on learning in obstetrics. 

These diAerent types of pelvic pathologies and their management 
emerged in tandem. One example of the co-production of a speci+c kind 
of pelvic pathology and interventions to treat it is pelvis oblique ovata, 
which is represented by several pelvis casts in the Museum Obstetricum.95 
The obstetrician who is acknowledged as the +rst to describe this form of 
contraction of the pelvis was the German Franz Karl Naegele (1778–1851). 
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Magnus Retzius paid attention to Naegele’s instructions concerning how 
this condition could be detected “on still living persons” by pelvimetric 
investigations.96 This condition was reported to be diBcult to diagnose in 
living patients, since women’s bodies did not show any visible signs of 
this particular pelvic deformity, and most often it was diagnosed during 
autopsy. Magnus Retzius had visited Naegele in Heidelberg in 1845 and 
had seen several specimens with the form oblique ovata in his collection.97 
This experience had an impact on Magnus Retzius’s own practice.

In April 1846, one of the women at the Pro Patria Lying-In Hospital 
was brought to Magnus Retzius’s attention. It turned out that the thirty-
one-year-old married woman had a contracted pelvis, and he claimed that 
he was able to diagnose her with pelvis oblique ovata. Since the fetus was 

Fig. 4. Print illustrating the pelvis specimen from the woman who was diag-
nosed with the pathological pelvic form oblique ovata at the Pro Patria Lying-
In Hospital. Severing the pelvis from the rest of the body and skeletonizing 
it exposed and highlighted the pathology of the pelvic form. Source: Magnus 
Retzius, Afhandling om bäckenförträngning (1848). Photograph by author.
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deemed to be dead, it was dismembered.98 The woman died in the after-
math. She was then autopsied, and her pelvis made into a specimen, which 
was depicted in the only drawing included in Magnus Retzius’s disserta-
tion (+g. 4). Her individual case was connected to the pathology pelvis 
oblique ovata, and when depicting the specimen, he wrote, 

I instructed the artist to give the drawn pelvis the same position as  Naegele 
chose for the +gures he attached to his abovementioned work, so that com-
parison between them could be conducted more easily, and the surprising 
similarity, which, according to Naegele’s report, the one example of a 
pelvis so constituted has with the other, can be detected clearly.99

This example illustrates the dynamic of how physicians drew on their 
inter action with colleagues’ experiences and existing specimens, in order 
to intervene in obstructed labours they themselves encountered. In turn, 
this sometimes generated new specimens, references, and medical tech-
nologies, for their own collections. 

Conclusion 

In this article, I have explored the formation of the Museum Obstetricum 
at Uppsala University in the mid-nineteenth century, and the knowledge 
produced through it—by situating it at the intersection of the medical 
interest in pathological conditions and maternity care. This study draws 
attention to how the obstetrical collection and surgical interventions on 
labouring women, such as the caesarean section, co-produced hands-on 
medical knowledge. Underpinning such materializations were the social 
relations between on a general level medicine and society, and on a con-
crete level physicians and patients. I have shed light on that in the period 
of study, the caesarean section was hailed by physicians as a new solution 
to an old problem; obstructed labours in which woman and fetus both 
perished if the latter was not dismembered. This new intervention opened 
up for the possibility to also save the fetus, but involved mortal risk for 
the mother. From the carried out investigation we can conclude that the 
decision to carry out the procedure was anchored in physicians’ authority. 

Consequently, this article demonstrates that the Museum Obstetricum 
manifested Uppsala University’s expert knowledge, gained from the ex-
periences of individual physicians in their treatment of previous patient 
cases. This collective professional expertise was stored in the Museum 
Obstetricum, but also transferred to colleagues and medical students 
through interaction. The collection objects such as skeletonized pelves 
could be seen, touched, and measured, which steered how physicians con-
ceptualized their own expertise through the management of the (dead and 
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alive) bodies of their patients, with the medical technologies in the col-
lection. By extension, this knowledge had an impact on how future pa-
tients were treated, which in turn generated new specimens. The training 
they received as medical students was a point of reference for physicians 
when encountering obstructed labours. The training was normative, in 
the sense that it shaped physicians’ comprehensions of pathological con-
ditions and how to intervene. 

By exchanging pelvis specimens with colleagues and purchasing pelvis 
casts, doctor-collectors could expand the selection of various kinds of 
pathological pelves in their collections. I have highlighted that beyond 
certain types they themselves had encountered, they could draw on col-
leagues’ experiences, and hence social networks were paramount for the 
formation of obstetrical collections and practices. Hence, the Museum 
Obstetricum was framed as a resource to consult, like a library, regarding 
the treatment of current and future patients. At the same time, the col-
lection was built on the deaths of women who had once been in the care 
of these same collectors. This dynamic was central to the materiality of 
obstetrical collections and their objects, which in turn shaped practices 
such as obstetrical interventions. The physicians themselves linked to-
gether past and future labouring women, by moving back and forth be-
tween their obstetrical practice and obstetrical collections. 
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Abstract
From patient to specimen and back again. Radical surgeries and pelvic pathologies in the 
 Museum Obstetricum. Helena Franzén, PhD student, Department of History of Science 
and Ideas, Uppsala University, helena.franzen@idehist.uu.se

Pelvis specimens, casts thereof, and obstetrical instruments are dispersed among 
museums connected to Uppsala University. These collection objects were once part 
of a specialized unit at the medical faculty—the Museum Obstetricum. Contributing 
to the growing scholarship on medical collections, this article deals with the museum’s 
formation in the mid-nineteenth century. It examines the motivations of the doctor-
collectors who acquired the objects and how they framed their intended usage, as well 
as uncovering the circumstances of acquiring pelvis specimens. The collection is situ-
ated at the intersection of the contemporary medical interest in pathological condi-
tions and the infrastructure of maternity care. To analyse the knowledge produced 
through the Museum Obstetricum, the concept of co-production is employed, which 
stresses that society and medicine are interlaced in the making of medical knowledge. 
Moreover, it focuses the analytical lens on the interplay between the collection and 
obstetrical practices of managing obstructed labours, such as the caesarean section. 
In addition, the metaphor of collections as libraries assists the analysis of how knowl-
edge is stored, transferred, and used. Drawing on collection objects, archival texts, 
and medical publications, this article sheds light on aspects such as framings of consent 
and tensions between saving lives and acquiring new pelvis specimens, as well as the 
question of whom to save: the woman or the fetus.

Keywords: obstetrical collections, caesarean section, nineteenth century, co-produc-
tion, Sweden


