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PREFACE TO SECOND EDITION.

Ix preparing this second edition, the original scope
of the work has been kept in view, so that the revision
has not materially increased the size of the book, but
has aimed rather to improve upon the contents of the
first edition where this was found possible.

Chapters I. and VIII. have been, for the most part,
rewritten.

It has been considered advisable to insert a mod-
erate number of illustrations, where these were neces-
sary to elucidate the text. In the preparation of this
edition the reviser has had occasion to consult, besides
the works enumerated in the preface to the first
edition, the writings of Winckel and the lectures of
Prof. W. T. Lusk, Bellevue Hospital Medical College,
N. Y., the pages of The American System of Gynecology
(Lea), the Reference Handbook of the Medical Sciences
(Wood), and the Annual of the Universal Medical Sci-
ences (Davis), and the files of the Medical Record,
American Journal of the Medical Sciences, Medical News,
and American Jowrnal of Obstetrics and Diseases of Women
and Children since 1885,






PREFACE TO FIRST EDITION.

Ix the following pages, the author has aimed to
give, in as concise a manner as possible, an exposition
of the theories and practice of the diseases peculiar
to women, which shall represent the accepted views in
this modern science,

These have been condensed, classified, and arranged
g0 as to make the book a short and systematic treatise;
necessarily, therefore, it cannot fill the place of ex-
haustive works.

The author claims no originality for any of the
statements embodied in the volume; it is chiefly a
compilation, and embraces a careful »ésumé of the
writings of Emmet, Thomas, Mundé, Simpson, Barnes,
Playfair, Duncan, Hart and Barbour, Hewitt, Tait,
Schrioder, Fritsch, and the lectures of Profs. J W.
McLane and G. M. Tuttle, at the College of Physicians
and Surgeons, New York.

It is intended to aid the student who, after having
carefully perused larger works, desires to review the

subject ; and it may also be useful to the practitioner
*















X CONTENTS.

FAGE
neorrhaphy—Prolapse of vagina—Prolapse of bladder—
Prolapse of rectum—Prolapse of intestines—Colpor-
rhaphy—Emmet’s operation ' ; . . . 67-80

CHAPTER 1V.

AFFECTIONS OF THE VAGINA.

Anatomy —Malformations of the vagina—Displacements of
the vagina—Tumors of the vagina—Inflammations of the
vagina—Acute simple vaginitis—Subacute and chronic
simple vaginitis—Specific vaginitis—Granular vaginitis—
Mycotic vaginitis—Tubercular vaginitis—Senile vaginitis
—Croupous and diphtheritic vaginitis—Leucorrhoea—
Fistule of the female generative organs—Urino-genital
fistule—TFecal fistule—Simple vaginal fistule—Foreign
bodies in the vagina . : - : : - . 81-105

CHAPTER V.

AFFECTIONS OF THE UTERUS.

Anatomy of the uterus —Malformations of the uterus— Atresia
of the female genital tract and its results—Displacements
of the uterus—Ascent—Descent or prolapse—Anteflexion
— Anteversion—Retroflexion—Retroversion— Lateral dis-
placements—Hernia of the uterus—Inversion of the
uterus ; - 4 : ; : : : . 106-157

CHAPTER VI.
AFFECTIONS OF THE UTERUS (econtinued).

Tumors of the uterns—Uterine fibroids—Fibrocystic tumors
of the uterus —Uterine polypi—Cancer of the uterus—
Sarcoma of the uterus—Adenoma of the uterus—Papil-
loma of the uterus—Uterine moles . : . . 158-199

CHAPTER VII.

AFFECTIONS OF THE UTERUS (concluded).

Inflammations of the uterus—Acute endometritis—Chronic
cervical endometritis—Chronic corporeal and general en-



CONTENTS. x1

PAGE
dometritis—Granular degeneration of the cervix—Cystic

degeneration of the cervix—Fungous degeneration of the
endometrium—Acute metritis—Chronic metritis—Atro-
phy of the uterus—Hypertrophy of the uterus—Hyper-
trophy of the cervix—Laceration of the cervix . 200-236

CHAPTER VIIL

AFFECTIONS OF THE FALLOPIAN TUBES.

Anatomy—-Malformations—Displacements—Tumors—Inflam-
mations—Salpingitis—Tuberculosis—Stricture and ocelu-
sion—Patent condition— Dilatation and distention—
Hydrosalpinx and pyosalpinx—Hematosalpinx—Tait’s
operation for removal of the ovary and Fallopian tube 237-247

CHAPTER IX.

AFFECTIONS OF THE OVARIES.

Anatomy of the ovary—Physical examination—Malforma-
tions—Displacements—Prolapse—Hernia of the ovary—
Tumors of the ovary—=Solid tumors of the ovary—Fibro-
ma—~Carcinoma—sSarcoma—Cystic tumors of the ovary—
Cysto-fibroma — Cysto-sarcoma—Cysto-carcinoma — Hy-
drops folliculorum—Dermoid cysts . ; . 248-263

CHAPTER X.

AFFECTIONS OF THE OVARIES (confinued).

Adenoid cysts (*Ovarian eystomata’ )—Parovarian cysts 264-288

CHAPTER XI.

AFFECTIONS OF THE OVARIES (coneluded).

Ovariotomy : Vaginal, abdominal—Inflammations of the
ovary—Acute ovaritis—Chronic ovaritis—Battey’s opera-
tion—H@ematoma of the ovary : ; ; . . 289-309






THE DISEASES OF WOMEN.

CHAPTER 1.

METHODS AND INSTRUMENTS OF EXAMINATION OF THE
FEMALE GENERATIVE ORGANS.

General examination—Loeal examination, external—Local examination,
internal —Positions of patient: Dorsal, left-lateral, genn-pectoral, erect
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Ix making a gynecological examination, it is im-
portant to have a systematic method; in this way
nothing will be omitted and many cases will be cleared
up and diagnosticated easily and exactly, which other-
wise would present many difficulties. 3

The following methods of examination are those
usually employed:

(2) General examination: Obtain a careful history
of patient, including history of parents and relatives,
patient’s condition during childhood, age at which she
first menstruated, the regularity, amount of pain, and
quantity of blood lost, ete. The history of abortions,
labors, and puerperal conditions is important; the
beginning of the present illness and an enumeration
of all the symptoms should also form part of this
history. In addition, this general inquiry should in-

clude a careful physical examination of all the other
2
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organs and also an analysis of the urine. This having
been done, we are ready to proceed to the

(b) Local examination— External: Patient is placed
upon a flat table, lying upon her back (corsets
having been removed and clothes loosened). The
abdomen is then exposed and examined in the follow-
ing ways:

1. Inspection, which shows the form of the abdo-
men, position of umbilicus, strise, pigmentation of
median line, ete.

2. Palpation, revealing the presence of fluid or solid
contents. Palpation may be («) simple, both hands
being employed and depressing the abdominal walls,
which are relaxed by having the woman flex the lower
extremities ; and (/) abdominal palpation with sound in
uterus.

3. Percussion, eliciting duluess, flatness, or tympani-
tic note.

4. Auscullation, giving information of the presence
of feetal heart sounds (if pregnant), uterine bruit (if
pregnant or fibroids), gas in intestines, friction mur-
murs, etc.

5. Mensuration, useful in tumors of the ovaries, giv-
ing indication of increase or diminution in size.

6. Succussion, often giving evidences of fluid con-
tents.

A very useful plan is to mark out with a blue pencil
the outlines of the different organs and other points, as
found by palpation, percussion, ete.

Then follows the

(¢) Local examination—Internal: This can be con-
ducted in one of the four following positions :

1. Dorsal decubitus.

2. Left-lateral or Sims’s position.



DORSAL DECUBITUS. |

3. Genu-pectoral (knee-chest).

4. Erect,

1. Dorsarn Decusitus,—Patient on her back on flat
table with foot-rests, hips elevated and at edge of
table, lower limbs flexed, knees separated, feet some-
what approximated (Fig. 1).

 Dorsal decubitus,

Whilst in this position the patient may be exam-
ined :

(@) Per Vagina—Stand in front of the patient, in-
spect the parts and then pass up the index or the
index and the middle fingers of either hand (well
greased), at the same time depressing the perineum
with the other fingers. It is important to practise
with either hand, as it is desirable to be ambidextrous.
The disengaged hand should be placed on the abdo-
men,
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(b) Vagino-abdominal or Conjoined Manipulation.—The
index finger of one hand being in the vagina, the
other hand over the abdomen, bring the uterus be-
tween the two hands.

(¢) Rectal.—By passing one or two-fingers into the
rectum; or (Simon’s method) passing in entire hand
(rather difficult, dangerous, and seldom necessary).

(d) Recto-abdominal.—By aiding the fingers of one
hand in the rectum by the other hand on the abdomen.

(e) Recto-vaginal.—By fingers of one hand in rectum
and one or more of other hand in the vagina.

(f) Recto-vesical—By passing sound into the bladder
and directing it toward index-finger in rectum ; or,
occasionally, by dilating the urethra and using the
index-finger instead of the sound.

(g) Recto-uterine.—A combination of rectal touch
with sound in uterus.

(h) Vesico-vaginal.—By passing sound into bladder
and palpating upon it, with fingers of other hand in
the vagina.

When the sound or catheter is passed into the
bladder under the bed-clothes, there is risk of intro-
ducing vaginal seeretion and thus perhaps causing a
cystitis. Whilst, therefore, in hospital practice it is
better to expose the parts, in private practice this
cannot usually be done, on account of the objections
of the patient.

2. LEFr-LATERAL or Sims’s PosirioN.—Very impor-
tant, the only objection being that an assistant 1s
required to hold the speculum, or else a self-retaining
instrument must be made use of, and the latter is
usnally cumbersome and often unsatisfactory. The
woman lies on her left side, obliquely across the table
with buttocks near the lower left angle, both limbs
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flexed, right somewhat higher than left; then the left
arm is withdrawn and flexed across the back, and the
woman turned on her breast as much as possible. The
head should be lower than the pelvis. (Fig. 2.)

Fia. 2.

Sims's position.

3. GENU-PECTORAL (KNEE-cHEST).—Patient rests upon
her knees and chest. It is employed especially for re-
position of displaced uterus, for tamponing the vagina,
in the diagnosis of cysts of ovary (length of pedicle),
and to explore the vesico-vaginal septum.

4. Erecr Posture.—DPatient stands with legs sepa-
rated; the physician, kneeling or sitting in front, passes
his hand up under clothing and his fingers over the peri-
neum into the vagina. This is useful in determining
prolapse of uterus, and also after a pessary has been
introduced whilst the patient is on her back, to see if it
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remains in place and gives the proper support after she
has assumed the upright position.

VaciNaL SpecuLuM.—After making a digital ex-
amination, we should introduce a wvaginal speculum,
which brings into view the walls of the vagina and the
lower part of the cervix, and thus facilitates examina-
tion, applications to, and operations upon the vagina,
uterus, and neighboring parts. There are many va-
rieties; the most important are :

(1) Simple Tubular, or Fergquson's, consisting of a
cylinder of glass, plain or reflecting, of metal, porce-
lain, wood, or hard rubber. They are not used as
extensively now as they were formerly. (Fig. 3.)

G .TILMANNS GO

Ferguson’s speculuin.

(2) The Segmented Tubular.—A common variety is
Cusco’s, or some modification of Cusco’s. They are
bivalve, trivalve, or quadrivalve. They are introduced
sideways; the blades should be kept closed until
entirely within the vagina, then turned and opened,
when the cervix will be brought into view ; the blades
are kept expanded and in place by means of a screw
or other similar device. Care should be taken not to
include any hairs or portions of the mucous membrane
of the vulva in the joints or serews of the speculum.
In withdrawing, the blades should be allowed to close,
then turned sideways and withdrawn gently. (Fig. 4.)
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These instruments are largely used, their advantage
being that they are self-retaining, and hence require no

Fic. 4.

Cuseo’s speculum.

assistant. They are used for examination and applica-
tions only—never or very rarely for operation,

(3) Sims’s or Univalve.—This is, properly speaking,
a perineal retractor; it consists of two blades, ** duck-

Sims's speculum.

bill 7 in shape, separated by a curved connecting por-
tion; one blade is inserted into the vagina, and sup-
ports the posterior wall and perineal body, whilst the
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anterior vaginal wall falls forward with the abdominal
viscera, from gravity, on account of the position of the
woman. (Fig. 5) It is introduced in Sims’s position
as follows :

Drawing up the right buttock and labium, introduce
the blade, well lubricated, guiding it by the right index-
finger placed in the hollow of the blade, along the pos-
terior wall; pass up to the hollow of the sacrum, and
then draw upward—not toward coceyx, but obliquely
across the nates—and then have it held by an assistant
standing behind the patient. The bladder and anterior
vaginal wall often project backward so as to impede
the view—these are pushed away by the retractor, and
the cervix may be drawn down by a tenaculum. It is
well to have the woman’s clothing previously loosened
about the waist.

There are several modifications of Sims’s speculum,
so as to make it self-retaining and to do away with
the necessity of an assistant; the best of these are
Hunter’s & Mann’s.

Occasionally, when used to explore the vesico-vaginal
septum, it may be advisable to place the woman on the
knees and hands, to get a better view of the anterior
vaginal wall.

(4) Simon’s is a perineal retractor similar to Sims’s,
having the blade and handle separate, so that different
sized blades can be used. Itisalsoarranged to retract
the anterior vaginal wall, and can be used either with
patient on the back or on the side. (Fig. 6.)

(5) Combination Specula, which can be used as bivalve
or trivalve with woman on back, or changed into
Sims’s.  Some of these combinations of Cusco’s and
Sims’s, variously modified, answer for both; but they
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are not used as extensively as the plain Sims’s or
Cusco’s and its modifications.

Fic. 6.

Simon's specula.

In examining, with the aid of the speculum, the
mucous membrane must usually be cleansed by cotton
or sponge, applied with the uterine dressing forceps, or
sponge or cotlon-holder.

Other Instruments: The principal other instruments
are the sound, probe, dressing forceps, sponge-holder,
retractor, tenaculum, cervical dilator, curette, fountain-
syringe, tampon, and pessary. This enumeration
does not include the instruments for special operations,
which will be mentioned when these operations are

deseribed.
9%



34 METHODS AND INSTRUMENTS.

Tue Sounp (Simpsoxn’s) is a long, flexible, graduated
metal rod, with a bulbous extremity at the free end
and a handle at the other. (Fig. 7.)

Fig. 7.

Geo TTEMANN & Co,

Simpson’s sound.

Tae ProBe is like the sound, but is more delicate,
slender, and pliable, resembling an ordinary surgical
probe with a handle; it is made of metal or of hard
rubber, and is considered safer for general use than the
sound,

When either the probe or the sound is introduced, it
1s better done without the aid of the speculum, as fol-
lows: Introduce the fingers of the left hand to the
external os, and then with the right hand introduce
the sound (or probe) through the cervix, using the left
hand as a guide. There should be absolutely no force
used in introduction. A real or suspected case of
pregnancy contraindicates the use of the sound or
probe.

These two instruments give us information regarding
the direction and length of the uterus, and the patency
and size of the external and internal os, and of the
cervical canal. They should, previous to introduction,
be bent to correspond to the supposed curve of the
uterine canal, and in the normal uterus pass up for a
distance of from two and a half to three inches.

Tue RerracTor is a solid or fenestrated blade upon
a long handle, intended to push aside the anterior vag-
inal wall when Sims’s speculum is used. (Fig. 8.)
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Fig. 8.

"G, TIEMANN &PE
Sims's retractor.

Tug TENACULUM is a square or round-hooked instru-
ment upon a long shaft, with which parts are brought
into view, or steadied in examinations or operations.

(Fig. 9.)

Fiag. 9.

e s r—— = r_u%g,_..;a
f—
'

Tenaculum,

Tue CervicaL DILATOR, as its name implies, is used
in forcibly enlarging the cervical canal; it is shaped

Laght.

Heavy.
Goodell-Ellinger’s dilator.
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somewhat like a glove-stretcher. Goodell’s (Fig. 10)
and Wylie’s are those most commonly used.

CurerrEs are either sharp or blunf. For diagnostic
purposes we use the blunt instrument, as devised by
Thomas (Fig. 11), consisting of a handle upon which is

Fig. 11.

Thomas's dull enrette.

mounted a flexible metal rod provided with a blunt,
looped extremity. When carefully used, it is not likely
to injure the soft tissues, and is very useful in removing
granulations of the endometrium and in scraping away
portions of tumors, ete., for microscopical examination
and diagnosis.

TexTs are contrivances for dilating the canal of the
cervix uteri, for examination or treatment of the cavity
of the uterus, or in obstetrics. They are made of com-

sSponge tent.

pressed sponge, laminaria or sea-tangle, and of tupelo.
The last two varieties are fast superseding those made
of sponge; for, although they do not expand quite as
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readily and quickly, they are smoother, and present
less danger of exciting sepsis onm absorption of de-
tached and putrid particles. (Figs. 12, 13.)

Ben-tangle tent,

To insert tents, woman is placed on back or in Sims’s
position, a speeulum being usually employed; they
are curved, if necessary; a piece of string is attached
to them to facilitate removal ; they should be covered
with carbolized vaseline before insertion, and should
not be left in longer than twenty-four hours, It is im-
portant that they be passed through the os internum.
The woman should be in bed when they are introduced,
and should remain there for twenty-four hours after
removal. The vagina should be washed out before and
after their use with some antiseptic liquid. They
should be inserted gently; two or three small ones act
better than one large one. They should never be used
in cases of recent perimetric inflammation. Even when
all these precautions have been observed, there is some
risk connected with their use—they may excite pelvic
peritonitis, cellulitis, septiceemia, endometritis, and
shock.

Vacinar Tamrons consist of disks of cotton, plain
or medicated, used to prevent or check hemorrhage
from the uterus, or occasionally the vagina, or some-
times to retain intra-uterine instruments and to correct
uterine displacements, The individual disks may be
joined together with a cord, or, better, are introduced



38 METHODS AND INSTRUMENTS.

separately; they are first packed around the cervix,
and then into the vagina, so as to fill it thoroughly,
being retained by a T-bandage. This proceeding is
always done with the aid of the speculum, and Sims’s
is preferable. Tampons should not be left in longer
than forty-eight hours. Then they should be removed
with the aid of the speculum, one by one, or by means
of Sims’s screw. Lampwick has been suggested as a
good material for tamponing, by Dr. Frank Foster.

Tue FouxtaIN SyrRINGE—For vaginal injections, we
use the fountain syringe with a nozzle containing
several lateral openings (but none at the tip). The
water should be used hot (100°-110° F.), and corrosive
sublimate (sufficient to make a solution 1:2000 or
1:5000) or carbolic acid (3ss-3j to Oj) may be added.
The woman is placed near edge of bed, with hips ele-
vated and lower extremities flexed; the nozzle of syringe
or tube should be made so as to give a reverse current,
to prevent the entrance of fluid into the uterus, and
should be directed posteriorly behind the cervix.

PEssaries are instruments made usunally of hard
rubber, occasionally of soft rubber, glass, or metal, in-
tended to correct mechanically uterine displacements.
(Figs. 14, 15.)

Fia. 13,

Hodge pessary for posterior displacements. Thomas's anteversion pessary.



CHAPTER II.
AFFECTIONS OF THE VULVA.

Anatomy of the vulva—Malformations of the vulva—Hypertrophy of the
vulva—Pudendal hernia—Tumors of the vulva—Hydrocele —Abscess -
and ecysts of wulvo-vaginal gland—WVulvar hematocele—Urethral
venous angioma—Urethral caruncle—Inflammations of the vulva—
Purulent vulvitis—Follicular vulvitis —Ahscess of labinin—Gangrenous
vulvitis—Diphtheritic vulvitis—Eruptions of the vulva—Neuroses—
Pruritus —Dyspareunia—Vaginismus—Coccygodynia—Fissure of vulva
—Prolapse of urethral mueous membrane—Vulvar hemorrhage—
Rupture of hymen.

Anatomy of the Vulva.—The female organs of genera-
tion are divided into (1) external, (2) internal, (3) vagina,
which connects the two. The external organs of gen-
eration, also known as the “vulva™ or *pudendum,”
comprise the mons veneris, labia majora, labia minora,
clitoris, vestibule, urethra, meatus urinarius, fossa na-
vicularis, fourchette, hymen and caruncule myrti-
formes, and ostinm vaginee.

The mons veneris is a mass of adipose, cellular, and
fibrous tissue, covered by integument, and after puberty
with hair, placed upon the front of the symphysis pubis
and horizontal rami of the pubes, varying in promi-
nence according to the degree of projection forward of
the pubes and the obesity of the individual, and
abundantly supplied with sweat and sebaceous glands.

The labia majora are two folds extending from the
mons veneris above, where they are thick, and form
the anterior commissure, downward and backward, to
one and a half inches in front of the anus, where they
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unite and form the posterior commissure. They are
covered externally with skin and hairs, and have
numerous sebaceous follicles; internally they are
formed of mucous membrane, containing sebaceous
and mueciparous glands. Between its two surfaces, the
substance of each labium majus is formed of con-
nective, adipose, and elastic tissue, and of some smooth
muscular fibres, which are arranged in the form of a
sac, continuous above with the external inguinal ring,
and regarded as analogous to the dartos of the serotum,
and called the “darfoid or pudendal sac;” it contains
fat, connective tissue, and some fibres from the round
ligament of the uterus, and is occasionally the seat of
inguinal hernia, through the perviousness of the usually
closed canal of Nuck.

The labia minora or nymphe are formed entirely of
mucous membrane, beneath which are bands of con-
nective, muscular, and areolar tissue, vessels and nerves,
sebaceous and muciparous glands, and vascular papille,
and they are covered by tessellated epithelium. They
arise above by two roots, the upper pair forming the
prepuce of the clitoris, the lower its freenum. Below,
the nymphs are lost in the labia majora, at about the
middle of the latter. In the child and in old age they
project in front of the labia majora.

The fourchette iz a strip of mucous membrane
stretched across from one labium majus to the other,
just behind (above) the posterior commissure; it 1s
usually torn in labor,

The fossa navicularis is the small depression existing
(when the parts are separated) between the fourchette
and the posterior commissure.

The clitoris is a small mass of erectile tissue situated
one-half inch below the anterior commissure ; it is one
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inch long when erect, and is the principal seat of sexual
orgasm in the female. It resembles the penis, consist-
ing of a glauns and body, the latter being divided into
two corpora cavernosa separated by a septum, and con-
nected with the pubes by a suspensory ligament and
two crura; the glans is covered above by the prepuce,
and below by the freenum, both of these being formed
by the roots of origin of the nymphe. The clitoris
possesses two muscles, the erector clitorides or ischio-
cavernous muscles, and is richly supplied with vessels
and nerves,

T'he vestibule is a triangular surface, seen on the upper
aspect of the wvulva, bounded behind by the upper
margin of the ostium vaginse, the sides by the diverg-
ing nymphse, 1ts apex being formed by the clitoris. It
is smooth, contains no sebaceous follicles, but many
muciparous glands, and presents about its centre.

The meatus wurinarius, the external opening of the
urethra.

The urethra is one and a half inches long, very di-
latable, and is directed from before backward, and from
below upward.

The hymen is a fold of mucous membrane varying in
form, most often crescentic, stretched across the ostium
vaginee, usually incomplete, the opening left differing
in shape, lost usunally at first intercourse, but it may
persist, and it may be absent in the virgin. It is
always removed at parturition.

The caruncule myrtiformes have been proven by
Schroeder to be the remains of the hymen after par-
turition; they consist of from three to five fleshy
prominences occupying the site of the hymen.

1 he ostium vagine is the opening to the vagina, vary-
ing in size, small in the virgin, more or less circular in
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shape, and placed a little nearer the symphysis pubis
than to the coceyx, so as not to be exactly in the axis
of the inferior strait of the pelvis.

Vascurar SuppLy oF THE VuLva.—This is very
abundant, and constitutes an erectile tissue, which is
especially marked at the bulbs of the vestibule.

() Arterial supply is derived from :

(1) Internal pudie—its superficial perineal, artery of
the bulb, artery of the corpus cavernosum, and dorsal
artery of the clitoris branches.

(2) Internal iliac—some offsets from vaginal branches.

(3) Femoral—its superficial and deep external pudic
branches.

(b) Venous supply is similar to the arterial, and, in
addition, there are certain peculiar arrangements :

(1) Bulbs of wvestibule, an elongated cluster of
dilated venous vessels, one inch in length, sitnated on
each side of the ostinm vagine, in contact below with
the wvulvo-vaginal glands, internally with the mucous
membrane of the vagina, externally with the bulbo-
cavernous muscle. It forms an erectile mass, erection
being produced by compression of the eflerent veins
by the ischio-cavernous muscle.

(2) Pars intermedia, consisting of a double row of
veins between the glans clitoridis and the bulbs of the
vestibule.

(GLANDULAR SUPPLY OF THE VULVA is also quite abun-
dant.

(@) Sebaceous glands are found upon the mons veneris,
inner surface of the labia majora, and on the labia
minora, especially near the clitoris.

(b) Muciparous glands are very abundant around the
meatus urinarius and glans eclitoridis, but are also
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found on the inner surface of the labia majora, and on
both surfaces of the labia minora.

(¢) Vulvo-vaginal glands, also known as glands of
Bartholin, or Duverney, or Huguier, are two conglom-
erate elongated glands, about the size of an almond,
contained in a fibrous envelope; they are situated on
each side of the ostium vagins, beneath the superficial
fascia of the perineum, in relation internally with the
mucous membrane of the vagina, externally in contact
with the bulbo-cavernous muscle, and superiorly with
the bulbs of the vestibule. They are the analogues of
Cowper’s glands in the male, and secrete a glairy,
tenacious fluid, which is ejaculated at the time of the
orgasm in the female, and at other times aids in lubri-
cating the vulva; their ducts, about one and a half
inches long, open just in front of the hymen, or carun-
culee myrtiformes.

NERVOUS SUPPLY OF THE VULVA is very abundant, and
consists of branches of the sympathetic, genito-crural
(from lumbar plexus), inferior pudendal (from small
sciatic), and pudic (from sacral plexus). The clitoris
18 provided with tactile corpuscles.

Muscres o¥ THE VuLva.—Two muscles deserve spe-
cial mention, being peculiar to the female :

(1) Bulbo-cavernosi, two muscular bands, one on each
side of the ostium vaginee, arising behind from the
perineal body, and passing forward around the open-
ing of the vagina, covering the bulbs of the vestibule,
and inserted by three subdivisions into the under sur-
face of the corpus cavernosum of the clitoris, the pos-
terior part of the urethra, and the mucons membrane
near the clitoris.

(2) Ischio-cavernosum or erector clitoridis is a narrow
band of muscular fibres on each side, arising from the
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internal surface of the tuberosity of the ischium, and
inserted into the posterior and internal aspects of the
crus clitoridis,
Tue A¥recTIoNs oF THE VULVA may be divided into—
1. Malformations.
2. Hypertrophy.
3. Hernia.
Tumors.
. Inflammations.
Eruptions.
Neuroses.
Unclassified.

5

-

® =1 >

Malformations of the Vulva.

1. Atresia vulve. See description of ¢ Atresia of
the female genital tract and its results.”’ _

2. Atresia ani vestibularig, in which rectum opens
into vestibule.

3. Hypospadias.

4. Epispadias.

5. Hermaphroditism.

a. True—when both sexual organs are present—
very rare.

b. False—when the external organs of one sex are
malformed, so as to simulate those of the opposite
sex. In the female, usually due to hypertrophy of the
clitoris and approximation of labia majora. In the
male, to hypospadias, or, more rarely, to epispadias.

Hypertrophy of the Vulva.

1. Hypertrophy of the labia majora. Elephantiasis
(in Hindoo women).
2. Hypertrophy or increased number of labia
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minora. Hypertrophy of the nymphe is said to be
the result of masturbation. When hypertrophied and
very long, they may form the so-called *Hottentot
aprons.”

3. Hypertrophy of clitoris. This is often found in
cases of nymphomania. The operation of clitoridec-
tomy (amputation of clitoris) has been performed for
the cure of this disease, but with unsatisfactory results.

Treatment of Hypertrophy of the Vulva—Local appl-
cations, such as hot sitz-baths, lotions, iodoform, sali-
cylic acid, ete., may first be tried; at best, however,
very little benefit can be expected from such remedies.
The hypertrophied portion may be removed with knife,
scissors, or the Paquelin thermo-cautery.

Labial or Pudendal Hernia.

DEFINITION.—A protrusion of some part of the ab-
dominal contents into the pudendal sac. It follows
the course of the round ligament, through the unclosed
process of peritoneum surrounding the latter—the
canal of Nuck. It is of rare occurrence. The con-
tents of the sac are intestines, ovary, mesentery,
omentum, bladder, or uterus.

Errovocy.—The predisposing cause is the perviousness
of the canal of Nuck. The exciting causes are those
which operate also in the male: muscular efforts,
strains, blows, falls, ete.

Symproms.—We find an elastic tumor at the upper
part of the labium majus of one side. This is painless
(unless inflamed), presents an impulse on coughing
and resonance on percussion. It may present all the
symptoms of inguinal hernia in the male, and, like it,
may become inflamed, irreducible, obstructed, and
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Hydrocele of the Labium.

Hydrocele is very rare in the female; it consists of
an accumulation of serous fluid in the inguinal canal,
around the round ligament in the unclosed canal of
Nuck; it is treated as in the male.

Abscess and Cyst of Vulvo-vaginal G]and.‘

DEeFINITION,—A suppurative inflammation, or a re-
tention cyst of the vulvo-vaginal gland.

irroLogy.—Same as that of vulvitis—it often follows
the latter.

Parnorocy.—In abscess, a suppurative inflammation
of the parenchyma ; in cyst, an occlusion of the duct
causing retention of the secretion, enlargement and
distention of the gland.

The gland of one side only is usually involved.

SymproMs.—Same as those of wvulvitis, excepting
that the swelling is more defined, solid, and usually
one-sided ; later there is fluctuation,

A cyst can be distinguished from abscess by its de-
velopment without inflammation, and by absence of
sensitiveness.

DirrerENTIAL DraeNosis.—From vulvitis, abscess of
labium, hernia, hseematocele, edema, hydrocele, and
prolapse of the ovary.

Course.—Tends to recover quickly, after evacuation
of pus or eyst contents, Duration two or three weeks.

TrEATMENT.—AT® first same as for vulvitis. When
pus has formed, evacuate it where fluctuation is most
marked. If the sac fills up again with pus or eystic
material, a radical operation is necessary; lay open the
sac, and wash out, and cauterize with nitrate of silver
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or the actual cautery; or cut out an elliptical piece
from the sac wall, and plug with carbolized cotton;
rarely is extirpation of the entire gland necessary.

Vulvar Hematocele.

DeriNiTioN.—A tumor formed by the escape and
collection of blood into the connective tissue of one
labium, or about the vulva, by the rupture usually of
one of the veins forming the bulbs of the vestibule.

SYNONYMS.—Pudendal hsematocele. Pudendal hee-
matoma or thrombus.

OccurreENCE.—It may occur in the unimpregnated
woman, but is rare, and usually then due to direct
violence. Or it may occur before, during, or after
labor.

ErroLocy.—Same as that of vulvar hemorrhage.

Symproms.—Locally, we find a rapidly formed purple
tumor in one half of the vulva. There is pain, and if
the loss of blood be considerable, symptoms due to
this, When it occurs during labor, it is most likely to
occur just at the close of second stage, from pressure
of the head; and its size may be such as to block up
the passage of the pelvis.

CourseE.—It may become absorbed, or burst exter-
nally, or become encysted, or it may form an abscess,
and then may set up purulent infection.

DIFFERENTIAL DiagNosis.—From edema of labium,
hernia, abscess, hydrocele, cyst or abscess of vulvo-
vaginal gland. Differentiation from these 1s easy.

TreaTMENT—Keep woman quiet, in recumbent pos-
ture; if tumor is small, cold lead and opium lotion.
If the hemorrhage be very large, or as a result abscess
has formed, lay open the sac on the mucous side, wash
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out clots, and plug with lint; if hemorrhage continues,
soak the lint in iron subsulphate: then apply a com-
press and T-bandage for three or four days.

If ocecurring during labor and child is alive, deliver
with forceps it possible; if child is dead, perforate or
crush head, and deliver rapidly; then treat as in non-
puerperal cases.

If after these proceedings hemorrhage still persists,
cauterize the cavity with the actual cautery, and plug
as before,

Urethral Venous Angioma.

A disease due to venous congestion, causing a tume-
faction of the anterior half of the urethro-vaginal
septum. It is non-sensitive. Its treatment is similar
to that of urethral carancle.

Urethral Caruncle.

DeriNirion.—A raspberry-like growth, composed of
one or more small vascular elevations, situated at the
meatus urinarius;. they are very sensitive, and thus
give rise to pain upon the slightest provoeation,

OccurrENCE.—Most frequently at menopause; but
may oceur in young and old.

irroLoaY.—Unknown.

Parnornogy.—A tumor composed of bloodvessels,
held together by fibrous tissue, covered by epithe-
lium, and abundantly supplied by nerves. They bleed
easily, and are very sensitive, They are usually situ-
ated at the meatus, but may extend up into the urethra.
Their size varies from that of a pea to that of a pigeon’s

ege.

0
wr
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- Symproms.—Frequent micturition or retention.

Pain on micturition.

Pain on locomotion.

Pain on coition or contact.

Nervous symptoms may develop as a result of pain
and annoyance, just as in pruritus vulvee,

PuysicanL Sieys.—We find a tumor, as above de-
scribed,

Course.—They do not tend to heal or disappear
spontaneously, and hence, withouat treatment, last many
years. If the urethra be invaded, the chances of com-
plete relief from treatment are not as good as in
ordinary cases, on account of the difliculty of reaching
the tumor.

TreEaATMENT.—(a) Palliative, if woman will not con-
sent to an operation, cauterize with nitrate of silver.
Also use urethral suppositories of belladonna, opium,
1odoform, hydrocyanic acid, or combinations of these,

(b) Radical —Angesthetize woman completely, or in-
ject three to five minims of a four per cent. solution of
cocaine muriate; seize caruncle near base with forceps,
draw down, and cut off with scissors; control the en-
suing free hemorrhage by touching with silver nitrate,
nitric acid, or the actual cautery (Paquelin); the last
is preferable, since it cauterizes the base at the same
time, and thus tends to prevent return of growth.
Cicatrical contraction of the urethra may result, and
require dilatation,

Venereal Warts,

Derinition.—Warty growths almost always, though
not necessarily.

OccurrENCE—Usually in adults. Most common in
prostitutes and in those of uncleanly habits.
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Erionoey.—Due to the irritating effects of gonor-
rheeal, syphilitic, or other discharges,

Parnovocy.—They are papillomata, and consist of a
delicate connective-tissue framework with large blood-
vessels, covered with a thickened layer of epidermis.

Varieries.—They are divided into the soft and hard
varieties, a difference chiefly due to the amount of
moisture to which they are subjected.

Course.—They are apt to grow unless checked.
During pregnancy they grow rapidly, and spread far
up into the vagina. The warts will recur after re-
moval, unless the irritating discharge is cured.

TreaTMENT.—The treatment consists in removing
the growths with the scissors or cautery, if they are of
large size. If small and seen early, it will be sufficient
to insure cleanliness by means of frequent vaginal injec-
tions of bichloride of mercury (1:5000) and by washing
the external genitals with a solution of 1:1000. The
parts should be kept dry with equal parts of calomel
and alum, or equal parts of bismuth and iodoform, or
salicylie aecid.

Condylomata,

These are of syphilitic origin, and are sometimes
called gnmmatous or mucous tubercles or patches.
They are essentially of the same nature as venereal
warts, but have less connective tissue in their structure ;
they are due to specific infection, and consist of inflamed
and hypertrophied papillee; they may, however, be found
in situations devoid of papillie. They first appear on
the inner surface of the labia.

The local treatment is the same as for venereal
warts; the patient should also, of course, be put upon
specific treatment.
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Inflammations of the Vulva.

Vulvitis is an inflammation of the mucous lining of
the vulva; secondarily, the inflammation may extend
into the submucous and surrounding parts. |

The different forms of vulvitis met with are:

1. Purulent.

2. Follicular.

3. Phlegmonous. (Abscess of labium.)

4. Gangrenous,

. Diphtheritie,

Purulent Vulvitis.

Derixrrion.—An inflammation of the mucous mem-
brane of the vulva, involving all the constituents of the
lining membrane, |

Varieries.—It may be (a) non-specific, or simple ; (b)
specific or gonorrheal.

Eriorocy.—Vaginitis (simple or gonorrhceal).

Want of cleanliness.

Injary.

Chemieal irritants.

Friction from exercise (especially in hot weather).

Awkward or excessive coition,

Masturbation.

Exposure to cold.

Pregnancy.

Menopause.,

Eruptions on vulva,

Parasites: (a) pediculi pubis; (b) scabies; (¢) oxy-

uris vermicularis.

Exanthemata.

Diabetes.
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Cancer.

Lupus.

Leucorrhcea.

Parnonoay.—There are, at first, congesiion and dry-
ness, the latter soon being succeeded by a discharge of
mucus, pus, and serum, and increased desquamation of
epithelium—if this is very excessive, superticial ulcera-
tion may result; rarely, diphtheritic patches may be
added.

Secondarily, the inflamation may extend to the
vagina, bladder, urethra, or vulvo-vaginal glands. In
the gonorrheeal variety, the vagina, meatus, and urethra
are very apt to be involved.

SYMPTOMS :

(@) Constitutional—The severity of these will depend
upon the acuteness of the inflammation. If mild and
subacute, there will be scarcely any; if severe and
painful, there may be fever, with its symptoms, and
marked discomfort and irritability; this is, however,
unusual.

() Local—The vulva is red, hot, swollen, dry for
about twenty-four hours, and then bathed in a profuse,
offensive, purulent discharge of a viscid or creamy
character, and a yellow color. There is a varying
amount of pain on locomotion or coition : if the meatus
be affected, there will be added pain and scalding on
micturition. JItching is often complained of, and this
may excite the patient to rub the parts, and this in turn
increases the inflammation. If the vagina or other
parts are secondarily involved, then the symptoms of
inflammation of these parts will be added. Contact
with the discharge, even if non-specific, will excite a
very formidable purulent ophthalmia, and may excite
arethritis in the male, which will resemble gonorrheea.
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CoursgE.—Usually runs a limited course, and if the
exciting cause be removed, tends to get well of itself;
occasionally it becomes chronic and obstinate. It
responds well to treatment, and the latter usually
shortens its course considerably.

TREATMENT :

Removal of cause is of primary importance.

Rest.—1If the inflammation be very severe, keep in
bed; if not severe, patient should be kept quiet; no
locomotion or coition,

Warm general baths.

Diet should be low, non-stimulating. No highly sea-
soned food nor aleoholies.

Catharsis by saline purgatives.

Mineral water (saline) in considerable qu-antltjr

Locally.  Absolute cleanliness. Generally best to avoid
ointments, or fats. Bathe the vulva freely with water
every few hours. Also apply mildly astringent Eﬂtmns,
such as lead and opium wash :

B —Liq. plumb. subacet. } Lo

Tinct. opii ' WS
Aquins o7 500 enil e it S S 0j.—M.
Sig.—External use.

This is best applied by disks of soft linen or lint, or
a poultice of bread, slippery elm, or flaxseed may be
used.

After the acute symptoms have passed, and there is
a tendency for the case to become subacute or chronie,
paint over the vulva with :

I¥ —Liq. ferri subsulph. . : : : : : Zi:

(lycerini. | 3 . ; . Evij.—M.

Sig.—Apply several l:nne- i duy,
or use a 2 per cent. solution of nifrate of silver every
second day.
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For the pruritis, a } per cent. solution of carbolic acid
may be used, or some of the other remedies mentioned
in speaking of this disease.

Follicular Vulvitis.

DerINITION.—An inflammation of the vulva, involv-
ing chiefly its glands, but, to a less extent, also the
other parts of the mucous membrane. It is also
known as “vulvar folliculitis: " it 18 much less common
than the purulent variety.

ErroLocy.—Same as that of purulent vulvitis.

Parnoroay.—The disease may aftect chiefly the mu-
ciparous glands, or chiefly the sebaceous follicles, or
both together; there is usnally some purulent general
inflammation associated. _

SyMmproMs.—Same as those of purulent vulvitis, ex-
cepting there is more pain, and the local appearances
are different : These are the formation of small,
rounded, elevated papules, very sensitive and often
presenting purulent apices, especially in involvement of
the sebaceous follicles; they are found on the surfaces
of thelabia majora and minora, and especially around
the meatus and clitoris, They may discharge sponta-
neously and then heal.

=Course.—Does not tend to be cured spontaneously,
as does the simple purnlent variety; if neglected, may
become quite obstinate; if properly treated, rarely
lasts beyond two or three weeks,

TrearMENT.—Same as that of purulent wvulvitis.
Dr. Oldham’s

K .—Ae. hydroeyan, dil. . : . : ; 1
Plumbi subacet. . : : : - . pT XX,
Ol. cacao . : : : : 3 . . Zij—DM.

Sig.—Apply after thorough cleansing.
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Applications of subsulphate of iron and glycerin, or
2 per cent. nitrate of silver, especially to the seat of
the inflamed follicles; if it becomes chronie, the solid
stick of nitrate of silver or copper directly to the in-
volved follicles,

Abscess of Labinm.

DerinitioNn.—An inflammation of the labia majora,
resulting in the formation of furuncles or boils.

Errorocy.—(a) Predisposing, the state of the system
known as the ¢ furuncular diathesis.”

(b) Exciting, in those thus predisposed, any of the
causes enumerated under purulent vulvitis.

Parnorosy.—At first congestion, then in a day or
two increased swelling and hardness, which then goes
on to suppuration and formation of abscess.

Symproms.—Heat, redness, swelling, throbbing pain,
especially on exercise, and sensitiveness of one labium,

DirrERENTIAL Dragyosis.—From simple vulvitis, ab-
scess and cyst of vulvo-vaginal gland, labial hernia,
pudendal hsmatocele, labial cedema, hydrocele, and
prolapse of an ovary.

Course.—If properly treated, yields readily; if pus
is not evacuated, it may burrow into surrounding parts
and do mischief. -

TrearMENT.—In acute stage, that of purulent wvul-
vitis. In second stage, when suppuration is unavoid-
able, promote the formation of abscess by warm poul-
tices.

When pus is seen or known to exist, it should be
evacuated ; open on inner surface of labium,

Then treat the diathesis by fresh air, iron, quinine,
nux vomica, other tonics, hypophosphites, and calcium
sulphide.
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Gangrenous Vulvitis,

Gangrenous Vulvitis 18 confined to children, occurring
after scarlet fever, measles, and typhoid fever.

Diphtheritic Vulvitis.

Diphtheritic vulvitis 1s usually one of the manifesta-
tions of puerperal fever,

Eruptions of the Vulva.

These are very numerous; those most commonly
seen are :

Eczema.

Acne.

Herpes.

Prurigo.

Lichen.

Erythema.

Erysipelas.

Syphilides,

They regularly induce vulvitis, and often a very
troublesome pruritus, and show a tendency to become
chronie.

They should be treated just the same as when oceur-
ring elsewhere.

Neuroses.

These include :
1. Pruritus vulvee.
2. Dyspareunia.
3. Vaginismus.
4. Coceygodynia,
ax
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Parnorocy.—This symptom is supposed to be due to
an irritability and sensitiveness of the nerves supplying
the valva; it i1s thought by many to be dependent, in
most cases, on some centric neurotic cause.

SymproMs.—Itching, which is often intolerable, and,
as a secondary result, if unrelieved, may give rise to
chorea, sleeplessness, opium habit, despondency, hys-
teria, and general loss of health; and, locally, as a
result of secratching, to various ulcerations, excoriations,
eruptions, and inflammations. The disease or symptom
comes on gradually, and, if unrelieved, becomes worse,
on account of the increased irritation due to scratching.
It is often intermittent, and is especially apt to be
marked at the menstrual epoch, or by anything which
causes congestion of the genitals, such as coition;
getting into a warm room or bed, eating spiced food,
or drinking stimulants, often excite it. It may be
more marked at one period of the day than at another.
From the vulva, it may extend to the abdomen, groin,
or down inner side of thighs.

TrearMENT. Treat the Cause.—Remove, if possible,
the exciting or predisposing cause. Where there are
irritating discharges, frequent ablutions are indicated.

To relieve the symptoms, there is an endless variety
of drugs in use. The most commonly used, and most
highly spoken of, are :

(1) Two to five per cent. solution of nitrate of silver.

(2) Two to three per cent. solution of carbolic acid.

() Half per cent. solution of mercuric chloride.

(4) Twenty-five to fifty per cent. solution of sulphurous ucid.
(5) Four per cent. solution of borie aecid.

(i) Ointments of eamphor, tar, or iodoform.

(7) Mixture of eamphor and chloral.

(8) Infusion of tobacco.

(9) Chloroform dissolved in almond oil (1: 5).
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Inflammation of uterus.

Inflammation of uterine appendages.

Inflammation of periuterine tissue.

Prolapse of ovary,

Coecygodynia.

Hysteria.

Vaginisimus.

There are many other causes, but the above are the
most frequent. Many of them are irremediable; others
are amenable to treatment, and are spoken of in other
parts,

Vaginismus,

DEeriNirion.—Reflex contraction of the muscular
fibres surrounding the orifice of the vagina—probably
the bulbo-cavernous muscle (pubo-coceygeus—Savage),
and perhaps the anterior fibres of the levator ani, when
coition is attempted,

Eriorogy.—Irritable. fossa navicularis.

Inflamed hymen.

Unruptured hymen.

Irritable caruncule myrtiformes.

Urethral caruncle.

Prolapse of the ovary.

Fissures of vulva.

Vaulvitis,

Vaginitis.

Uleers of vulva.

Pelvie cellulitis.

Fissure of anus.

Large size of male organ.

Hysterical diathesis,

SyMproMs.—Dyspareunia and sterility. It is most
common in young married women.
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Procxosis.—Good, if properly treated.

TreaTMENT.—If a local cause can be found, this must
be removed ; if excoriations, fissures, or ulcers, eauterize
by actual cautery or nitrate of silver, and apply iodo-
form or belladonna.

When these proceedings do not remove the condi-
tion, or when no local cause can be found, palliative
freatment in the form of sitz baths and sedative injee-
tions may be tried, but is generally of no avail; then
we must dilafe the vagina, best by the wearing of a
wooden or glass dilator for an hour or two daily, in-
creasing the size gradually, and smearing them with
belladonna ointment; though painful at first, their
introduction soon becomes easy.

If these fail, or sometimes, even before trying
gradual dilatation, we may perform Sims’s operation :
The patient being ansesthetized, an incision about two
inches long is made on each side, extending from half
an inch above ostium to raphé of perineum, obliquely ;
the entrance of vagina is plugged to check hemor-
rhage, and next day a glass dilator, having a groove
above for the meatus and passage of urine, is intro-
duced smeared with belladonna ointment; this must
be worn two hours, night and morning, for three or
four weeks; or the sphincter may be foreibly stretched
by passing the thumbs or fingers into the vagina and
pressing outward until the fibres give way.

The pudic nerves have been divided for the cure of
this affection, but it has not yet been done to any great
extent, and is not generally advocated.

During these various forms of treatment, intercourse
should be abstained from.

If hysteria be an etiological factor in the case, tonics,
change of air, open-air exercise, etc., are indicated.



COCCYGODYNIA. b1

Coceygodynia.

DeFiNrrioN,—This rather common symptom is the
occurrence of pain in the region of the coceyx on rising
or sitting.

Sy~yonyMs.—Coceygodynia. Painful sitting. Neural-
gia of the coceyx.

Erionocy.—(a) Constitutional causes :

(Gouty or rheumatic diathesis,

Hysteria.

Neuralgic diathesis,

(b) Local causes :

Cold and exposure.

Loecal neuralgia.

Rheumatism.

Caries of coceyx.

Inflammation of coceyx.

Displacement of coceyx.

Fracture of coccyx.

Periostitis of coceyx.

Rupture of sacro-coceygeal liganment.

Hypermesthesia,

Falls and blows.

Affections of neighboring parts:

Fissure of anus,

Fissure of vulva.

Uterine disease.

Ovarian disease,

Disease of any of pelvie contents,
Constipation,

Hemorrhoids.

Parnoroay.—The pain is caused by the movements
of the coceyx, which is rendered sensitive by disease
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of the bone itself, its attachments, or surrounding
parts.

Symproms.— Pain at tip of coceyx, in rising or sitting
down, stool, walking, sudden exertions, sexual inter-
course, etc. This pain varies in degree; it is some-
times excruciating, and when long continued gives
rise to deterioration of the health.

Diacnosis.—Pressure of the skin over the coceyx,
or movement of it by pressure through the rectum,
caunses the characteristic pain.

TREATMENT. (a) General.—If ansemic, or the gouty,
hysterical, rheumatie, or the neuralgic diathesis exists,
treat this.

(b) Local.—Endeavor to remove the cause.

If you cannot discover any cause, as often happens :

(1) Employ suppositories, ointment or plaster of
opium and belladonna.

(2) Leeches over coceyx, |

(3) Blisters over coceyx, followed by dusting with
morphine.

(4) Hypodermic injections of morphine over coceyx.

(5) Galvanism to coceyx and surroundings.

(6) If these do not suffice, cut away all attachments
of coceyx to sacrum and neighboring parts, by sub-
cutaneous incisions with small tenotomy knife.

(7) As a last resort, remove the coceyx by a pos-
terior median incision.

In addition to the preceding diseases of the vulva
there are several other affections and conditions of this
organ which cannot properly be classified. Among
these are included fissure of vulva, prolapse of the
urethral mucous membrane, hemorrhages of the vulva,
and rupture of hymen,
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Fissure of Vulva.

DeriNiTiON. — A small superficial ulcer, usually
situated at posterior commissure, less frequently at
the anterior, occasionally laterally.

SymproMs.—Pain on locomotion, micturition (from
contact with urine), and coition, and sometimes even
while at rest.

TreaTMENT—Cauterize with nitrate of silver; if
this does not cure it, make a slight incision to base
of ulcer, and allow it to heal from the bottom, the
woman being kept quiet until it is entirely healed,

Prolapse of the Urethral Mucous Membrane.

This is uncommon. It may be mistaken for urethral
caruncle, and gives rise to the same symptoms. The
treatment consists in removal of the prolapsed portion,
and keeping a catheter in the urethra until the wound
heals.

Hemorrhages of the Vulva.

There are three forms:

1. Vulvar or pudendal hemorrhage.

2. Vulvar or pudendal hsmatocele (already de-
scribed).

3. Hemorrhage from ruptured hymen.

Vulvar or Pudendal Hemorrhage,

Derixirion.—Hemorrhage from the vulva, in which
the blood escapes externally ; source of blood is usually
the bulbs of vestibule.

Ertorvay.—(a) Predisposing Causes.  Pregnaney.
Dilatation of veins,
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(b) Fzxeiting Causes.  Direct violence, most frequently.

Wounds.

Severe muscular efforts.

Symrroms.—Locally, we find an abrasion or larger
rent of the mucous membrane, and from this, blood,
usually venous, exudes in various degrees of profuse-
ness,

It may be complicated with pudendal heematocele.

If the amount of blood lost be small, there may be
no constitutional symptoms whatever, excepting a cer-
tain amount of fright and some pain. But if the
amount lost be considerable, we will have the usual
symptoms due to this; it is even possible for these
symptoms to terminate in collapse and death. The
severity of the symptoms depends (1) upon the amount
of blood lost, and (2) the rapidity of its loss.

TrearmeNT.—Cold and pressure.

Tampon vagina, then apply cold compresses, or iron
subsulphate to the bleeding parts, and secure with
pressure by a T-bandage; keep woman quiet in bed.
[f the hemorrhage does not cease, enlarge the opening,
turn out clots, and apply solution of iron subsulphate.

Rupture of Hymen.

This usnally takes place at first intercourse, and the
resulting hemorrhage is generally slight; it may, how-
ever, be quite extensive, and require the application of
iron subsulphate or even tamponing the vagina.



CHAPTER III.

THE PERINEAL BODY.

Anatomy—Rupture of—Results of rupture—Uperations for restoration
(perineorrhaphy )—Tait's operation of perineorrhaphy—Prolapse of
vagina—Prolapse of bladder—Prolapse of rectum—Prolapse of intes-
tines —Colporrhaphy—-Emmet’s operation.

Axaromy.—This is a triangular mass, composed of
areolar, adipose, and fibrous tissue, and muscular
attachments, situated between the lower part of pos-
terior wall of vagina and lower portion of anterior
wall of rectum ; the mucous membrane of these canals
forms its anterior and posterior walls, whilst below, it
is covered by the integnment extending between the
posterior vulvar commissure and the anterior wall of
anus, which tract is often called the perineum. It
measures about an inch and a half vertically, and
transversely and antero-posteriorly at its base. It is
of great importance on account of its function, which
is to support the pelvie viscera, and especially the
anterior rectal wall and anterior and posterior vaginal
walls; hence the numerous and significant effects re-
sulting from the removal of this perineal support, in
rupture of the perineum, so called.

Ruptﬁre of the Perineal Body.

DEeriNiTION.—A rent of greater or less extent through
the perineal body.
OccurreNce.—It is of very frequent occurrence.
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Varigries.—It may be divided into:

(a) Partial.

(b) Complete.

Or divided into four degrees, as follows :

First degree, extending through mucous membrane
of vagina for a short distance only; a superficial rup-
ture of the fourchette and perineum.

Second degree, extending to the sphincter ani.

Third degree, extending through the sphincter ani.

Fourth degree, extending through the sphincter ani
and involving the recto-vaginal septum.

ErioLocy.—In the great majority of cases it is due
to lacerations inflicted during childbirth ; occasionally a
loss of the perineal body is caused by senility, subin-
volution after parturition, general debility and pressure
from a displaced uterus.

Causes of Rupture of Perineal Body during Parturition.—

Passage of large heads.

Passage of occipito-posterior vertex presentation.

Passage of other malpositions and malpresentations.

Passage of shoulders of child.

Narrow and too acute pubic arch.

Straight sacrum.

Excessive uterine contractions,

Ulcerations of perineum from syphilis.

Rigid perineum in elderly primipare.

Unguarded use of forceps.

Too early passage of hand into vagina to bring down

arm in turning.

Awkward manipulation in supporting perineum.

ResvrLrs.—(a) Immediale—Hemorrhage.

Septiceemia, from absorption of putrid discharges.

(b) Distant.—Subinvolution of vagina.

Prolapse of vagina.
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Cystocele.

Rectocele.

Enterocele,

Displacements of uterus, including prolapse.

Incontinence of feces and gases (in complete rupture),

TrearMeENT.—Although we have this alarming array
of serious consequences of ruptured perineum, yet it
must be remembered that many cases experience no
evil effects whatever, even where the rupture is con-
siderable. This fact, though of interest, does not
justify us in neglecting to repair the damage done
immediately after parturition, for most authorities
agree that it is advisable to repair a ruptured perineum
immediately after the third stage of labor.

A rent of less than half an inch usually requires no
treatment ; but when more than this, sutures should
be employed to keep the freshly separated surfaces in
apposition ; for, although a tear of one inch often heals
spontaneously, yet this favorable issue cannot be de-
pended on.

Perineorrhaphy,

OPERATIONS FOR THE RESTORATION 0F THE PERINEAL
Bopy.—This operation is called primary when it is done
immediately after parturition; secondary, when done
after the immediate effects of childbirth have passed.
It varies also according to whether the rupture be
partial or complete.

Primary Operation.—Is advisable, no matter what
degree of laceration exists; it should be done imme-
diately after the third stage of labor, when the parts
are still somewhat benumbed from pressure, and when,
since the accident occurs very often after instrumental
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delivery, the woman is still under the influence of an
anwsthetic. The steps are the same as in the secondary
operation, but much easier, since all the tissue is present
and no denudation required.

A

Recent inside tear and repair by sutures.

Secondury Operation ; Partial Rupture.—The woman
should be prepared for three weeks previous; the
general health improved by tonics, fresh air, and nu-
tritious diet; for a week previous she should receive
a cathartic daily, in order to prevent the existence of
hard fecal masses; for four or five days previous the
diet should consist largely of animal broths, and not of
milk, which tends to form hard masses in the rectum ;
any existing leucorrheea should be cured, and the
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vagina washed out twice a day for a week before the
operation.

The woman is placed in the lithotomy position ; four
assistants are needed: first, ansesthesia; second and
third, to hold thighs apart; and, fourth, to hand
sponges, etc. Instead of general anwmsthesia, a 4 per
cent. solution of muriate of cocaine may be used, four
minims being injected on each side of floor of vagina,
and the surface of vaginal floor repeatedly painted over
with the same solution.

The labia are held apart and thus the floor of the
vagina put upon the stretch.

The instruments required are long curved scissors,
narrow bistoury, long tooth forceps, tenaculum,sponges
on holders, artery forceps, needle-holder, silk and cat-
gut. ligatures, strong silver wire, straight and curved
round needles two and a half inches long.

Noteh a point in the posterior wall of the vagina cor-
responding to the desired extent of denudation; this
forms the middle of a concave base to the triangular
surface to be denuded ; the apex corresponds to a point
Just above the anus, and the sides extending from this
point in a convex outward direction to a point midway
up labium majus, and the base being concave upward
and extending from this point on each side to the notch
in the posterior median line before mentiohed; this
surface .is to be denuded with scissors or knife (gyne-
cologists prefer scissors), removing as little tissue as
possible. Slight hemorrhage will cease spontaneously ;
but if the bleeding vessel can be seen, it should be
seized and twisted if small, tied with catgut if large.
After cessation of hemorrhage, the exposed surfaces
on the two sides are to be held in apposition, preferably
with wire sutures. The number of sutures required
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depends upon the size of the rupture and the opera-
tion; from three to six are usually required.

A round needle (the ordinary darning-needles are
best) is threaded double, and to this is looped the
silver wire; the entrance of the first suture should be
at the inferior border of the exposed surface, and all
sutures should be put in and come out one-quarter to
one-half inch from the lateral margins, between which
points they should pass beneath the denuded area; the
finger in the rectum guards them from passing too
deeply and wounding the gut; the upper one or two
sutures should pass through the angle of the surface of
one side and catch up the corresponding angle on the
other side, without being embedded beneath the
stripped surface. The sutures are now approximated,
tightened, and twisted npon a fulerum, cut off at
about two inches, and the combined ends covered by a
piece of soft rubber tubing.

The after-treatment consists in keeping the woman
in bed, with the knees bound together, on her back or
side; the urine should be drawn every six hours, and
the vagina kept clean ; on the eighth or ninth day the
sutures are removed. The diet during this period
should consist chiefly of broths; the bowels are kept
constipated for four days after the operation, and then
moved by enema or mild laxative,

Secondary Operation ; Complete Rupture.—Herg it is of
great importance to close the reut in the gut and to
unite the ends of the divided sphincter; upon these
points depends, in great measure, the success of the
operation.

As a rule, if more than an inch of the rectum be
ruptured, it is best to close this by denuding the edges
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and uniting them down to the anus, and after these
parts have been united, to operate further,

The divided sphincter should be united as follows :
After vivifying the parts, pass in a needle at the lower
edge of the anus, then upward through the recto-
vaginal septum encircling the rent, and bring it out at
the side of the lower edge of the anus opposite the
point of entrance; this suture is then tightened; the
sphincter now usunally unites; then proceed as in
partial rupture.

There have been numerous other operations devised
for the repair of a lacerated perineum, most of them
being merely modifications of the operation just de-
seribed.

The best known are those of Emmet, Tait, Simon,
Bischoft, Hegar, Fritsch, and Hildebrandt.

Tait’s method has lately been used quite extensively ;
it is done with the woman in an exaggerated lithotomy
position. Mr. Tait describes it as follows:

Having the folds of the buttocks firmly pulled apart
so that the cicatrix is put on the stretch, I enter the
point of the scissors at its extreme end on one side,
and keeping strictly to its line, I run through to its
other extremity. The incision 1s about ¢ of an inch
deep and forms two flaps, a rectal and a vaginal,
From each end of the incision, it is carried forward
into the tissue of each labium for about an inch, and
again backward for about } of an inch. The flaps
thus formed extend forward into the vagina and back-
ward into the rectum. Suatures are then introduced
from the rectum, from the vagina, and from the cuta-
neous surface, and are left in sifu for three or four

weeks, the vagina and rectum being washed out daily.
4
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Tait claims to have had only two failures in many
hundred cases.

Prolapse of the Vagina.

DeriNitioN.—Prolapsus vagine is a bulging of the
wall of the vagina into its canal, toward or even
through the vulva.

OccvRRENCE—It is usually accompanied by dis-
placement of adjacent viscera—bladder, rectum, intes-
tine, and uterus—but rarely occurs by itself. When
it does occur by itself, it more frequently affects the
posterior than the anterior vaginal wall. It is very
rare in nulliparee,

ErtoLogy.—Repeated parturitions.

Subinvolution of vagina and perineum.

Rupture of perineum.

And occasionally by senile atrophy of vagina.

Chronic vaginitis.

Previous distention of vagina by tumors.

Violent efforts of the abdominal muscles.

Symproms.—( When vagina alone is displaced.)

Uncomfortable and bearing-down feeling in vagina.

Feeling of heat and fulness in vulva.

Pelvie discomfort on locomotion or muscular exer-
tion,

Woman becomes easily tired.

Prysican SieNs—We find a tumor covered by vag-
inal mucous membrane, which may be congested, in-
flamed, and excoriated, or smooth, tough, shining, and
covered by a proliferation of the normal pavement
epithelinm.

When complicated by prolapse of neighboring parts,
the physical signs and the symptoms of these will be
added.
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Course.—This condition presents itself under two
forms : acute, which is very rare, and chronie, the usual
form.

The acute variety is often cured by replacement,
posture, and rest.

The chronic and usual form has a tendency, unless
there be surgical interference (medical treatment being
usually of no avail), to a lengthy duration, and to be-
come complicated very soon by prolapse of the uterus,
bladder, rectum, and (rarely) intestines.

Prolapse of the Bladder.

DerinitioN.—Displacement and falling of the bladder
downward into the vagina, toward the vulva,

Sy~NoNyMs.—Cystocele. Vesico-vaginal hernia.

Errorocy.—It is usually secondary to, or oceurs with,
prolapse of the anterior wall of the vagina, and is
produced by removal of the support which the vagina
should give, and also directly by traction,

It has the same causes as has prolapsus vaginge, and
hence is also usunally found in multipare. A small
pouch is first formed; this retains a portion of the
urine, and thus soon enlarges and forms a diver-
ticulum,

Symproms.—Besides the symptoms of vaginal pro-
lapse, there 1s decomposition of the retained urine,
causing a cystitis, which gives rise to vesical pain and
tenderness, frequent, painful, and scalding micturition,
changes in the urine, and deterioration in general
health. |

Course.—These symptoms continue until the con-
dition is relieved by operation; the regular evacuation
of the bladder by catheter, with the palliative treat-
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ment, detailed later on, may make the patient pretty
comfortable.

Prolapse of the Rectum.

DeriNitioN.—— A bulging of the rectum into the
vaginal canal, toward or through the vulva.

Syyonyms.—Rectocele. Recto-vaginal hernia. -

ErroLogy.—Same as that of cystocele and prolapsus
vagine.

SyMmproMs.—Those of prolapsus vaginge ; in addition,
symptoms due to inflammation of the rectal mucous
membrane—pain and tenesmus, frequent passages of
mucus mixed with blood, constipation, and deteriora-
tion in general health.

CoursE.—Symptoms continue until the condition is
removed by operation.

Prolapse of the Intestines.

DeFINITION.—An encroachment upon the vaginal
cavity by the descent of part of the small intestine.
This usually takes place in Douglas’s cul-de-sac, very
rarely between bladder and uterus and anterior vaginal
wall.

SyyoNyMs.—Enterocele. Entero-vaginal hernia.

ErioLocy.—Same as that of prolapsus vagine.

Sysproms.—Those of prolapsus vagine. There exists
a possibility of strangulation or contusion during labor.,

CoursE.—Symptoms continue until relieved by opera-
tion.

TreaTMENT 0F ProLAPSE oF VacIiNA, BLADDER, REc-
TUM, AND INTESTINES —(a) Local astringents.

Injections of sea-water, and water containing tannie
acid or other vegetable astringents, or zine sulphate, or
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alum, into the vagina two or three times a day; or the
use of vaginal suppositories containing astringents.
These means may be of service in very slight examples,
but never in well-marked cases.

(b) Improvement of general health.

Change of air, exercise, sea-bathing, the use of iron,
quinine, and other tonics; these are adjuvants in those
very slight cases in which local astringents are used;
by their use the tone and strength of the abdominal
muscles are increased.

(e) Removal of pressure from above—

Such as tight lacing and heavy clothes suspended
from the hips; the former should be forbidden, and the
weight of the skirts should be borne by the shoulders.

(d) Supplemental support.

An abdominal bandage with perineal pad is often ot
service in very stout women. Certain pessaries, such
as Cutter’s cup, may be of service, by supporting the
uterus, pushing it up, and thus making the vagina
tense, and preventing its prolapse, together with that
of adjacent organs, A Hodge pessary, with crossbars
across its lower end, may be of use.

(¢) Surgical procedures.

There is scarcely any ecase which will not yield to one
of the following operations: |

1. Perineorrhaphy.

2. Colporrhaphy upon the anterior or the posterior
vaginal wall—whichever is at fault.

3. Colporrhaphy upon both vaginal walls, even
though only one seems to be at fault; this is done
when the two preceding operations are insufficient.

4. Colpo-perineorrhaphy, a combination of peri-
neorrhaphy, with anterior or posterior colporrhaphy,
or both.
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CoLrorrRHAPHY OR KLyTRORRHAPHY. —This is an oper-
ation effecting a diminution in the calibre of the vagina,
and thus removing the traction which its prolapse exerts
upon surrounding organs,

Fia. 17.

Sims's operation.

The operation now usually performed, is that intro-
duced by Sims, or some modification of this, of which
Emmet’s is the best example and one frequently
performed. It is designated as anterior or posterior
colporrhaphy, according to whether the anterior or
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posterior wall of the vagina is operated upon; we can
operate upon both.

In Sims’s operation of anterior elytrorrhaphy, the woman
being placed in Sims’s position, a V-shaped denudation
is effected, the apex being just above the meatus, and
the ends of the arms on each side of the cervix; thus
two strips of mucous membrane are vivified, and the
ends of the arms almost nnited by transverse lines; the
denuded surfaces are approximated by silver suture,
and the after-treatment is the same as for perineor-
rhaphy; the sutures are removed at the end of ten
to fourteen days.

Emmet’s operation. In this modification a patch of
mucous membrane at a proper distance to one side of
the cervix is caught up with a tenaculum and excised
with scissors. The otherside is treated in the same man-
ner, as is also a patch on the posterior wall of the cervix.

Fig. 18.

wy 2w

Emmet's operation ; first step.

A wire suture is then passed so as to bring these three
denuded points together, and twisted so as to fix them.
Jatching up a piece of mucous membrane on the vagi-
nal fold, a strip is cut out and sutures passed across it
from the margins of each side, proceeding, step by step,
from above downward. In this way a great loss of blood
1s avoided; the opposing abraded surfaces are thus
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AFFECTIONS OF THE VAGINA.

Anatomy of the vagina—Malformations of the vagina—Dizsplacements of
the vagina—Tumors of the vagina—Inflammations of the vagina—
Acute simple vaginitis—Subacute and chronie simple vaginitis—Bpecific
vaginitis—Granular vaginitis—Myeotic vaginitis—Tubercular vaginitis
—8enile vaginitis—Croupous and diphtheritic vaginitis—Leucorrhea—
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Anatomy of the Vagina.

TuE vagina is the canal of communication between
the vulva and the uterus, serving for the passage of
the penis and semen, of the menstrual secretion, and
of the child,

It is in relation, in front, with the base of the bladder
and the urethra; behind, with the rectum, being con-
nected with its anterior wall for the middle three-
fifths, with the perineal body at the lower fifth, and
separated by Douglas’s pouch of peritoneum from the
rectum at its upper fifth; laterally, it is in relation and
gives attachment, above to the broad ligaments, and
below to the levatores ani muscles and recto-vesical
fascia.

It is situated in the cavity of the pelvis, its direction
almost corresponding with the axes of the pelvie cavity.
In its natural relation, it is flattened, forming on sec-
tion an H. Its length is two and a half inches along

its anterior, and three inches along its posterior wall,
4%
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in the virgin. It is narrow below, but wide above,
where i1t embraces the cervix uteri.

It consists of three coats:

(1) Internal or Muecous, consisting of a stroma of con-
nective tissue, upon which are placed deeply eylindrical
and superficially squamous epithelium ; this is studded
with vascular papillee, and contains numerous muci-
parous glands (though this is disputed). The secretion
of the vagina is acid, and this prevents coagulation of
the menstrual secretion. The mucous membrane is
elevated into a ridge on the anterior, and a similar one
on the posterior surface, from which numerous trans-
verse rugse proceed; these are most marked near the
orifice, and tend to become obliterated from frequent
intercourse, old age, parturition, and chronic vaginitis.

(2) Middle or muscular layer, consisting of two layers,
an internal longitudinal, continuous with that of uterus,
and an external circular, which near the ostium vaginge
forms an aggregation often called the sphincter vaginz.
These two layers are connected by interlacing oblique
fasciculi.

(3) Fxternal layer, consists of loose connective tissue,
in which are some muscular fibres, and a large number
of veins, forming a sort of erectile tissue.

The blood supply of the vagina is very abundant; the
arteries are the vaginal, and branches from the uterine,
vesical, and internal pudic; the veins correspond to
the arteries and terminate in the hypogastrie.

The nerve supply is also very free, being derived from
the hypogastric plexus of the sympathetie, and branches
from the pudie and fourth sacral nerves.
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The Affections of the Vagina

may be divided into :

1. Malformations,

2. Displacements.

3. Tumors.

4. Inflammations.

5. Fistule.

6. Foreign bodies in the vagina,
Malformations of the Vagina,

1. Congenital atresia of vagina, simple or lateral.

2. Absence of vagina.

3. Abnormally short and narrow vagina.

4. Split or double vagina,

5. Congenital cloaca of vagina.

The_*, are due to some abnormality in the method of
union of the * Miillerian ducts.” They will receive
further consideration under * Atresia of the Female
senital Tract and its Resuolts.”

Displacements of the Vagina.

1. Inversion of anterior vaginal wall with cystocele.

2. Inversion of posterior wall with rectocele. It
may also be complicated with ovariocele or enterocele.

3. Hydro-, or pyo-colpocele.

The treatment of these displacements has been de-
scribed in the preceding chapter, under colporrhaphy.

Tumors of the Vagina
include :
(1) Cysts,
(2) Solid tumors:
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Fibroid.
Carcinoma.
Sarcoma.
Fibromyoma.
Myoma.
Papilloma.
Polyps.

Cysts of the Vagina.

OccurreENCcE.—Not infrequent. They are usually
single, and situated low down; they are more fre-
quent on the anterior than on the posterior wall.

Errorocy.—Probably due to involution of the mu-
cous membrane of the vagina; others have been
attributed to dilatation of canals of Gartner, and
thromba.

Parnoroay.—Their size varies from that of a small
nut to that of a hen’s egg; their wall is lined by
columnar, epithelium; the contents vary from clear
to dark brown, and from a serous to a thick mucous
consistence.

SymproMs.—When small, no symptoms. When
large, they may cause bearing-down pain, leucor-
rheea, and dyspareunia, or, rarely, interfere with
micturition and parturition.

Drsanosis is easy; they are to be differentiated
from cysts of the vulvo-vaginal glands, hsematocele,
and hernia,

TrEaTMENT.—If interference be called for, punecture
and injection of iodine, excision of a portion of the
sac, incision and cauterization of the sac-walls, or cut-
ting out a portion and uniting the margins of the rest
to the adjoining surface of the vagina, may be practised,
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Fisrorps, MyomaTa, AND FiBroMyoMATA.—These
tumors are rare, vary in size, may be gessile or pedun-
culated (polypi), and only when of large size do they
give rise to annoyance, from compression of surround-
ing parts, or blocking up of vagina. They may be
removed quite readily by enucleation, and by division
of the pedicle in polypi.

CarciNoMA may be primary or secondary (usually
secondary). When primary it is most frequently found
on the posterior vaginal wall. The growth may be
circumscribed or diffuse. The symptoms are the same
as those of cancer of the cervix: Pain, hemorrhage,
offensive discharge, and constitutional effects of cancer.
It occurs in younger individuals than does that of
cervix. In certain cases, removal can be effected by
caustics, cautery, or the knife.

SArRcoMA occurs very rarvely: it may be diffuse or
circumseribed, in the latter case being usually a fibro-
sarcoma, and occurring in the form of a polypus. In
either case, it should be removed.

Inflammations of the Vagina.

Sy~NoNyMs.— Vaginitis. Colpitis. Elythritis.

Varieries.—The common ones are :
Acute.

(1) Simple vaginitis < Subacute.
Chronie.

(2) Specific or gonorrheeal vaginitis,

The less common ones are :

(3) Granular vaginitis.

(4) Mycotic vaginitis.

(5) Tubercular vaginitis.

(6) Senile or adhesive vaginitis,
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(7) Croupous and diphtheritic vaginitis,
(3) Abscess of the vagina.
(9) Gangrene of the vagina.

(10) Erysipelas of the vagina.

Acute Simple Vaginitis.

DeriNiTION.—A purulent inflammation of the vagi-
nal mucous membrane, not due to gonorrheea.

KErronoay.—Neglect of cleanliness.

Exposure to cold during menses.

(‘ontusion during parturition.

Exanthemata (in children).

Injuries from pessaries.

Excessive coition.

[rritating injections,

(Chemical agents.

[rritating discharges from uterus.

Introduction of foreign substances.

Ascarides (in children).

Dentition in childhood.

(veneral debility, in phthisis, ete.

Paruorocy.—There are marked congestion and
swelling of the mucous membrane of the vagina: for
the first day or two there are dryness and suppression
or diminution of the natural secretion, after this
period there 1s increased secretion, and this creamy
purulent discharge consists of pus cells, vaginal epithe-
lium, granular matter, and bacteria, suspended in
serum. There is increased desquamation of the lining
pavement epithelium, and this may be so much in
advance of reproduction, that superficial ulceration

results,
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Symproms.—(a) Local.—Profuse yellowish or greenish
offensive discharge from vagina.,

Heat and burning in vagina.

Pain on locomotion or coition.

Feeling of weight in perineal region.

Pain and fulness in pelvie region,

Excoriations upon vulva and surroundings.

Pruritus vulve (in some cases).

It urethra be involved, as 1s sometimes the case
even in the simple variety, there will be added

Frequent desire to micturate.

Pain and scalding in micturition.

(b) Constitutional.—More or less constitutional dis-
turbance, such as we have accompanying a local in-
flammation in any part of the body :

Rise of temperature.

Increased rapidity and fulness of pulse,

Headache

Restlessness.

Anorexia.

(Constipation.

More or less prostration.

Pnysicarn Siaxs.—The vulva and vagina are swollen,
congested, and tender ; after thirty-six hours the dis-
charge occurs, and often there are superficial abrasions
and ulcerations. The cervix may also be involved.

DrrrerexTIAL DiseNosis—The only affection with
which, after examination of the parts, it might be
confounded, 1s gonorrheeal vaginitis.

Compricatrons.—Urethritis, cystitis, endocervicitis,
endometritis, salpingitis, and pelvic peritonitis.

TrREATMENT —Rest and cleanliness.

Patient should go to bed; no sexual intercourse;
saline cathartics to move the bowels; light non-stimu-
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lating diet. If considerable constitutional disturbance,
give mj deodorized tincture of opium, in a tablespoon-
ful of spirits of Mindererus every three hours, If
complicated with urethritis, an abundance of some
saline mineral water, such as Vichy, lithia, ete.

Locally, suppositories of belladonna and opium one-
half grain extract of each in rectum, p. r. n., and hot-
water douches every four to six hours; the parts
should be kept clean.

Under this treatment the condition will usually dis-
appear entirely in a week or two; it may, however, be
followed by the subacute and chronie forms.

Subacute and Chronic Forms of Simple Vaginitis.

These forms may follow an acute attack or be so
from the outset. The same causes exist as in the acute
variety; also the same symptoms, but to a less degree
and unaccompanied by constitutional disturbance, ex-
cepting some deterioration of general health, due to
the constant discharge.

The treatment 1s entirely local ; it consists in paint.
ing the walls of the vagina, exposed by a speculum,
with ten or twenty grains to ounce solution of nitrate
of silver, and afterward tamponing with cotton soaked
in carbolized glycerin; astringent douches of tannin,
alum, borax, etc., may also be used.

Specific or Gonorrheeal Vaginitis.

DeriNiTioN.—An acute and virulent form of acute
vaginitis, always duoe to contamination with gonor-
rheeal virus.

Symproms.—Those of a severe case of acute vaginitis.
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DrrrerENTIAL Driacyosis.—The following points
will tend to ditferentiate the attack from the simple
form: There is more commonly an involvement of the
urethra in the inflammation, and hence greater scald-
ing and pain in miecturition; more frequent desire to
urinate.

The local inflammatory symptoms are more marked.

The constitutional symptoms are more marked.

The presence of the micrococcus gonorrhea in the
discharge.

But it must be admitted that differentiation from
the simple variety is difficult, and sometimes impossi-
ble ; especially, since a simple acute vaginitis may
excite urethritis in the male, which cannot be distin-
guished from gonorrhcea; but it is not so likely to be
contracted by the male as is the specific variety. The
micrococcus gonorrhecea is not peculiar to gonorrheeal
virus.

DurarioN.—Somewhat longer than the simple form;
if properly treated, two or three weeks.

CompricaTiONS.—These are more common than in
the simple form; they may be very severe, and even
fatal. They are: Buboes, abscess of wvulvo-vaginal
gland, abscess of labium, urethritis, cystitis, pyelitis,
pyelonephritis, endocervicitis, endometritis, salpingitis,
and peritonitis.

TrEATMENT.—Same as in simple vaginitis,

In all forms of vaginitis, but especially in the specific
variety, patients must be warned of the dangers re-
sulting from inflammations of the conjunctiva, by con-
tact with the discharges from the vagina.
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Rarer Forms of Vaginitis.

GRANULAR VaGiNItis,—This is a rare form, usually
found in pregnancy, the pathology of which consists of
hypertrophy of the muciparous follicles of the vagina,
The existence of these glands being disputed, the
occurrence of this form of vaginitis is denied by many.
The symptoms and treatment are the same as in
simple vaginitis.

Vaginitis Mycotica.

Derinitron.—Mycotic vaginitis is a form ot inflam-
mation of the vagina dependent upon the growth of
germs.

OccurrENcE.—It is comparatively rare, as the vagina
is not a favorable seat for the development of germs.

Errorosy—Catarrhal inflammations of the vagina
and the pregnant state are predisposing causes; it is
claimed that intercourse when the husband has diabetes
is also a cause,

Parnorocgy.—Besides the lesions of simple acute and
chronie catarrhal vaginitis, we find two forms of micro-
organisms : [leptothriz vaginalis and oidium albicans.

Symproms.—The leptothriz vaginalis produces scarcely
any symptoms. The oidium albicans causes burning
and itching, increased discharge and swelling; these
symptoms are intensified at night. Upon local exami-
nation, we find a condition resembling stomatitis;
there are reddish or whitish-yellow spots upon the
mucous membrane, and these cannot be removed.
Several spots may coalesce, but they never cover large
areas (never larger than size of a pea). Under the
microscope the germ can easily be recognized.
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Proeyosis.—Favorable.

TreEATMENT.—Injections of sulphate of copper (10
per cent.), carbolic acid (2 per cent.), corrosive subli-
mate (1:2000) are useful. Also local applications of
salicylic ointment or carbolized vaseline. A powder
composed of equal parts of bismuth subnitrate and
iodoform, dusted on night and morning, will relieve
the symptoms promptly.

TuBErcULAR VaAGINITIS i8 rare. It is accompanied
by the development of tubercle bacilli, as in other
parts of the body. It is usually secondary, but recently
several cases of primary tuberculosis of the vagina
have been reported.

SENILE OR ADHESIVE VaciNitis—This variety is
sometimes seen, occurring after the menopause; the
pathology consists in the desquamation of the epithe-
linm of the upper part of the vagina in patches, the
raw surfaces thus produced adhering together, and
thus produeing cicatricial contractions.

Croupous and Diphtheritic Vaginitis.

DeriNrrion.—A form of vaginitis characterized by
the formation of false membrane.

OccurrENCE—It is observed chiefly in the puerperal
state, and with the acute infectious diseases, especially
measles, smallpox, typhus, and cholera, and under
these circumstances occurring without known cause;
or excited by irritating discharges from carcinoma,
ulcerating fibroids, and polypi, fistulee, ulcers, or pes-
saries left in for too long a time.

SyMproms.—Like those of a very severe form of
acute vaginitis, except that the constitutional symp-
toms, especially the prostration, are very severe.



02 AFFECTIONS OF THE VAGINA.

Puysican Sieys.—We find patches of false mem-
brane covering the vagina in spots or entirely, and
giving rise to ulcerations when detached, accompanied
by a very offensive sanguino-purunlent discharge.

Procnosis Axp Trearment will depend upon
whether it is a complication of some constitutional
disorder or purely local ; when the latter, removal of
the source of irritation, and treatment as in acute
simple vaginitis, with the additional use of greased
tampons to keep the ulcerated surfaces from adhering,
will usually effect a speedy cure.

Where it complicates the puerperal state or the acute
infectious diseases, the treatment of the primary dis-
order, and cleanliness to the local inflammation, is all
that can be done.

Leucorrheea,

DerFixiTION.—A mucous, mucopurulent, or purulent
discharge of a whitish, yellowish, or gieenish color
escaping from the female genitals. It is exceedingly
common.

ErroLocy.—It is a symptom only, and depends upon
some temporary or permanent abnormal condition of
the female generative tract,

It may be due to:

(a) Physiological causes (Hypereemia):

Pregnaney.,

Parturition.

Before and after the menses.

At puberty instead of menses.

Excessive coition.

(b) Constitutional causes :

Angemia.
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Chlorosis.

Scrofula.

Tuberculosis.

Malaria.

Rheumatism,

Gout.

General debility.

(¢) Venous congestion :

Cardiac disease.

Aneurism.

Hepatie disease.

Emphysema of the lungs.

Pelvie peritonitis.

Pelvic cellulitis,

Any pelvic or abdominal tumor pressing upon veins.

Constipation.

Uterine displacements.

Chill,

(d) Structural changes in

Vaulva.

Vagina.

Uterus.

Fallopian tubes,

Varieries.—(1) Vulvar.—Glairy and viscid, mucous
or mucopurulent; consists of mucus, varying amount
of pus, and epithelial cells,

(2) Vulvo-vaginal—Rare; usually thick and creamy ;
consists almost exclusively of pus cells.

(3) Vaginal.—Mucopurulent or purulent, white or
yellow, acid reaction ; consists of an acid fluid in which
are suspended vaginal epithelium, pus cells, fatty and
granular matter, and varying quantity (usually small)
of red blood-cells. “

(4) Cervical, —Thick, transparent, tenacious, and al-
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kaline; consists of a thick alkaline magma, entangled
in which are columnar epithelial cells (usually deprived
of cilia), mucous corpuscles, pus cells, varying quantity
of red blood cells, and granular and fatty matter.

(5) [Intra-uterine—Transparent, like white of egg,
thinner than cervical, often rendered turbid by admix-
ture with pus, and not infrequently tinged with blood;
consists of an alkaline fluid, in which are suspended
ciliated and non-ciliated cylindrical cells, and varying
quantities of pus and red blood globules, granular and
fatty matter. .

(6) ZTubal.—Nature obscure; probably like that of
intra-uterine.

TrEATMENT.— Removal of the cause constitutes the
most important part of the treatment; when this is
rcimoved the leuncorrheea subsides.

We must, however, also treat the symptom, which is
at least an annoying one.

When due to physiological cause, no treatment is of
course indicated, excepting ablutions for the sake of
cleanliness,

When due to constitational causes, endeavor to re-
move these by their proper agents.

For visceral disorders, acting by causing venous con-
gestion, we can often, by proper remedies, alleviate, if
not cure, these affections,

For the symptom itself| relief, if not cure, may often
be obtained by the use of injections of hot water or
solutions of astringents, such as alum, acetate of lead,
sulphate or sulphocarbolate of zine, borax, borie acid,
carbolie acid, corrosive sublimate, nitrate of silver, or
infusions of oak-bark, matico, and other tannin-con-
taining barks, ete.; also tampons of cotton soaked in
glycerin,
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This applies chiefly to the valvar and vaginal varie-
ties; cervical and uterine leucorrhea demand direct
applications for their cure, though irrigation is useful
by washing away the discharges, and thus keeping the
parts clean.

Fistule of the Female Generative Organs.

DEerixrrioNn.—Abnormal passages extending between
different parts of the female genito-urinary organs, or
between these and adjacent viscera, due to traumatic
or morbid influences.

Varieries.—1. Urino-genital.

Vesico-vaginal,

Urethro-vaginal.

Vesico-utero-vaginal,

Vesico-uterine.

Uretero-uterine.,

Uretero-vaginal.

2. Fecal.

Recto-vaginal.

Entero-vaginal.

vecto-labial.

3. Simple Vaginal.

Peritoneo-vaginal.

Perineo-vaginal.

Blind vaginal,

Urino-genital Fistulee,

Eriorosy.—(a) Congenital.

(6) Acquired.—Prolonged or severe pressure.
Direct traumatism.

Abscess and uleeration.
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Non-closure of vesico-vaginal fistula intentionally

resorted to for cure of cystitis.

Prolonged or severe pressure is the most frequent
cause, and the most frequent examples occur during
parturition, and are due to occupation of the pelvis for
a long time by child’s head, or to violent pressure upon
some part of vagina against the pelvie wall; in either
of these cases the fistula results from a circumscribed
sloughing ; this will take place and the fistula be estab-
lished within a few days after delivery—rarely as late
as two or even four weeks after delivery. The pre-
disposing causes are narrow pelvis, large head of child,
and face presentations.

Rarely pressure from pessaries, or from stone in the
bladder or fecal accumulations during labor may cause
this affection.

Under the head of direct traumatism come lacerated
wounds of the vaginal walls by the use of forceps or
other instruments during labor, usually oceurring in
cases in which labor has already been protracted.

Ulceration may be due to puerperal vaginitis, cancer,
syphilis, phaged:ena, diphtheria, and vaginitis occurring
during the exanthemata.

Symproms.—Escape of urine from an opening other
than the urethra; a very small part or all the urine
secreted may be voided through the fistulous opening,
depending upon its seat and size.

Constant dribbling of urine, which acts as a local
irritant and excites pruritus, excoriations, and erup-
tions of vulva and inner side of thighs; these parts
being constantly wet with the discharge, an offensive
uriniferous odor emanates from the body.

Impairment of health due to local annoyance.

Menstruation often in abeyance.
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Paysican Siens.—Ascertained by touch alone, if a
large opening : if small, use Sims’s speculum and posi-
tion, or, better, knee-chest position; injection of the
bladder with water, or, better, with milk, or water
colored with cochineal, permanganate of potash, mad-
der, or indigo, and watching where this escapes, will
often detect a very small one; then the use of a probe
will show the course, extent, and termination of fistula.

CompLicaTioNs.—Vaginitis; vulvitis; eruptions, ex-
coriations, and pruritus of vulva and inner sides of
thighs; stricture of urethra and vagina ; endometritis ;
perimetric inflammations.

Proeyosis.—Very rarely do they undergo sponta-
neous cure. The chances of complete and permanent
cure are very good, if operated upon; the only unfa-
vorable cases are those in which, on account of posi-
tion, surgical measures are impossible.

TreEATMENT.—This may be subdivided as follows :

(a) Natural cure soon after occurrence during deliv-

ery.

(6) Cauterization.

(¢) Suature.

(d) Elytroplasty.

(e) Closure of vagina.

Natural Cure—When the existence of a urinary
fistula becomes apparent a few days after delivery, a
Sims’s catheter should be placed in the bladder, fre-
quent vaginal irrigations with carbolized water be
resorted to, and the woman kept lying on the abdo-
men, in order that repair of the fistulous opening may
possibly take place. Most cases do not terminate thus
favorably, and a permanent fistula is established. DBut
no further operative proceedings are warranted at this

i
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time ; it is better to wait until the immediate effects of
parturition have been recovered from.

Cauterization of the edges of the fistula by nitrate of
silver or the actual cautery is rarely if ever now em-
ployed ; if used, it is certainly applicable only to the
very smallest openings. The edges are cauterized,
and after the sloughs separate this may be repeated ;
the bladder is supported in the meanwhile by vaginal
tampons or a glass plug, and the urine prevented from
passing out through the fistula by using a stationary
catheter,

Elytroplasty is a very difficult operation, and one
which 1s now very rarely resorted to; it may possibly
be employed where there has been a great deal of loss
of tissue. It consists in taking a flap from one buttock
or from the posterior vaginal wall, and fixing it by
sutures into the fistulous opening, the borders of which
have been pared beforehand.

Closure of vagina 18 resorted to when all other means
fail. When, on account of very great loss of substance,
or any other reason, the fistula cannot be closed, this
procedure is justifiable; it makes the bladder and
vagina the common receptacle for urine and menstrual
discharge, and allows these to be voided at will; thus
preventing the constant and annoying dribbling
through the fistula.

This step may be accomplished in two ways:

(1) Episiorrhaphy.—The union by sutures of the
pared inner surfaces of the labia majora; this is simple
but imperfect, since a small opening frequently remains
just below the meatus, from which urine escapes.

(2) « Kolpokleisis.”—Simon’s operation of obliterat-
ing the vagina, by paring its surface just below the
fistulous opening, and uniting the freshened walls by
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sutures. This operation fulfils its purpose, and when
closure ot the vagina is desirable, is a reliable one.

Sutures.—The preceding methods of operation have
been described, because they may be of service in the
very few cases in which the method we are now about
to discuss is impracticable. In the vast majority of
cases, however, the operation by sutures is the opera-
tion for urinary fistulse.

This method of operation was first rendered practi-
cable by .J. Marion Sims, who, together with Simon,
then advanced and perfected it. There are two recog-
nized plans of operation, Sims’s and Simon’s; Sims’s
is usually considered much preferable, excepting when
great loss of tissue at the base of the bladder has
occurred in very obese subjects.

Sivs’s OpERATION.— Preparation of Patient (in both
Sims's and Simon’s Operations.)—The woman should be
in good health at the time of the operation. Should
she apply for treatment in the opposite condition,
open-air exercise, change of air, nutritious diet and
tonies should be resorted to for several weeks; during
this time any surrounding local inflammation, such as
endocervicitis, vaginitis, ete., should be treated, and
the vagina washed out twice daily, to insure cleanli-
ness. Any complicating cicatricial bands should be
severed, and their recontraction prevented by the in-
gertion of a glass plug. Any urethral stricture should
be dilated. Previous to operating, the bowels should
be thoroughly emptied, and no solid food taken on the
day of operation, both to avoid vomiting and choking
during ansesthesia, and vomiting afterward, which
might tear out the sutures.

Requirements.—Four assistants, for ansesthesia, hold-
ing speculum, sponging, and handing instruments;
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Sims’s speculum ; several tenacula; long-tooth forceps ;
several artery forceps ; blunt hooks; straight and bent
long-handled bistouries ; long-handled scissors, straight
and bent; short curved needles; needle-holder; ful-
crum; wiretwister; silver wire; gut of silkworm;
catgut, and silk; sponges and sponge-holders; hot
water ; vaginal irrigator,

Operation.—The woman being anwsthetized and
placed in Sims’s position, the fistula is exposed by the
aid of a tenaculum or forceps; a strip is cut from its
margins with scissors or bistoury, bevelled from the
vesical border outward, for about one-third of an inch,
the mucous membrane of the bladder being left intact,
Wire sutures are now passed by curved needles in
needle-holders, or hollow needles on handles; if the
former are used, silk is often passed first, and then the
silver suture attached and drawn through. The point
of entrance being half an inch from the edge, the
needle is brought out at the vesical margin, then in-
serted at a corresponding point opposite at the vesical
margin, and brought half an inch from the vaginal
border by the aid of the blunt hook. The sutures are
put in one-sixth of an inch from each other, a number
being used sufficient to close the opening; they are
now twisted upon the fulerum by the wiretwister, not
too tightly so as to strangulate, and cut oft’ half an inch
long, and pressed flat, so as to do no damage. The

sutures may also be tightened by perforated shot, or
upon Bozeman’s plate.

After-treatment.—The bladder being washed out,
opium is administered to constipate, the woman is
kept quiet in bed, on nutritious but simple diet, and
a stationary catheter—either Sims’s sigmoid or his
bulbous extremity catheter—left in the bladder, so as
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to drain off the urine as it accumulates ;. the vagina is
washed out daily, The sutures are removed in about
ten days. The chief complications after the operation
are hemorrhage into the bladder and cystitis.

Simon’s Operation—The chief differences between
this and Sime’s are the following: An exaggerated
lithotomy position, with the thighs bent backward
toward the abdomen; the use of speculum and side

Simon's operation for vesico-vaginal fistula.

retractors; the vesical mucous membrane is included
in the incision in some cases; the edges are brought
together by one or two rows of fine silk; the patient
is allowed to pass urine spontaneously; stitches are
removed on the fourth, fifth, and following days; no
particular restraint is put upon woman as regards
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position, and she is allowed to get up at the end of

a week; the bowels are kept loose instead of con-
stipated.

Simon’s operation—sutures in position.

Besides these two forms of operation, there are any
number of modifications. Bozeman, for instance,
places woman in knee-chest position, and has devised
special instruments for the operation. He has ob-
tained very excellent results. Ile begins the treatment
with the use of hard and soft vaginal dilators, the soft
ones being made of sponges covered with oil silk; the
bladder is irrigated frequently; the gut of the silk-
worm is used for suturing; in the after-treatment he
insists upon absolute rest in the recumbent position,
the bladder being emptied every four or five hours, or
the catheter left in the bladder.
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The preceding description applies chiefly to the
vesico-vaginal variety of fistula; the other forms of
urino-genital fistule are rare, and often require special
treatment, the details of which would be outside the
scope of this work.

Fecal Fistulee.

Derinrrron.—These consist of communications be-
tween the vulva and vagina on the one hand, and the
rectum or small intestine on the other. They are met
with very infrequently.

lirroLocy.—They are produced by the same causes
as produce urinary fistule, but are more frequently
the result of abscess and ulceration than are the latter;
stricture of the rectum is sometimes a cause.

Varieries.—(1) Recto-vaginal (most common).

(2) Recto-labial.

(3) Entero-vaginal (very rare).

SYMPTOMS AND PHYSICAL SIGNS are the same as in
urinary fistule, excepting that feces are substituted
for urine in the discharges; and, hence, the condition
is still more annoying.

TrearMENT.—They rarely heal spontaneously. The
operation for their cure is like that for vesico-vaginal
fistula, the special points being these: DBe careful to
clear out the rectum thoroughly before operation;
lithotomy position; sphinecter ani is stretched; after
the operation, a rectal tube is inserted and retained,
and the bowels kept constipated for ten days, after
which laxatives are employed.

The entero-vaginal variety does not usually admit ot
surgical interference.
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Simple Vaginal Fistule.

These are fistulous communications between the
vagina and certain surrounding parts, such as the
perineum or the peritoneum; or else they are blind
pouches extending from the wvagina in various direc-
tions, and usually the result of previous abscess or
cellulitis.

The perineal fistula may be the result of injury during
parturition, traumatism, or the partial closure of a
lacerated perineum. They are treated like other
fistulee.

The peritoneal fistula is very rare, gives rise to no
especial annoyance, and calls for no treatment; there
is, however, always the danger of hernia.

Vaginal sinuses are treated by dilatation, and irrita-
tion, and cauterization of the wall of the fistulous tract.

Foreign Bodies in the Vagina.

OCCURRENCE :

1. For purposes of masturbation; e. g, hair pma
darning needles, needle boxes, pencils, ete.

2. To prevent conception; e. g., tampons, sponges,
ete,

3. As a hiding place; e. g., jewels, money, ete.

4. Pieces of instruments introduced by physicians or
nurses, which have been broken off and left in vagina;
e. g., pieces of speculum, nozzles of syringes, pessaries.

5. In cases in which tumors rupture into the vagina,
such as dermoid cysts (hair and teeth), or extra-uterine
feetation (bones of the feetus), or ecchinococei, urine or
feces in case a communication exists with bladder or

rectum.

T T Y






CHAPTER. V.

AFFECTIONS OF THE UTERUS.

Anatomy of the uterus—Malformations of the uterus—Atresia of the
female genital tract and its resnlts—Displacements of the uterus—
Ascent—Descent or prolapse—Anteflexion—Anteversion—Retroflexion
—Retroversion—Lateral displacements—Hernia of the uterus— Inver-
gion of the uterus.

Anatomy of the Uterus.

The uterus or womb is a hollow muscular organ,
which is the source of the menstrual discharge, re-
ceives the ovam, and nourishes and expels the fetus.

It is situated in the centre of the pelvie cavity, its
fundus about on a level with the brim, about in the
position of the axis of the superior strait, but often
changing ; it 1s in relation in front with the bladder,
behind with the rectum, superiorly with the small in-
testine, below with the wvagina and perineum, and
laterally with the broad ligaments, and ovaries, and
tubes. (Fig. 22.)

I'ts form is somewhat that of a pear, a little flattened
from before backward, more rounded posteriorly than
anteriorly ; its dimensions are two and a half to three
inches in length, one and a half to two inches in width
at its widest part (fundus), and one inch in thickness at
its thickest part (about middle).

Anatomically, it may be divided into (1) fundus, that
part situated above the line of entrance of the Fallo-
pian tubes; (2) body, the part between fundus and
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cervix; and (3) cervix, the lower half between the ex-
ternal and internal os. The cavity of the body of the
virgin uterus is a triangular slit of about ten to twelve
drops capacity ; that of the cervix is spindle-shaped,

Normal position of the uterus.

being widest at the middle and constricted at the
internal and external os; the external os presents in
the virgin a small transverse sht, bounded by an
anterior and a posterior lip.

The layers of the uterus are:

(1) External Cbal.—An investment of the perito-
neum; this covers its fundus, its anterior surface down
to the level of the internal os, whence it 1s reflected on
to the bladder, the whole posterior surface along which
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it is continued on to the upper fifth of the posterior
vaginal wall, and then is reflected on to the rectum,
forming the pouch of Douglas.

(2) Middle Layer.—Composed of unstriped muscular
fibres, and a small amount of connective tissue,arranged
longitudinally, circularly, and obliquely, and blended
together so as to form a network; in the cervix they
are circularly disposed.

(3) Internal Coat.—Mueous membrane—which is thin,
pink in color in body, gray in cervix; it is connected
very closely with the muscular layer, being peculiar in
the absence of submucous connective tissue. It pre-
sents the openings above of the Fallopian tubes, and
below of the external and the internal os of the cervix,
and all along its surface of the utricular glands ; these
are minute tubular, straight, twisted, tortuous, and
branched follicles, terminating at the mucous surface
in open mouths, their opposite closed extremities
being embedded in the muscular substance of the
uterus; they secrete an alkaline mucus, and are lined
by columnar epithelium, and between them are found
connective tissue, arteries, veins, lymphatics, and
nerves.

The epithelium covering of the mucous membrane
of the uterus is columnar ciliated (with the cilia waving
upward) except at the lower intra-vaginal portion of the
os externum, where squamous epithelium, covering in
vascular papillee, is found.

The mucous membrane of the cervix is arranged in
the form of longitudinal stems, from which lateral
branches pass off, and this appearance has given rise
to the term “arbor vite;”’ embedded in its mucous
membrane are racemose glands which secrete an alka-
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line mucus, and many of which become distended, and
then constitute the ovules of Naboth.

Blood Supply of the Uterus.—(a) Arterial—from uterine
and ovarian arteries; these send in branches on the
side of the uterus, which plunge into its substance,
and then anastomose and form a dense network: the
smaller ones are very much twisted, and are known as
the “ curling arteries.” A branch of some size 1s situ-
ated at the junction of the body and cervix, uniting
the ovarian arteries of the two sides,

(b) Venous, corresponds to arterial; the veins are
without valves, form sinuses in the muscular tissue,
and empty into and form with the vaginal veins the
“ pampiniform plexus.”

Lymphatics are very abundant but small, and termi-
nate in the pelvie and lumbar glands; they increase
greatly in size during pregnancy.

Nerve Supply—Chiefly sympathetie, from hypogas-
trie, renal, ovarian, and aortic plexuses; the ultimate
fibres pass to the nucleoli of the muscle fibres. There
is thought to be a limited supply from the third and
fourth sacral nerves also.

Ligaments of the Uterus—The uterus is connected
with surrounding parts by four pairs of ligaments :

(1) Utero-vesical or Anterior.—These are double folds
of peritoneum containing muscular and fibrous tissue,
vessels, nerves, and lymphaties, extending from the
anterior surface of the uterus to the posterior surface
of the bladder; they prevent too great malpositions of
the uterus backward from the filling of the bladder.

(2) Utero-sacral or Posterior.—These consist of reflec-
tions of peritoneum containing muscular and fibrous
tissue, vessels, nerves, and lymphatics, from the pos-
terior wall of the uterus to the front and sides of the
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third and fourth sacral vertebrse; they prevent too
great malpositions of the uterus, from distention of the
rectum and during coition.

(3) Round—These are fibromuscular cords passing
from superior angles of the uterus outward, forward,
and then inward, through the internal abdominal ring
and inguinal canal ; they are four and one-half inches
long, and are lost in the labia majora and mons veneris;
they serve to keep the uterus from being pushed up
during coition.

(4) Broad.—These consist of folds of peritoneum
containing muscular and fibrous tissue, vessels, nerves,
and lymphatics, enclosing the uterus in its laming, and
tending to support it and keep it in place. It divides
the pelvis into two compartments, an anterior contain-
ing the bladder, and a posterior containing the rectum.
[t divides into three folds, in the anterior of which is
the round ligament, in the middle the Fallopian tube,
and in the posterior the ovary and fimbriated ex-
tremity of the Fallopian tube; it is inserted into the
sides of the pelvis.

We find the following differences between the

Nulliparous Ulerus and the Multiparous Ulterus.

Anterior and posterior surfaces
more flat.

Fundus nearly flat.

Cervix short, hard, and cartila-
ainous.

External os transverse; orifice
smooth and small.

Weight 1 to 14 ounces.

Size smaller.

Cavity of body triangular and
small ; holds twelve drops.

Internal os closed.

More rounded.

Fundus convex.
Cervix elongated and softer.

External os round ; orifice larger
and puckered.

Heawvier.

Diameters all increased.

Cavity of body ovaland enlarged.

Internal os open.

. .
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The Affections of the Uterus.

These may be divided into :

Malformations.

Atresia and stenosis of cervical canal and uterus.
Displacements.

Tuamors.

Inflammations.

Atrophy and hypertrophy.

Lacerations of the cervix.

R

Malformations of the Uterus.

Embryonal Development of the Female (enerative Organs.
—At the fifth week of feetal life there lies on each side
of the vertebral column the Wolflian body, composed
of a large number of tubes closed at one end, and
opening by the other into a common efferent duct—
Gartner’s canal—which leads to the bladder. At about
the middle of the Wolffian body lies the germinal
gland, which afterward becomes the ovary (testicle in
the male). From the anterior part of the Wolflian
body springs Miiller’s duct, on each side; the latter
gradually approach each other and coalesce, their lower
part forming the vagina and uterus; the upper parts
remaining separate, form the Fallopian tubes,

Uterine malformations are produced :

a. When Miiller’s ducts fail to unite.

b. When Miiller’s duets unite, but the septum be-
tween them does not disappear.

¢. When one of Miiller’s ducts is absent or only
imperfectly developed.

d. When both of Miiller's duects are rudimentary at
corresponding parts on the two sides.
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e. When one or both Miiller’s ducts are excessively
developed.

Varieries.—The uterine malformations met with
are :

1. Complete absence of uierus, due to failure of develop-
ment of Miiller’s duets; very often in these cases the
ovaries are also absent, or all the generative organs
may be absent; it is exceedingly rare.

2. Rudimentary ulerus, with or without a cavity, often
accompanied by a like condition of other parts of the
sexual apparatus.

3. Rudimentary condition of all parts excepting ovaries.

4, Bicorn uterus, when Miiller's ducts have failed to
unite, and thus the uterus has two horns, the develop-
ment of one or the other usually preponderating.

5. Unicorn uterus, when one of Miiller's ducts has
been entirely or almost entirely absent; rudimentary
cornus often exists besides the perfect one.

6. Double uterus, where the septum has not disap-
peared : this is often associated with double vagina.

7. Divided wuterus, where the septum has not disap-
peared in the upper half of the uterus.

8. Congenitally misplaced uterus, where the organ does
not occupy its normal axis.

9. Infantile uterus, where the organ i1s normal at birth,
but does not develop after this period; this is usually
accompanied by a like condition of the other organs of
generation. Such a uterus is characterized by short-
ness of the body and great comparative length of the
cervix—a condition which is normal at birth.

10. Congenital atrophy, when the uterus i1s of the
normal adult type, but atrophied as a whole.

The symptoms of these malformations are due to
impairment of function, and, hence, only show them-
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selves after puberty; they will be considered together
with treatment in those few cases in which the latter is
indicated, under atresia(vide p. 115), and amenorrhea,

Atresia of the Female Genital Tract and its Results,

Derintrion.—Complete occlusion of some part of the
genital tract.

SrruarioN—It may occur at the hymen, labia, vagina,
or cervix uteri.

OccurrENCE.—It 1s not usually discovered until after
puberty, and then only in seeking a cause for the non-
appearance of the menses. Its chief interest and im-
portance arise from its preventing the escape of the
menstrual secretion, and the results following the dis-
tention of the parts above the occlusion.

Ertonocy.—(1) Atresia of Labia and of the Hymen.

Atresia of the labia may be (2) congenital, or

(h) The result of':

Chemical agents locally applied.

Burns and scalds,

Traunmatism.

Gangrenous vulvitis,

Diphtheritic vulvitis.

Syphilitic and other ulcerations,

(2) Atresia of the vagina may be :

(@) Congenital. (1) No trace of the canal may exist.

(2) A fibrous cord may mark the usual site.

(3) A small cul-de-sac may exist below and oblitera-
tion above.,

(4) It may be obliterated below to a variable extent
and have a cul-de-sac above this.

(5) A cunl-de-sac below is separated from one above
by a dense partition (higher up than the hymen).
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() Acquired—due to arrested development.

Injuries during parturition.

Other injuries.

Local chemical agents.

Syphilitic and other ulcerations.

Burns and scalds,

Vaginitis accompanied by slonghing in exanthemata,

typhoid and typhus fevers.

(3) Atresia of Cervix Utleri—this is rather rare. It
may be congenital or acquired, and in either case may
be situated at external os, internal os, or involve the
entire cervical canal,

(a) Congenital.

(b) Acquired, due to endometritis.

Sloughing after parturition.

Use of caustics.

Use of curette.

Amputation of cervix.

Ciecatrization following ulceration, granulation, or

laceration of the cervix.

Cancerous and fibroid tumors of cervix.

Senile atrophy,

SymproMs AND Resvrnrs.—(a) Vulvar and Vaginal
Atresia.—Before puberty there are none, and after the
menopause there may be none. Soon after puberty
the absence of the menstrual discharge will be noticed,
and on physical examination the condition will be at
once observed. Should menstruation have gone on
many months, the genital tract above the atresia will
have become distended with the retained secretion,
and a tumor be produced; the vagina is at first dis-
tended and hypertrophied, and then as more fluid
accumulates, the uterus, and finally the Fallopian tubes,
become distended.
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As a result of such distention we commonly have :

Absence of menstrual discharge.

Pain, especially at the menstrual periods.

Vomiting.

Constitutional symptoms due to septic poisoning

from retained secretion.

Interference with micturition and defecation, by

pressure upon bladder and rectum.

Tumor.,

May have pelvic peritonitis and cellulitis,

And, finally, also rupture of wvagina, or uterus, or
tubes, pelvic hematocele, and even shock and death.

(b) Cervical Atresic.—Before puberty there are usually
no symptoms; after menopause this may also be the
case, but exceptionally hydrometra, due to the secre-
tion of a watery fluid, takes place, and this may even
suppurate.

Between puberty and menopause the cervical atresia
usually results in distention of the uterus, and then the
tubes with menstrual secretion, or rarely with serous
fluid ; the results of such distention are the same as
those already given above under vaginal atresia.

DIFFERENTIAL D1aGNosIS—A tumor duoe to retained
menstroal secretion must be differentiated from

Uterine fibroids.

Malignant growths,

Ovarian tumors.

Heematocele,

Pregnancy.

The suppression of the menses, the tumor being
uterine, its slow growth and increase at each menstruoal
epoch ; and, finally, the readily discovered occlusion by
finger or probe, will serve to differentiate. Palpation
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must be done with care, so as not to rupture a thin-
walled distended tube.

A double uterus may present atresia of one side and
a normal condition of the other.

The diagnosis is rendered certain by the use of a
small aspirator, with strict antiseptic precautions; a
thick, dark-red or tarry mass is diagnostic of this con-
dition,

. Proagyosis depends upon the seat of the atresia, the
extent and completeness of obliteration, and the amount
of distention produced. The higher up the atresia, the
worse the prognosis; the most favorable cases are those
in which the occlusion is at the labia or hymen; occa-
sionally these rupture spontaneously, or as a result ot
attempts at coition. The most serious cases are those
in which the atresia is at the cervix. Occasionally, as
a result of deterioration of health, amenorrheea occurs,
and then the fluid portions of the tumor may be ab-
sorbed and the rest form a very small, innocent mass,
and thus, rarely, spontaneous cure may result; ordin-
arily, however, no such favorable termination can be
expected.

Cases in which there is complete absence of vagina
and uterus cannot be benefited except by extirpation
of the ovaries, should these exist and perform their
function (fortunately in these cases they are usually
absent)., An artificial vagina can be created when the
uterus and ovaries exist. After a successful operation,
death may still result from septiczemia, salpingitis, and
peritonitis; always, when the atresia is above the
hymen, the pragnosis is serious and doubtful when
an operation is attempted, but much worse yet if no
interference is resorted to.
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TrearMENT.—Consists in opening up or forming a
new channel for the escape of the menstrual secretion.

In all these operations, where there has been previous
distention, the following dangers must be remembered:

(@) Too hasty evacuation of the accumulated fluid
may cause rupture of the Fallopian tubes ; these have
previously been distended, their walls thinned, and
bound down to the pelvic walls by adhesions; when
the contents of the uterus are evacuated rapidly, this
organ collapses and thus no longer gives the tubes their
former support; this may cause rupture and hemor-
rhage, or peritonitis.

(b) Septicemia.

(¢) Contraction of the new canal, which may lead to
reobliteration.

1. For Atresia of Cervix Uteri.—The accumulation in
the uterus is first drawn off with an aspirator at one
sitting if small in amount, or in three or four sittings
separated by intervals of a week, if the distention be
great; in the latter case, a part only is removed each
time, since to remove all might cause uterine contrac-
tions and these rupture the Fallopian tube; it is done
under strict antiseptic precautions, and in the intervals
of puncture the vagina should be kept tamponed with
carbolized cotton for two days after each puncture.
If, during this gradual evacuation, septic symptoms
present themselves, the whole shouid be removed at
once, and the cavity washed out,

Having withdrawn the menstrual blood, the obstrue-
tion can often be overcome by the foreible passage of
a sound, but a knife may be required, in which case
Thomas employs the following plan: The cervix being
steadied by a tenaculum, an exploring needle is pushed
into the cavity of the uterus through the line of the
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cervical canal; the cervix i1s then excised from this
point in four directions by means of a delicate teno-
tome passed along the groove of this exploring needle;
the uterus is then washed out, a glass plug inserted
into the cervical canal to keep it open, and the vagina
tamponed.

2. For Alresia of Vulva.—This can usually be over-
come by slight forece of the fingers or torn with the nail,
the adhesions usually being slight; or a small incision
may be made and enlarged by tearing. The same pre-
cauntions apply to this and all other forms of atresia, of
gradually evacuating a greatly distended uterus, as have
been detailed above.

3. For Imperforate Hymen; and, 4, For Parlition
Atresia of Vagina—A small incision may be made and
enlarged by tearing, or a free crucial incision resorted
to, or a circular piece cut out. Simpson recommends
that the opening be made with the cautery. Sims’s
glass vaginal plug should then be employed to keep it
open.

5. For KExtensive or Entire Closure, or Absence of
Vagina—Thomas gives the following indications for
the performance of the operation for this variety of
atresia: (a) *If menstrual blood be imprisoned; (b)
if a uterus can be distinctly discovered and the patient
be suffering from absence of menstruation; (¢) if the
necessity for sexual intercourse be imperative.” When
there is retained menstrual secretion, it is easier to
operate than when no distention exists.

The most common operations are Dupuytren’s and
Amussat’s, which differ in that the former is done at
one and the latter at several sittings.

A small incision is made externally, and then the
finger or some blunt instrument is worked up guided

. o el i S
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by a sound in the bladder and a finger in the rectum,
unti! the cervix is reached; the canal thus created is
kept open by glass vaginal plugs and cleansed by irri-
gation daily.

Fletcher made a small ineision and then by forcible
passage of bougies made the opening. Eleetrolysis
has been successfully used for this purpose.

Displacements of the Uterus.

Derinition—A deviation of the uterus from its
normal position or curvature; by French writers,
ascent and descent are termed displacements, versions
and flexions being classified as deviations.

VARIETIES :

Ascent,

Descent.

Anteversion.

Anteflexion.

Retroversion.

Retroflexion.

Lateroversion.

LateroHexion,

Combinations of lateral and ante or retroversions

and flexions.

Inversion.

Hernia.

RerLative Frequesxcy oF DIFFERENT VARIETIES.—
Reliable figures cannot be given, because statistics of
different competent observers have shown great dis-
crepancies. Flexions are probably more common than
versions, and anteflexion® more frequent than retro-
flexions.

PartuoLoay.

Version is a change in the longitudinal
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axis of the uterus; flexion is a bending of the uterus,
so as to possess an unnatural curve.

S1eN1F1IcANCE —The significance of uterine displace-
ments 1s variously estimated by different gynecologists.

One class believe that they produce no symptoms
whatever when not complicated by other conditions,
and that the complications and not the displacements
are the cause of symptoms. Hence they say, pure
uterine displacements call for no treatment.

Another class attach great importance to these dis-
placements, contend that they constitute the cause of a
large percentage of female complaints even when not
complicated, and hence advise a correction of the
deformity or displacement in every case,

A third class, probably the exponents of the true
state of things, believe that, while uterine displace-
~ ments may exist without producing symptoms, yet that
in most cases they lead to further consequences, which
soon assert their presence by well-marked disorders;
and hence early treatment is advised.

Resvrrs anp CompricaTions.—Chiefly by interfer-
ence with the uterine circulation, by flexion of the
uterine eanal, by exposure, and by friction. *

Chronic endometritis.

Chronic metritis,

Fungoid, granular, and cystic degeneration of the

endometrium.

Chronic uterine congestion.

Disorders ot menstruation.

Sterility.

Tendency to abort.

Disease of ovaries and tubes.

Periuterine inflammations.

Cystitis, and many others.
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SupporTs oF THE Utervus.—The normal form, posi-
tion. and relations of the uterus have been described
(vide p. 106).

Its supports are: 1. Supporting power of the abdom-
inal walls,

2. Neighboring viscera.

3. Pelvie walls and intrapelvie areolar tissue.

4. Upper part of vagina.

5. Uterine ligaments, :

Erroroey.—1. By Increasing Weight of Ulerus.—Con-
gestion.

Chronic metritis.

Hypertrophy of uterus.

Pregnaney.

Subinvolution.

Uterine tumors; solid and eystie, benign and malig-

nant.

2. By Diminished Uterine Supports—Flabby abdomen.

[ntestinal hernia.

Abnormally large pelvis.

Abnormal distention or weakening of abdominal

walls.

Lacerated perineum.

Lack of tone of uterine ligaments.

3. By Pressure.—Tight clothing.

Tight lacing.

Pressure of heavy clothes upon abdomen for sup-

port.

Ascites.

Abdominal tumors.

Pelvie tumors,

Produects of inflammation in neighborhood.

Habitually distended bladder.

Habitually distended rectum.
6
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Muscular efforts.

4. By Traction.—Prolapse of vagina.

Prolapse of bladder.

Prolapse of rectum.

Adhesions, the result of perimetric inflammation.

Sloughing and consequent cicatricial contraction of

the vagina.

Shortening of uterine ligaments.

5. By interfering with the natural tone and resistance of
the uterine walls (operating chiefly in flexions):

Pregnancy.

Endometritis,

Acute and chronic metritis.

Subinvolution,

Tumors of uterus.

Distention of uterus,

Constitutional debility from ansmia, enfeebling dis-
eases, overwork, bad hygiene, and other causes.

SymproMs.—Many of the symptoms are common to
most displacements, but there are also some peculiar to
individual forms of this affection.

DiaeNosis.—This is made by vaginal touch, bi-
manual examination, and by the use of the sound.

TreaTMENT—The general principles of treatment
are : 1, Recognize and remove, if possible, the cause.

2. Remove surrounding inflammations.
3. Attention to the general condition of the woman.
4. Replacement, or
5. Straightening of cervical canal.

6. Retention in the replaced and normal position.

Having completed the general consideration of this
subject, the individual displacements will now be taken
up, repetition of the facts just mentioned being avoided
wherever possible, and only the peculiarities of each
variety treated of.

!
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Ascent of the Uterus,

Derinition.—An abnormally high position of the
uterus, never occurring as an original disease, but only
symptomatic of some other condition.

Erioroay.—1. Inerease in size of wlerus, so as no longer
to be retained in the pelvis :

Pregnancy.

Tumors of uterus.

Hydrometra and hematometra.

2. Tumor Within Pelvis Pushing Ulerus Up :

Atresia and distention of vagina.

Tumors of vagina and rectum.

Periuterine inflammations,

3. Tumors or Inflammatory Products in the Abdomen,
Drawing Uterus Up :

Ovarian tumors.

General peritonitis.

Extra-uterine pregnancy.

Ascent of the uterus is merely a symptom of the
conditions just enumerated, and hence requires no
further consideration.

Descent or Prolapse of the Uterus.

Derinrrion.—A changed position of the uterus so
that the cervix approaches or protrudes from the
ostinm vaginze.

Sy~oNyMms.—Prolapsus uteri: procidentia uteri (when
complete or third stage); falling of womb.

Varieries.—It has been most simply divided into
three degrees.

First Degree.—W hen somewhat sunk in pelvis, axis
corresponding to plane of inlet.
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Second Degree.—When os reaches ostinm vagine,
axis of uterus that of midplane of pelvis.

Third Degree—When a part or whole of the uterus
is outside of vagina, axis that of outlet of pelvis.

The first and second degrees are also known as
simple descent or incomplete prolapse ; the third degree
as procidentia or complete prolapse.

Erronocy.—The direct cause is a deficiency in one of
the uterine supports already enumerated, and especially
a relaxation of the utero-sacral ligaments.

The predisposing causes are parturition.

Frequent muscular exertion.

Senility.

Habitual constipation.

General feebleness.

The exciling causes are those given under the first
four subdivisions in the paragraph on etiology in the
general considerations: increased uterine weight, dimin-
i1shed supports; pressure out of place, and traction upon
the uterus.

The most frequent combination of causes is seen
after parturition, laceration of perineum and cervix,
hypertrophy and subinvolution of uterus, and subinvo-
lution and relaxation of the vagina and uterine liga-
ments,

It is more frequent in the old than in the young,
probably on account of the atrophy of the vaginal
walls and of the pelvic areola and adipose tissue in the
former.

Though usually met with in multiparse, and espe-
cially in those who have borne many children, it may
occur infrequently in virgins and in nulliparous mar-
ried women,

It is most often secondary to prolapse of the vagina.
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Patnorogy—The prolapsed uterus besides having
changed its axis and position, soon becomes the seat of
structural changes. It is at first congested and then
truly hypertrophied, especially its lower part, or the
seat of chronic metritis; its cavity becomes lengthened.
Huguier speaks of hypertrophy of the supra-vaginal
portion of the cervix being often mistaken for true pro-
lapse, but this circumseribed hypertrophy is certainly
rare.

There is eversion of the cervical mucous membrane
which may be further changed by erosions due to
friction, by endometritis, and by cystic and granular
degeneration,

The vagina is everted and its cavity may be lost en-
tirely; it becomes markedly hypertrophied, especially
in its epithelial layer, and its rugse become lost; being
exposed to air and friction, its epithelial layer may
become so thick as to resemble the skin.

There is usually prolapse of the anterior vaginal
wall and ecystocele, and prolapse of the posterior
vaginal wall; the rectum may retain its normal posi-
tion, or it may also descend; many other complica-
tions may exist.

The uterine appendages are dragged down with
the uterus and the ligaments greatly stretched.

When this affection occurs suddenly, pelvic peri-
tonitis or cellulitis may result.

CompricaTioNs.—These are very frequent, both as
concomitant and as secondary conditions. They are:

Congestion of the uterus and its appendages.

Chronie metritis.

Endometritis.

Eversion of the cervix.

Hypertrophy and elongation of the cervix.
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Excoriations of the cervix.

Cystocele.

Cystitis,

Rectocele.

Diseases of the ovaries and tubes.

Peritonitis and cellulitis (in the acute form).

SymproMs.—We may distingunish two clinical forms:

1. Acute or suddenly acquired—very rare.

2. Gradual form—the usual variety.

In Acute Prolapse—~The uterus has usually been
previously enlarged, but it may be of normal size,
The displacement occurs as a result of sudden and
severe muscular exertion, and is accompanied by
severe pain, shock and its symptoms, and these are
often followed by collapse or by peritonitis.

In the Usual C"hronic Form.—The symptoms are due
to changes which the uterus undergoes in its abnormal
position and relations, interference with neighboring
organs, and mechanical inconvenience. Though in
rare cases no symptoms are present for a long time,
yet usually one or more of the following are present:

Pain in back, loins, and pelvis, increased on exer-
tion.

Tired and heavy feeling in pelvis.

Interference with micturition.

Rectal irritation.

Interference with locomotion.

Inability to muscular exertion.

Symptoms due to irritation and exposure to the air
of the prolapsed organ, such as excoriations, leu-
corrheea, ete.

Spontaneous reduction upon lying down,

Increased descent upon exertion,

There are usually no menstrual disorders, and
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sterility does not seem to be very frequent in pro-
lapsus.

Puvsican Siexs.—Upon vaginal examination, the
uterus is found in its abnormally low position, and
lying in the axis of that part of the parturient canal to
which it has descended. The degree of prolapse is
rendered more apparent by examining the woman in
the standing posture and causing her to bear down.
When procidentia exists, the condition can be recog-
nized at sight,

We also find the vaginal walls prolapsed, and com-
plicating changes in the position and structure of the
uterus. The length of the cervical canal is increased,
much of this elongation being due to traction, and
disappears upon replacement of the uterus,

DirrerENTIAL Dracyosis.—Must be made from :

Hypertrophy of the cervix, especially of the middle

and upper portions.

Polypus of the uterus.

Inversion of the uterus.

Cystocele.,

Rectocele.

These conditions are readily differentiated by notic-
ing the relations of the extruded parts, and by the
passage of the sound into the bladder and rectum.

JOURSE AND PRroGNosis.—It shows a tendency to
become worse unless the causes are removed and the
proper treatment employed. Should pregnancy oceur,
for coition is possible when the organ has been re-
duced, as the uterus increases in size, the prolapse is
temporarily cured, and the impregnated organ remains
in the pelvis; but after delivery and involution, it
again becomes prolapsed, unless there has been a puer-
peral peritonitis, which binds it down in its proper
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position ; occasionally tumors of the uterus or in the
abdomen cause a cure in the same way.

But usually the condition persists and becomes
worse unless we interfere. In recent and slight cases,
removal of the cause and retention by pessaries may
cure; but in the more pronounced cases, and even in
most of the recent cases, palliative proceedings do not
cure, although they may remove annoying symptoms,
and thus render the patient very comfortable. In
nearly all cases cure can be effected by proper surgical
proceedings.

TrEATMENT. Acufe Cases—Reduction, rest in bed,
opium to control pain, stimulants if necessary; if,
after the acute symptoms have passed off, the condi-
tion remains, it should be treated as in the usual
chronie cases.

Ordinary Chronic Cases.—The treatment of these can
be divided into 1, treatment of certain complications;
2, replacement; and, 3, retention of the uterus.

1. Treatinent of certain complications which are best
treated when the organ i1s prolapsed, such as lacerated
cervix.

2. Replacement of Uterus.—This ean usually be done
without any difficulty; it 1s aided by previously empty-
ing the bladder and rectum. Should any difliculty be
encountered, it should be effected in the knee-chest
position, and firm pressure be made upon the cervix
in the direction of the axis of the parturient canal in
which the uterus lies; this pressure may have to be
kept up for fifteen or twenty minutes, and then the
uterus will usually have been replaced.

In exceptional cases, where a complicating tumor
exists, replacement may be impossible, or, if gangrene
have resulted, undesirable.
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3. Retention of the Ulerus.—Under this subdivision
we discuss the removal of the cause of the prolapse and
mechanical support by pessaries, and operations.

a. Removal of cause of prolapse (if possible or ascerlain-
able).

(1) Remove increased uterine weight by treatment
mentioned under chronic metritis. This also includes
the removal of tumors, repair of lacerated cervix, and
even the induction of involution of the uterus, by the
stimulus derived from amputation of the cervix,

(2) Remove excessive abdominal pressure by sup-
porting the skirts from the shoulders by suspenders or
other contrivances; by a good-fitting abdominal sup-
porter; prohibition of tight clothing and tight lacing ;
attention to the regular evacunation of the bladder and
rectum ; and the avoidance of prolonged or excessive
muscular exertion.

(3) Improve the relaxed condition of the uterine
supports by persistent employment of the recumbent
posture, thus putting the uterine supports at rest, and
allowing them to gain strength; by general tonics,
such as iron, quinine, strychnine, the mineral acids, and
the special uterine tonic ergot, by sea-bathing, change
of air, exercise, etc.; by local tonic and astringent
vaginal injections, such as cold water, sea-water, vege-
table astringent infusions (oak bark, ete.), alum, tannin,
astringent ferric compounds, ete.; special abdominal
muscle-strengthening calisthenies; and finally support-
ing a relaxed perineum by a proper pad firmly held
in position ; and often combined with an abdominal
supporter.

(4) The prevention of traction from below by col-
porrhaphy.

%
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b. Mechanical support by pessaries, episiorrhaphy, peri-
neorrhaphy, and colporrhaphy.

Pessaries are mechanical contrivances for supporting
a prolapsed or displaced uterus and neighboring organs,
They act by distending the vagina against the pelvie
walls, and thus preventing its prolapse, by filling up
the parturient canal below the prolapse, and by directly
supporting the uterus. We can accordingly divide
pessaries into two classes: the internal fulfilling the
first two indications; and the other variety, the stem
pessary, which directly upholds the uterus, and is con-
nected in some way with external abdominal attach-
ments. The two great requisites in applying pessaries
are: proper selection and proper application ; as a cer-
tain amount of skill is necessary for this, they succeed
best in the hands of specialists. There are innumerable
varieties of pessaries—good, bad, and indifferent—and
in these pages no attempt will be made to deseribe all
or even most of them, but only to mention a few of
those most commonly employed. '

Proper local preparation of the patient should pre-
cede the introduetion of pessaries ; this is accomplished
by rest in the recumbent posture, regular evacuations
of the rectum, strengthening and hardening the vagina
by astringent injections, glycerin tampons, ete.

Internal pessaries may be used in slight cases, where
the weight of the uterus has not been very much in-
creased, The more commonly employed ones are
Hodge’s, Albert Smith’s, Thomas’s, Hewitt's, elastic
ring, crossbar, Zwanke’s (considered by many as a bad
form), ete.

Stem pessaries are used in procidentia and in other
degrees of prolapse when great weight is to be sup-
ported ; the stem may be attached to a perineal band,
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may curve forward over the abdomen, or backward
over the perineum. Thomas recommends Cutter’s stem
pessary, which he modifies so that the stem is attached
to the perineal band. In all cases, the stem is sur-
mounted by a cap receiving the cervix, and is con-
nected with an abdominal band. Stem pessaries should
be removed every night, on retiring; the patient can
reapply the instrument in the morning.

Internal pessaries require watching ; they should not
produce too great pressure; the patient should be in-
structed how to remove them herself when they cause
pain ; she should present herself for examination from
time to time, when the instrument should be removed
by the physician,

With the use of the pessary, the other forms of treat-
ment above enumerated should be ecombined,

Should the woman be unable to wear a pessary for
gsome reason, and not submit to an operation, the vagina
may be packed with lint, so as to support the uterus;
this must be changed once or twice a week.

Although the methods of treatment just described
will not eure the prolapse, they will, in the great
majority of cases, remove the annoying symptoms so
effectively, and give such relief, that the patient 1s
satisfied and wishes no further interference.

Should, however, the foregoing be insufficient, or a
complete and permanent cure be desired, this can
usually be achieved by

Operafive Inferference.—These operations are most
useful in those cases in which the primary cause of the
prolapse is traction from below.

a. Kpisiorrhaphy—an operation by which the vualvar
fissure is narrowed. It consists of a denudation on
either side, and approximation by sutures, leaving an
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opening large enough for the egress of secretions, or,
if desirable, for copulation. The operation is now
seldom employed, for it often fails to secure more than
temporary relief, the prolapse again taking place
through the narrowed opening, or forming a sort of
hernial protrusion at the perineum. The wvulva has
been closed by rings passed through its lips; Schrader
says “ Dommes combined beauty and utility when he
united the labia by means of silver and golden rings.”

b. Narrowing of vagina by cicatrization after sloughs
produced by caustics, actual cautery, ete.; it 18 not now
employed.

e. Perineorrhaphy—by removing the tendency of the
vagina to prolapse. The operation has been described
on page 69,

d. Colporrhaphy (deseribed on page 78) often is ad-
visable when the primary cause is prolapse of the
vagina. Kither the anterior or the posterior operation,
or both, may be performed.

e. Combinations of colporrhaphy with episiorrhaphy
or perineorrhaphy have been resorted to.

Anterior Displacements of the Uterus.

Anteflexion of the Uterus.

DEerINITION.—An exaggeration of the normal curve
of the uterus, by which the fundus, or the cervix, or
both, are bent forward,

OccurRRENCE.—It i8 a very common form of uterine
displacement; but since a slight degree of anteflexion
is considered physiological, the proportion of patho-
logical cases is reduced. Anteflexion 18 physiological
in childhood, and when existing to a slight degree in
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the adult, does not constitute an abnormality. The
fundus alone, or the cervix alone, or both together,
may be bent forward to variable degrees; or, as some-
times happens if some anteversion coexists, the cervix
may point backward, and the body still bent forward.
It is more common in nulliparwe, since it is so fre-
quently the cause of sterility.
ErioLocy.—It may be congenital or acquired.
The acquired form due to
Anything causing increased uterine weight, such
as chronic metritis, subinvolution, tumors, ete.
Pressure upon uterus from behind or above, or by
cellulitis, ete.

Diminished support of the uterus by flabby ab-
domen, ete.

Dragging downward or forward of uterus by cys-
tocele, ete.

These are the varieties of the causes, and can be
elaborated by reference to the causes of uterine dis-
placements in_general (vide p. 121).

SymproMs.—These vary in severity.

In those cases in which the condition is merely a
slight exaggeration of the physiological state, there are
no symptoms,

More marked cases present symptoms which are due
partly to the condition itself and partly to the secondary
changes apt to follow in all displacements of the uterus.

The symptoms are: Dysmenorrheea, due to obstrue.-
tion at the point of flexion,

Sterility.

Dyspareunia.

Menorrhagia,

Frequent desire to nrinate.
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The usual concomitants of uterine disease :
Heavy feeling and pain in back, loins, and pelvis,
especially on exertion.
Nervous and dyspeptic symptoms,
The symptoms may be further increased by those due
to the numerous secondary or complicating conditions.

Anteflexion of the uterus.

Puysrcan Siens.—By vaginal touch and combined
manipulation, the fundus will be discovered lying in
front of its usual position, immediately behind the
bladder, and having a different axis than the cervix.
In the congenital form the cervix is often found small
and” having a pinhole os. Should any difficulty in
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diagnosis ensue, the use of the uterine sound or probe,
the finger in the rectum, and the sound in the bladder
will aid us (Fig. 23).

DirFERENTIAL DiaeNosis.—The only conditions with
which it might be confounded are tumors in the an-
terior wall of the uterus, and cellulitis anteriorly or
posteriorly to the cervix. In both these cases the use
of the sound will clear up any doubt, the only difficulty
being in those cases in which a recent cellulitis contra-
indicates the use of the sound or even the probe.

CompLicaTions.—Those of uterine displacements in
general.

(C'oursg, AND PRrocNosis.—Spontaneous cure never
results; unless interfered with, the displacement con-
tinues and complicating conditions are apt to be added.
The displacement itself does not endanger life, nor may
it interfere with the general health very materially.

The prognosis as to cure is worse in the congenital
variety, when the cervix is markedly flexed, when the
cervix is short and high, and where from any cause,
such as adhesions, cellulitis, etc., the flexion is irre-
ducible.

TreEaTMENT.—1. Removal of causes of displacement.

@. When due to increased uterine weight, this should
be remedied as far as possible by means already dis-
cussed.

b. Pressure upon the uterus from behind or above,
such as from tight lacing, should be removed.

e. Uterine supports should be increased by abdominal
pads and supporters, and other means.

d. Traction upon the uterus should be relieved by
proper support to the parts exerting this foree, by
pessaries or operations,
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2. General Treatment.—Suitable preparatory treat-
ment—the use of pessaries and proper means to in-
crease the tone of the general health and the strength
of the abdominal walls, etc.; local tonics and astring-
ents, calisthenies, general tonics, ete.; removal of any
existing inflammations. These have already been de-
scribed in speaking of prolapse.

3. Reduction is usually easy when the displacement is
a reducible one. It may be accomplished in various
Ways.

(2) Bimanually. Two fingers of one hand are placed
in the vagina and the fundus lifted, the other hand on
‘the abdomen presses down between the body of the
organ and the fundus, and then also lifts it; after the
latter is lifted up and pushed backward, the cervix is to
be pushed well forward toward the symphysis. Reduc-
tion is more easily accomplished during expiration, for
then it has no pressure transmitted from the diaphragm
to overcome. When there are adhesions, too much
force must not be employed or mischief will result;
the stretching of such adhesions by massage, accom-
panied by free vaginal irrigation, has been suggested,
but as yet not sufficiently tried to warrant deductions.
When reduction cannot be accomplished by the bi-
manual method, the following must be resorted to:

(b) Uterine sound. This instrument may be intro-
duced up to the fundus as straight as possible, and
being converted into a lever by the finger of one hand
acting as a fulerum at the centre of the sound, the outer
end is carried forward to the symphysis, and thus retro-
version of the uterus effected; then, by rotating the
sound, a slight retroflexion results.

This, as well as the following proceedings, should
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not be adopted in cases complicated by neighboring
inflammations.

(¢) Other varieties of sounds, so arranged that, after
introduction they are straightened and thus effect a
corresponding change in the uterine axis, may be
used ; Elliot’s and Jennison’s are examples.

(d) Tents, introduced curved and straightening
themselves on expansion, are also used in the same
manner.

In the preceding three methods, the proceeding is
repeated a number of times, at intervals of several
days or a week.

(e) Dilatation and straightening by steel sounds of -
gradually increasing diameters, is occasionally re-
sorted to. )

Though oceasionally correction of the displacement
is followed by cure, usually no such result takes place,
and the reduced organ must be kept in the desired
position by the following means:

4. Retention.—This is accomplished by the use of
pessaries.,

. A good anteflexion pessary must lift the uterus sup-
porting it as near the fundus as possible, and at the
same time not cause injury by excessive pressure. They
are of three varieties: the intravaginal, the vaginal stem,
and the intrauterine stem ; the precantions, preparatory
and after-treatment, associated with the use of these
pessaries, are the same as those already given.

Of the first two varieties, those most frequently em-
ployed are Thomas’s, Hewitt’s, Gehrung’s, Fowler’s
Hodge’s, Albert Smith’s, Meigs’s ring, and Cutter’s
stem passary.

An intrauterine stem pessary consists of a bulbous-
pointed eylinder, two or two and a half inches long,
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which is introduced into the uterine canal and straight-
ens it; its escape being prevented by having it rest
movably or immovably upon a vaginal anteversion
pessary or a plate or ball. Thomas prefers an instru-
ment in which the stem is movable upon the disk or
pessary lying in the vagina. Schroder prefers one
made of a single piece, the vaginal rest consisting of a’
ball; with this pessary, after correcting the flexion,
any version may be remedied by moving the ball for-
ward or backward, and keeping it so by balls of
cotton.

The intrauterine stem pessary should only be used
in cases in which the foregoing treatment has been
found unsuccessful ; great caution must be exercised
in its use, especially in regard to the exclusion ot
existing inflammation, not having the stem too long so
as to injure the fundus, and its immediate removal
when any bad eftects are observed; much mischief,
such as cellulitis, peritonitis, hemorrhage, ete., has
resulted from its use.

5. Operation is resorted to when all other treatment
proves unsuccessful. The aim of the operation is net
to cure the displacement, but to remove the resulting
obstruction, and thus cure the most marked symptoms.
There are two forms of operation: Simpson’s and
Sims’s,

Simpson’s: The cervix is divided bilaterally, and
the enlarged and more direct opening kept pervious
by the glass plug.

The operation of Sims is usually preferred; it con-
sists in section of the cervix posteriorly, by a long
slender knife, as deeply as possible without wounding
the vagina ; the canal thus created is kept pervious by
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the wearing of an intrauterine stem and pessary for
two or three months,

Many cases of these operations have been followed
by dangerous and fatal results—these can usually be
traced to the existence of inflammation at the time of
operation, and hence the operation found to have been
unjustifiable.

Anteversion of the Uterus,

DeriNitiox.—An inclination of the uterus, so that
the fundus falls forward and the cervix backward. It
is an exaggeration of the normal anterior version,
occurs physiologically in early pregnancy, and is often
combined with anteflexion.

Eriorocy.—Similar to that of anteflexion. It is es-
pecially due to chronic metritis and its causes, subin-
volution, uterine fibroids, and periuterine inflamma-
tions.

SysmproMs.— Very often there are none. Even when
symptoms show themselves, they are, in great measure,
some authorities say entirely, due to the complicating
metritis or pelvic inflammation so often coexisting.

The symptoms which may be observed as a result
of the anteversion itself, are: Vesical irritability (the
most frequent symptom).

Rectal irritability.

Dysmenorrhaea.

Sterility.

Hemorrhage,

Nervous and dyspeptic symptoms which attend

uterine disorders in general.

Interference with locomotion has been noticed by

Thomas,
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Puysicar Sians.—The condition becomes evident
upon bimanual examination; the degree of version
varies, it may be so excessive that the fundus pushes
before it the anterior vaginal wall.

Fic. 24.

Degrees of anteversion of the uterus.

DirrereNTIAL DracNosis.—Same as in anteflexion.

ComrricatioNs,—Those of uterine displacements in
general,

Coursg aND ProGyosis.—Though ocecasionally cured
by pregnancy, usually the course presents a persistent
or increasing condition of the displacement. Treat-
ment usually produces good results.

TrEATMENT.—Same as that of anteflexion; the only
differences are that anteversion is nearly always readily
reduced (unless bound down by adhesions), that the
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complicating condition, such as metritis, ete., often
requires most treatment, and that operative interfer-
ence is never called for or resorted to. The pessaries
employed are the same as are used in anteflexion.

Posterior Displacements of the Uterus.

Retroflexion of the Uterus.

Derixrrion.—A bending of the body of the uterus
upon itself] so as to form an angle, the opening of which
18 posteriorly.

Erroroey axp Occurrexce—It is a very common
pathological condition. The predisposing causes are
those of uterine displacements in general. The ex-
citing causes are increased uterine weight, traction
upon the uterus, pressure and diminished uterine sup-
ports, examples of which are to be found under dis-
placements of the uterus in general.

It is rare in nulliparz, which fact is explained by
the great frequency of this form of displacement after
parturition—when subinvolution, chronic metritis,
ruptured perineum and its results, dorsal decubitus,
and tight bandaging unite-in producing this condition.

SymproMs.—These result from congestion of the
uterus, obstruction to menses and semen, pressure upon
surrounding parts, and interference with the general
health attendant upon uterine disease in general.

The most common symptoms are :

Feeling of weakness and pain in back, especially on

exertion.

Heavy feeling and pain in pelvis.

Constipation.

Rectal tenesmus,
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Leucorrheea.

Menorrhagia.

Tendency to abort.

Nervous and dyspeptic symptoms.

Less commonly we have added :

Dysmenorrhaea.

Dyspareunia.

Sterility.

Uterine colic.

Paralysis of lower extremities (from pressure on
nerves).

The reason dysmenorrheea and sterility are less
common in retroflexion than in anteflexion, is on ac-
count of the former usually occurring in multipars in
whom the cervical canal is large and patulous. When,
however, conception occurs in cases of retroflexion,
abortion frequently results.

Puysican Sians.—On vaginal examination, the cervix
is felt in its normal place or low down, looking di-
rectly downward, whilst behind, a rounded body is-felt
to be continuous with the cervix, but separated by an
angle; the fundus moves with the cervix. Upon
bimanual examination, we can make out nothing ex-
cept the absence of the fundus in front, unless the ab-
dominal walls are very lax. DBy rectal examination we
feel the fundus behind.

Should any further doubt exist, the uterine sound or
probe is employed gently. (Fig. 24.)

DirrerENTIAL DiacNosis.—It may be confounded
with feces in the rectum, cellulitic deposits behind
uterus, peritonitis, heematoma, carcinoma, tumors of
the posterior wall of the uterus, extra-uterine gestation,
prolapsed and enlarged ovary, small ovarian tumor,
and prolapse of the kidney; all these ecan be differen-
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tiated with ease, by a careful examination as above
described.

Resvrrs.—Those of uterine displacements in general,
but more especially endometritis, chronic metritis,
dysmenorrhcea, sterility, abortion, and perimetric in-
flammations.

tetroflexion of the uterus.

Proaxosis.—Depends upon the extent and previous
duration of the displacement. The prognosis is unfa-
vorable when the case is one of long standing, when
strong adhesions bind the uterus down, when the
cervix is short so that the application of a pessary is
difticult, and where some important complication, such
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as tumor, exists. Under these circumstances, cases are
unfavorable as regards cure; but nearly all cases can
be benefited more or less, even if not cured, by the
adoption of proper treatment.

TreEATMENT —Attention to the general condition of
the patient and to the removal of causes when possible,
is of great importance.

Replacement,.—a. Thomas prefers the following
method : The woman being in Sims’s position, and
the operator standing behind her,the index and middle
fingers of the right hand are introduced into the vagina,
with their palmar aspect toward the rectum; these lift
up the body of the uterus until it becomes erect, and
their dorsal surfaces push the organ toward its natural
position ; the middle finger still retaining its position,
the index finger is placed in front of the cervix, and
the latter then pushed backward, the middle finger,
now placed in front of the cervix, assisting.

b. Bimanual recto-vaginal manipulation: the finger
of one hand in the rectum pushes the fundus forward,
one finger of the other hand in the vagina pulls the
cervix backward.

¢. Genu-pectoral position greatly aids reduction by
making use of the force of gravity. This position alone
may be sufficient to replace the uterus; but usually
pressure upon the fundus by vagina or rectum must be
employed in addition ; the vagina should be kept open
to allow the entrance of air. The exercising of this
position for several minutes, morning and evening, 1s
a valuable adjuvant to treatment, even after replace-
ment.

d. Sims’s repositor, consisting of a jointed sound, the
small arm of which ean be moved, is often useful.

e. Uterine sound may be used, but requires great
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gentleness, since the amount of force employed is more
difficult of regulation than when the fingers are em-
ployed. It should be introduced as straight as pos-
sible, the uterus lifted with it, and the sound carried
forward; it is then gently carried backward to the
perineum, and the uterus thus straightened and re-
placed.

When any perimetric inflammation or strong uterine
adhesions exist, replacement should not be attempted ;
this caution applies especially to the use ot the sound.

Retention of the Replaced Uterus.—This is effected by
means of a pessary, sometimes by shorlening the round
ligament, and occasionally by stifching fundus to anterior
abdominal wall. W hat has already been said about the
preparation of patients for the wearing of pessaries,
and the general rules observable during their use,
are applicable here. Very often the vagina will not
tolerate a pessary until it has been prepared by plugs
of glycerin-soaked cotton introduced after reduction,
and so placed that the organ is kept in the desired
position. A sponge or inflated rubber pessary may
have to be worn some time before a hard rubber
one is tolerated. Reduction will often have to be
done a number of times by the physician, before we
can rely upon pessaries to continue the retention.

The retroflexion pessaries most frequently used are
Hodge’s, Albert Smith’s, Thomas’s, Meigs’s ring,
Hewitt’s; when great weight is to be supported,
Cutter’s retroversion pessary, or Thomas’s modifica-
tion answers best; should great tenderness exist,
Hurd’s, or a sponge pessary, or vaginal tampons, so
applied as to correct the displacement, should be used.

INTRODUCTION OF PEssarIES.—No amount of descrip-
tion will enable the student to select and apply prop-

-
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erly a pessary, so that it is effective and still causes no
pain; practical demonstration and experience are
necessary for this acquisition.

Nevertheless, the principle of introduction is this:
Taking, for example, a simple Hodge pessary, we
notice two curves, an upper larger one, and a lower
smaller one. The instrument is introduced with the
upper larger end first, and the transverse diameter
vertical, so as to correspond to the direction of the
vulvar fissure; when it has gained the vagina, it is
rotated so that the concavity of the upper larger curve
looks forward ; it is guided upward, so that the upper
end passes behind and above the cervix, the lower end
projecting against the anterior vaginal wall within the
vulva,

SHORTENING THE RouND LIGAMENTS—ALEXANDER’S
OreraTION,—Within recent years an attempt has been
made to correct this variety of displacement by short-
ening the round ligaments. This operation was first
performed in 1881, by Alexander, of Liverpool. The
steps of the operation are as follows: The mons
veneris is shaved and the external abdominal ring
sought for. An incision, five to ten ctm. in length, is
then made in an outward direction from the pubie
spine, parallel to Poupart’s ligament. The incision is
carried through the skin and subeutaneous fat down
to the intercolumnar fascia covering the ring. The
external abdominal ring is recognized by oblique
fibres crossing it, by the protrusion of fat at its lower
end, and by its depressibility. ¢ The tissue now bulg-
ing out from the ring, the end of the ligament, before
entering the mons veneris, is lifted by an aneurism-
needle, grasped by the finger, and pulled out gently,
any bands preventing this being cut with the knife.”
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The other side is treated in the same way, both liga-
ments being pulled out as far as possible. The wound
is then stitched, the sutures (catgut, silkworm-gut, or
silver) being passed from one side of the incision to the
other—i. e., through skin, pillar of abdominal ring,
round ligament, pillar of ring, skin. The after-treat-
ment consists in keeping the patient in bed for two or
three weeks, and having her wear a vaginal pessary
for several months.

The operation is not unattended by danger, and
some deaths have followed its performance. It has
met with considerable opposition, especially on the
part of German gynecologists; Winckel, for instance,
claims that it only changes one pathological condition
into another, causing an abnormal fixation and pro-
ducing an anteversion, which eventually becomes an
anteflexion.

HysteERoRRHAPEHY—KELLY’S OPERATION.—This is per-
formed by making a small incision through the ab-
dominal wall on a level with the fundus, introducing
the fingers, lifting fundus and stitching it with silk to
the anterior abdominal wall. This operation is of too
recent date to allow any positive conclusions regarding
its utility ; up to the present time it has not been per-
formed often. Prof. Lusk regards it with great favor
and has had excellent results.

Retroversion of the Uterus.

DeriNiTioN.—A change in the axis of the uterus due
to approach of the fundus posteriorly toward the
sacrum, the cervix advancing toward the symphysis

pubis. It oeccurs physiologically during distention of
the bladder.
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Varieries.—It is spoken of as existing in the first,
second, or third degree, according to whether it forms
an angle of 45, 90, or 135 degrees, respectively, with
the normal axis of the uterus,

Eriorocy axp Occurrexce.—Etiology is the same
as that of retroflexion. It occurs, however, more
equally in both nulliparse and multipars, and, hence,
is not so frequently connected with parturition as is
retroflexion. The same causes will produce retro-
version or retroflexion, according to whether the
uterus is, or is not, of proper consistence and firm-
ness. Retroversion usually precedes retroflexion.

Retroversion of the uterus.

Retroversion may be produced suddenly by violent
exertion, falls, blows, ete., and then gives rise to acute
and grave symptoms—shock, peritonitis, ete.

Puvsican Stans,.—Those of retroflexion, but we do
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not find any angle between the cervix and the fundus,
but these parts are found directly continuous and in
the same axis.

Symproms, DIFrERENTIAL Driaeyosis, Coursg, PRroe-
N0s1s, AND TrReEATMENT.—Same as for retroflexion,

Lateral Displacements of the Uterus.

Derinitron.—Lateroversion is an ineclination of the
uterus to one or the other side; a slight right latero-
version is physiological. Lateroflexion is a bending
of the uterus, so that the cervix, or the body, or both,
are directed to the right or to the left.

OccurrENCcE.—These varieties of displacement are
frequent enough, but usually simply complicate other
forms, or exist to such a slight degree as to be of no
import. Lateroflexion frequently exists with latero-
version.

Erroroay.—They may be congenital or acquired;
the chief causes of the acquired form are tumors on
one side of the uterus, and parametric and perimetric
inflammations producing adhesions.

SymproMs,—They rarely give rise to symptoms, and
rarely cause obstruction to the uterine canal.

Diacxosis.—Is easy by the methods already men-
tioned in other displacements.

TreaTMENT.—Is rarely required. Should it be desir-
able to correct the displacement, it should be treated
as in cases of forward or backward displacements, the
use of the intrauterine stem being most likely required.

Hernia of the Uterus.

A protrusion of the uterus through some abnormal
opening. This is a very rare condition; when it
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occurs, it is usually secondary to hernia of the ovary,
the latter dragging the uterus after it. It is most fre-
quent in the pregnant state. The situation of the
hernia has been found to be ventral, crural, inguinal,
and ischiadic. A protruded uterus may become im-
pregnated. The diagnosis is easy, and no especial
treatment can be advised, since the condition 1s usually
irreducible.

Inversion of the Uterus.

DEeriNiTION.—A turning of the uterus inside out, by

which the internal tends to become the external sur-
face.

Fic. 26. Fic. 27.

Partial inversion. Complete inversion.

(CLassiFicatioN.—The condition is spoken of as:

(a) Puerperal and non-puerperal, according to
whether it occurs with parturition.

() Acute and chronie, according to whether pro-
duced suddenly or gradually.

(¢) Partial and complete, according to whether the
inverted fundus has or has not passed through the ex-
ternal os of cervix,
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OccurreNce.—It oceurs most frequently with labor,
these forming seven-eighths of the cases reported. But
even in the puerperal state it is of very infrequent
occurrence.

Errorocy.—Authorities differ in regard to the ra-
tionale of its production; the most generally accepted
theories are that one or more of the following three
statements explain its produetion :

(a) Prolapse of some part of the fundus dragging
the rest of the uterus after it.

(#) Prolapse of some part of the fundus, which is
further extruded by contraction of the rest of the
uterus provoked by the original displacement.

(¢) Eversion of the cervix going on to prolapse, and
causing the same condition of the rest of the uterus.

Depending upon diminished tone or resistance of
the uterine walls, and pressure from above or traction
from below, the causes may be divided into predispos-
ing and exciting.

Predisposing Causes.— Anything which diminishes the
tone and resistance of the uterus, either by changes in
structure or thickness.

Examples.—Parturition.

General debility and wasting diseases.

Distention by fluids.

Distention by tumors, ete.

Execiting Causes.— Pressure from above—muscular
efforts.

Traction from below—traction on placenta, traction
by polypi or other uterine tumors,

As above stated, seven-eighths of all cases have
been found to occur during parturition. Four-fifths
of the remaining one-eighth occurred as a result of
uterine polypi. In rare instances, partial or complete
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inversion has been known to take place in an appar-
ently perfectly healthy uterus, as a result of severe
muscular exertions.

Parnorogy.—The cervix usually retains its normal
position, and is not inverted; rarely, however, this
may take place. One horn only of the uterus may, in
rare cases, have been inverted.

After inversion, the uterus may suffer additional
changes. Involution may take place, or it may re-
main large, succulent, and easily bleeding; or, by
contraction -at the cervix, gangrene may result; the
epithelium of the endometrium may be replaced by a
layer of the pavement variety.

The peritoneal cup in the uterus at first often con-
tains the ovaries and tubes, but these leave it after a
time and it contracts, though peritoneal adhesion of
the two margins does not often take place. The blad-
der retains its normal position.

Symproms.—1.  Of Acute Cases.—Feeling as if some-
thing had given way,

Pain in pelvis.

Hemorrhage.

Interference with micturition.

Shock ; this may terminate in fatal collapse, or the
case go on to recovery, and then present the symp-
toms :

2. Of Chronic Cases—Hemorrhage ; menorrhagia,
and metrorrhagia, the latter increased by exertion and
coition.

Variable degree of pain in pelvis.

Pain in back. '

Difficulty in locomotion.

Difliculty in micturition.

Difliculty in defecation.
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Angemia and its symptoms (due to hemorrhage).

Though this list of symptoms is usually present,
there are some cases in which the condition gives rise
to so few symptoms, that the patient does not seek
advice, and the condition may only be recognized
accidentally.

Puysicar StaNs.— When oceurring during labor, no
difficulty will be experienced in diagnosticating the
condition.

In chronic cases the following points serve to guide us:

1. A globular body of variable size, and which bleeds
easily, is found in the cavity of the uterus, or protrud-
ing from the cervix into the vagina.

2, The finger or sound passed around this tumor in
an upward direction recognizes the continnity of its
outer surface with the inner surface of the cervix, and
finds the uterine canal much shorter than normal.

3. By pressure upon the abdominal wall, in thin
persons, we recognize the absence of the uterus from
its normal position, and may feel the depression ex-
isting in its place. This may also be discovered by
drawing the inverted fundus down, and feeling the
depression by a finger in the rectum, or by this aided
by the hand upon the abdomen, or a sound passed
within the bladder—these can be approximated, and
thus the absence of the fundus demonstrated.

4. The openings of the Fallopian tubes can usually
be seen.

5. Upon compressing the inverted uterine fundus it
sometimes contracts,

6. Its pedicle or connection with the cervix is usually
thick.

7. Acupuncture will give pain.

DirrFERENTIAL DiaGNosis.—DBy carefully applying the

i *®
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foregoing points differentiation will usually be easy.
The conditions which might be confounded with in-
version of the uterus are uterine polypi and fibroids.

Course axp DProcyosis.—The patient may die in
collapse after the acute form; or recovering from the
immediate effects of the accident may go on and suffer
from the symptoms of the chronic variety.

In rare instances spontaneous cure has taken place;
and in a few cases the condition had never been reme-
died, and still the woman continued to enjoy a very
comfortable existence, |

But in general the prognosis is serious if the condi-
tion be unrelieved, on account of the hemorrhage,
angemia, and danger of peritonitis. Most of the cases
can be reduced; others are irreducible, and require
further interference. Taken collectively, the prognosis
as to cure from interference is pretty good.

TreaTMENT.—Consists in reduction when possible;
when irreducible, in controlling the discharge and
hemorrhage by local means; or, as a last resort, or
when gangrene or a malignant growth exists as a
complication, in amputating the uterus.

1. Reduction.—This may be accomplished gradually
or rapidly. Long duration is no contra-indication to
reduction, since it has been done after thirteen years’
existence of the inversion. The gradual method 1s
preferable to the rapid plan, and should always be
tried first, since it is safer.

Gradual Reduction.—The following methods have
been used :

(a) Pressure exerted by a cup surmounted upon
a stem, which is supported by elastic bands passing
in front and behind to an abdominal belt around the
hypogastrium, by which counterpressure is made upon
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the uterus (Barnes and Hicks). When there is a dis-
position to displacement of the cup, tampons should
be placed around it. This is a very good method ; 1t
must be persisted in for at least two or three weeks.

(b) Pressure by vaginal water or air bags, prevented
slipping out of the vagina by plaster; counterpressure
is exerted by a compress and bandage around the lower
part of the abdomen.

(¢) This plan may be modified by kneading the uterus
for ten minutes, night and morning, in addition to the
use of the vaginal bag (Tyler Smith).

(d) Cold applied to the uterus by means of a stream
of water for several minutes, night and morning (Mar-
tin), may be effective.

Should these measures prove ineffective after trial
for several weeks, or should they not be tolerated by
the patient, we should discontinue them and then try

Rapid Reduction.—The patient should be prepared
by rest and vaginal injections of very warm water three
times a day for several days preceding the attempts. At
the time of reposition, the bowels and bladder having
been previously evacuated, the woman is placed in the
lithotomy position and fully ansesthetized. There are
numerous methods of rapid reduaction.

(a) One hand being placed over the abdomen, the
_other is passed up the vagina and pressure exerted
directly upon the fundus (Valentin).

(6) One or both cornua are indented (Neggerath).

(¢) Four fingers being spread around the uterus, the
thumb is spread against the fundus, the neck being
forced against the sacrum (Barrier).

(d) The fingers and thumb encircling the body and
pressed outward as much as possible, the uterus is lifted
up, and the other hand being on the abdomen, an
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attempt made to roll out the parts forming the ring
(Emmet).

(¢) Instead of the point of resistance being at the
abdomen, it may be in the rectum by two fingers
passed into this part of the gut and dipped into the
cervical ring (Courty).

(f) Or by fingers in both rectum and bladder, the
urethra having been dilated (Tate).

() The cervix may be incised to allow more easy
reduction (Barnes).

(£) Instruments may be used for exerting pressure
or counterpressure. For the former purpose, White’s
repositor may be used; it consists of a cup attached
to an elastic spring, which latter is placed against the
operator’s chest ; with this instrument pressure is made
upon the fundus, which with the cup is steadied by the
hand 1n the vagina. Or Byrne’s repositor, consisting
of a cup which is made smaller as the inverted uterus
gradually becomes reduced, may be used. Instead of
abdominal pressure by the hand, a cone of wood may
be pressed into the abdominal ring of the uterus
(Thomas).

Many attempts may have to be made before com-
plete success is accomplished; the methods of redue-
tion may have to be varied. Not more than an hour
or two should be spent in each attempt; the amount
of reinversion then accomplished should be retained
by the use of vaginal elastic bags, or by Emmet’s plan
of closing the external os with sutures.

Should a tumor exist, removal of this will usually
make reduction easy.

When all these means fail, we should adopt some
means of

2. Checking Hemorrhage, the Uterus being Left In-
verled,—This can sometimes be done by astringent
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washes and tampons, or by the use of caustics, so as to
harden the uterine mucous membrane and thus check
hemorrhage ; this hardening occurs spontaneously in
some cases.

3. Thomas’s method is offered as a substitute for
amputation. It consists in abdominal section over the
cervical ring, dilatation of this with a glove-stretcher-
like instrument, and then reposition. Though only
performed in two cases (one of which resulted fatally),
it may, after further trial, be found preferable to ampu-
tation.

4. Amputation of the Uterus—Should all the preceding
methods fail and marked symptoms still persist, the
uterus have become gangrenous, or the condition be
complicated by a malignant growth of the inverted
portion, amputation (though dangerous, mortality 25
per cent.) should be resorted to.

This may be done by knife, scissors, écraseur, or
galvano-cantery. The operation should be preceded by
the application of a tight ligature around the cervix
for two or three days, thus obliterating the vessels in
the inverted portion, and causing a.commencing gan-
grene when the operation is performed; or sutures of
wire or silk may be passed through the cervix as high
as possible and drawn tight, so as to compress vessels
and close the peritoneal cavity, thus lessening hemor-
rhage and forming union.

After removal the lips are brought together by deep
sutures, and between these are superficial ones to ap-
proximate the mucous membrane.

The uterus has been allowed to slough off after liga-
tion; but this method of amputation is much more
fatal than other plans, and should, therefore, never be
resorted to.



CHAPTER VI

AFFECTIONS OF THE UTERUS (confinued).

Tumors of the uterus—Uterine fibroids—Fibro-cystic tumors of the uterus—
Uterine polypi—Cancer of the uterus—Sarcoma of the uterus—Ade-
noma of the uferus—Papilloma of the nterus—Uterine maoles,

Tumors of the Uterus.

These are benign and malignant.

Benagn : Malignant :
Fibroid. Carcinoma.
Fibro-cystie. Sarcoma.
Polypi. Adenoma,
Papilloma.

Besides these there are a few more varieties of very
rare occurrence, and hence not warranting description.

Fibroid Tumors of the Uterus,

DeriNitioN.—A tumor, developed in some part of
the uterus, consisting of muscular and ﬁhr-:}us elements
in varying proportions.

SyNoNyMs.— Uterine fibroids. Myomata. Fibro-
myomata. Fibromata. Leiomyomata. Fibrous tumor
of the uterus.

OccurrENCE AND Errorogy.—They are very common.
They never develop before puberty, nor after the meno-
pause, The period of greatest liability is from thirty
to fifty years.

In regard to causation, we know nothing definite ;
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the African race is peculiarly liable; it occurs twice
as frequently in the married as in the unmarried;
amongst the married it is more frequent in multiparse
than in nulliparse.

Parnorocy.—Under this subdivision, the number,
size, situation, structure, varieties, changes in the
uterus, degenerative changes, and complications will
be deseribed.

Number, Size, and Sifuation—They may be single or
very numerous—fifty or more may be-present. They
vary in size from that of a small nut to that of a man’s -
head or even larger. They are usually situated in the
body of the uterus, rarely in the cervix ; most frequently
on the posterior wall, less frequently on the anterior,
rarely on the sides of the uterus.

Structure.—~They are composed of unstriped museular
fibres and of fibrous tissue in varying proportions,
hence they are properly called fibro-myomata; usually
the fibrous tissue is in excess. They are entirely or
almost completely surrounded by a loose fibrous cap-
sule. They are not very abundantly supplied with
bloodvessels; but occasionally they have a cavernous
structure due to dilated bloodvessels, and then con-
stitute the telangiectatic or cavernous variety. The
tumors feel and cut hard, are of a pale pinkish color,
and on section and microscopic examination, present
bundles of fibrous and of unstriped muscle tissue in
varying proportions having a concentric arrangement
around one or more centres.

Varieties.—Although arising in all cases within the
uterine wall, they expand in different directions as
they grow, and hence are divided into interstitial,
submucous, and subperitoneal.
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(a) Interstitial. These remain within the wall ot
the uterus and are usually multiple.

(b) Submucous. These project into the uterine
cavity, being covered by the mucous membrane;
they are usually single. They either remain sessile—
being continuous with the uterine wall over a large
area—or become pedunculated, when they are known
as fibrous polypi; these polypl may be extruded into
the vagina, even spontaneously expelled by destruc-
tion of the pedicle, or very rarely enucleated by rup-
ture of the capsule.

(¢) Subperitoneal. These project into the abdominal
cavity, being covered by peritoneum. They are usually
multiple. They may attain great size. They may
remain sessile, or become pedunculated; in the latter
case, the tumor may make extensive excursion in the
abdominal cavity, or even form the contents of a
hernial sac. DBy traction these tumors sometimes
cause a stretching of the vagina and cervix; occasion-
ally they become detached and remain free in the
peritoneal cavity, or excite inflammation, and adhere
and become nourished by some part of this serous
lining ; or the detached tumor may undergo degenera-
tive changes.

Changes in the Ulerus.—The uterine wall usually
becomes hypertrophied; in the subperitoneal variety
it may become thinned out. The organ is frequently
displaced ; occasionally 1t becomes inverted or pro-
lapsed, rarely twisted.

Degenerative Changes.—The tumor occasionally under-
goes the following changes:

(a) Softening. This may be due to simple edema,
fatty or myxomatous degeneration.
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(6) Induration. Usually combined with fatty de-
generation. '

(¢) Calcification. Commences in the centre and
extends outward ; it does not occur in the submucous
form; it may be accompanied by suppuration. This
form of degeneration gives rise to the so-called ute-
roliths, or womb-stones, which occasionally become
detached.

(d) Suppuration. Usually due to traumatism; it
affects usually the submucous form; it is often com-
plicated with the calcific or the gangrenous forms.

(¢) Gangrene. Is also the result usually of trauma-
tism. It may effect a cure or cause death from septic-
f@mia or peritonitis,

Whether fibroids ever become changed into malig-
nant tumors is doubtful ; such cases have been ob-
served, but may only have been coincidences.

CompricaTioNs.—Often exist, and the presence of
these often leads to the examination which discovers
the tumor. They are:

Displacements of the uterus.

Endometritis.

Chronic metritis.

Disorders of menstruation,

Cystitis,

Hydronephrosis,

Obstruction of the rectum.

Hemorrhoids.

Varix of veins of lower extremities,

Chronie local peritonitis.

Hypertrophy of the uterine walls.

Atrophy of the uterine walls.

Flongation of the cervix.

Inversion of the uterus.
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Symproms.—Some ecases have no symptoms what-
ever. The submucous fibroids are most apt to give
rise to symptoms, the subperitoneal are least apt to.

The symptoms are due to four causes:

1. Interference with the health, due to loss of blood
and mental effect of the existence of the tumor.

2. To the existence of the tumor itself.

3. Pressure effects of the tumor.

4. Interference with menstruation and conception.
1. From the first cause there result :

Depreciation in general health, anemia, dyspeptic

symptoms, ete,

Mental depression.

2. From the second cause:

Leucorrhcea.

Metrorrhagia.

Serous discharge ftom the uterus,

Feeling of weight in pelvis.

Pain in pelvis.

Uterine pain.

Peritonitic pain.

3. From pressure of the tumor, there result:

Upon bladder—irritability ot bladder and cystitis.

Upon rectum—irritability of rectum, or constipa-

tion and hemorrhoids.

Upon bloodvessels—varix of lower extremities.

Upon nerves—neuralgia, and, rarely, paralysis of

lower extremity, _

Upon ureters—hydronephrosis (rare).

4. From fourth cause:

Dysmenorrhaea.

Sterility.

Not all of these symptoms are present in any one
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case; some have few, others many, depending upon
the size and situation of the tumor.

Puvysican Siens.—These are usuvally readily made
out, and no difficulty in the diagnosis oceurs; but
occasionally both the small and the large tumors
require very careful examination to differentiate them
from other conditions,

The patient being in the dorsal decubitus, and
bladder and rectum having been emptied, both the
anterior and posterior surfaces should be examined,
by one hand upon the abdomen and two fingers of the
other hand in the vagina or rectum; in addition, the
cervix may be drawn down, and examination by vagina
and rectum then again gone through.

The cavity of the uterus should also be explored by
the sound (having previously excluded pregnancy);
or, if this does not suflice, the cervix may be dilated,
and the finger passed up into the uterine cavity, When
doubt still exists, the hand may be passed into the
rectum, and be made to explore as per Simon’s method.

By these means we discover a tumor of variable size,
sessile or pedunculated, projecting in different direc-
tions from some part of the uterus. We find it to be
a localized enlargement, of firm consistence, not tender,
and 1t is more or less asymmetrical. The cervix is
hard. In passing the sound, we find the uterine canal
usually tortuous and pressed over to one side.

Di¥FERENTIAL DiracNosis.— Fibroids may be con-
founded with :

Pregnancy.

Chronic metritis.

Peri uterine cellulitis,

Pelvic abscess.

Pelvie heematocele.
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Anteflexion,

Retroflexion,

Fecal impaction.

Ovarian tumors.

Extra-uterine pregnancy.

Uterine moles. '

Cancer of the uterus,

The following points will serve to differentiate :

Pregnancy.—Cervix and uterus are soft, symmetrical,
and median, and we have amenorrhea and mammary
and other symptoms of pregnancy. The uterine bruit
may be heard over fibroids.

Chronic Metritis.—Uterus is flatter, symmetrically en-
larged, and tender. The sound passes up the middle
of the patulous and lengthened canal.

Peri-uterine Cellulitis—There will usually be the his-
tory of an acute attack with fever, etc. The tumor 1s
irregular in outline, firmly connected to the pelvie
wall, and hence immovable, very sensitive, and binds
down the uterus.

Pelvie Abscess.—History is distinctive ; the tumor
will be immovable, sensitive, and fluctuating.

Pelvic Hematocele—Inversion is usually acute, and
accompanied by marked constitutional symptoms;. the
tumor is soft at first, and fluctuating, tender, and uterus
is felt of normal size.

Anteflexion and Retroflexion.—Fibroids are usually
harder. Examination by sound, rectal and bimanual
methods, and by sound combined with abdominal pal-
pation, readily clears up any doubt.

Fecal Impaction.—It is of short duration, accom-
panied by its peculiar symptoms, can be indented, is
found most frequently in the caput coli, does not move
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with the uterus; the latter is found in its normal posi-
tion and performs its functions undisturbed.

Ovarian Tumors.—When large and cystic can readily
be diagnosticated. In the rare cases of solid ovarian
tumors, these can be moved independently of the
uterus, and are usually unaccompanied by menorrhagia
or metrorrhagia. When attached to the uterus, difter-
entiation is sometimes difficult.

Frtra-uterine Pregnancy.—Presents the mammary and
other signs of pregnancy; history of more rapid growth,
and tumor is soft and fluctuating.

Uterine Moles.—These also are soft, spongy, and
fluctuating; the cervix is soft. Miecroscopic examina-
tion of the discharge often shows placental villi.

Cancer of Ulerus.—FEasily distinguished. There is
more constitutional disturbance, with cachexia; the
infiltration is more diffuse, and usually attacks cervix;
microscopical examination reveals character.

Course aND Proayosis.—In very rare cases, fibroid
tumors of the uterus have proved fatal by exhaustion,
hemorrhage, suppuration and septicemia, and by peri-
tonitis, But usually this does not happen. They
grow slowly, and often seriously incommode the pa-
tient, until menopause, when they frequently take part
in the senile atrophy, and are thus practically or rela-
tively cured. Even before this period, spontaneous
cure occasionally takes place by absorption or atrophy,
rupture of the pedicle and extrusion, by enucleation,
by fatty degeneration, by ecalcific degeneration, by
suppuration, and by sloughing. Sometimes they un-
dergo cystic degeneration.

The prognosis as regards life is good; in regard to
amelioration of symptoms, it is good after the meno-
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pause; even before this period we can make the
woman pretty comfortable by the proper attention.

TreaTMENT.—May be palliative or radical.

Palliative Medical and Surgical.—In most cases palli-
ative treatment is all that is justifiable, and we can
often render the woman very comfortable in this way.

Existing complications should, when possible, be
removed ; uterine displacements should be rectified ;
often by lifting up the uterus out of the pelvic cavity
so as to give it more room, great relief from symptoms
will follow. The patient’s general health should be
improved by change of air, sojourn at a watering-
place, etc.

The most tronblesome and serious symptom, very
often, is the hemorrhage, both during and between the
periods, which is kept up by the congestive condition
of the endometrium, excited by the presence of the
tumor. To control this, the woman should be kept in
bed during the menstrual period, and take one or other
of the hmmostatics : ergot, tannic and gallic acids,
cannabis indica, opium, aromatic sulphurie acid, ete.;
an astringent tampon should be used after a moderate
loss of blood has taken place. Should uterine fun-
gosities exist, these should be removed by scraping.

Very often by these means we can give considerable
relief; but in other cases the hemorrhage still con-
tinues; then we may try section of the cervical neck
by knife, scissors, or cautery (how this proves eflicacious
we do not know); or we may make an incision into
the mucous covering of the tumor and its outer layer,
and thus by dividing its bloodvessels diminish its
blood supply. Both of these methods may accomplish
the desired object, and are useful, especially since they
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are the first steps in the operation for removal by the
vagina,

Ergot, by causing a contraction of the muscle fibres
of the uterus and thus diminishing the blood-supply
and favoring pedunculation and expulsion of the tumor,
is an important remedy. Some cases have been cured
by this drug, and in many cases the tumors have di-
minished in size or remained stationary, and the hem-
orrhage and the leucorrheea been checked. Interstitial
and submucous tumors are the most favorable for this
treatment. It is used preferably by hypodermatic in-
Jections of ergotine or the aqueous extract (Squibb’s
and Merck’s ergotin are the best), in the proportion of
3 parts to 71 each of water and glycerin. The needle
18 inserted deeply into the hypogastric or gluteal re-
gions; three grains are used each time, and the opera-
tion repeated at intervals of several days for two or
three months. Cutaneous abscesses and ergotism oc-
casionally result. The drug may also be given by
mouth or rectum.

Other so-called absorptive drugs have been tried,
but with no success; the ones most commonly used
were lodine, potassium bromide and iodide, arsenic,
phosphorus, tincture of the chloride of iron, lead, and
lime.

LElectrolysis has been resorted to with favorable results.
A few cases were cured and many relieved and the
growth arrested, but some resulted fatally. A galvanic
current is passed through the tumor by puncturing the
abdomen on each side with steel electrodes; with this
instrument, a diet consisting largely of nitrogenous
matter is selected. Apostoli has used this method with
excellent results,

Radieal Surgical Treatment.—After all palliative and
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medical treatment has been tried without benefit, we
should, where the indications are urgent, remove the
tumor. This can be done by vagina and by abdominal
section.

(a) By Vagina.—Removal by the vagina is to be re-
sorted to when there is more or less projection into the
uterine cavity; hence only in submucous and inter-
stitial forms, and when the cervix can be sufliciently
dilated ; these two considerations make the case a more
or less favorable one.

As a preliminary step to the operation, the cervix
should be dilated, by tents, by Barnes’s or Moles-
worth’s dilators, or by incisions with the knife or
scissors, or, preferably, as practised by Thomas, with
the cautery.

The next step depends upon whether the tumor is
polypoid or more extensively connected with the uterus.
When polypoid, the pedicle may be cut through by
knife, scissors, cautery, or Chassaignac’s chain or
Hicks's wire écraseur, or the tumor may be seized
by forceps and twisted off; these polypoid growths
are the easiest cases to deal with.

When, however, the tumor is more or less sessile,
after dilating the cervix, a long single or crucial incision
is made through its capsule, which is then separated
from the tumor for a short distance on all sides of the
opening. Having proceeded thus far, some operators
leave the case to Nature, aiding the latter by adminis-
tration of ergot, in order to secure contractions of the
uterus, and thus pedunculation and extrusion of the
tumor. Though in some cases this will result, in others
such a favorable issue does not take place; whilst in
still other cases the death and sloughing of the tumor
results, and then requires immediate removal, since its
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retention and gradual disappearance by decomposition
is so prone to be followed by septiceemia; it is bad
practice to leave such a tumor, and on account of the
danger of this accident, this mode of effecting a cure 1s
considered hazardous and is condemned.

Enucleation of the tumor is always preceded by dila-
tation of the cervix and incision into the tumor, as
above described; possibility of enucleation depends
upon the fact that the tumor is surrounded by a zone
of loose connective tissue. It may be accomplished by
scissors when the tumor can be drawn down so as to
become visible. Often this cannot be done, and then
the finger-nail or handle of a scapel may be used for
this peeling; if these are not powerful enough, Em-
met’s serrated steel nail or Thomas’s spoon-saw, both
of which are readily managed, accomplish the result,
with the minimum risk of injuring the uterine wall and
with little hemorrhage. Thomas speaks very highly of
the spoon-saw, and in his hands it has achieved excel-
lent results; he also recommends the use of the elastic
flat whalebone probe as a superior method of indicating
the degree of attachment of the tumor.

The tumor very often has to be removed piecemeal,
on account of its size; in this case we should be care-
ful to remove all of it, if possible. When very large,
the obstetrical foreeps and volsella may be used to aid
delivery.

Though no figures indicating the mortality of enu-
cleation are obtainable, it is a dangerous operation, the
degree of danger depending upon the size and extent
of attachment of the tumor; the causes of death after
this operation are shock, hemorrhage, perforation of

the uterus, peritonitis, and septiceemia,
8
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(b) By Abdominal Incision— Laparotomy— Grastrotomy.
—This operation is performed when the tumor cannot
be extracted by the vagina; it is applicable to the sub-
peritoneal and to certain of the interstitial forms. It is
a formidable operation, and, like enucleation, is only
resorted to as a last resort. Bigelow has recently pub-
lished statisties which give 63 per cent. of recoveries in
all recorded cases; included in these are the operations
of Bantock, Hegar, and Keith, in which the percentage
of recoveries was 90, 91, and 92 respectively; this would
indicate that we are justified in anticipating more fav-
orable results of the operation in the future.

There are several variations in the steps of the
operation, as performed by different gynecologists;
the following is an outline of the proceedings:

A median abdominal incision is made from half an
inch above the symphysis pubis, upward to a variable
extent toward the umbilicus, depending somewhat on
the size of the tumor to be extracted.

The cervix is constricted by a ligature or clamp
passed below the seat of the tumor, and the latter cut
off by knife, cautery, or écraseur, in one mass or in
several pieces, and removed. When the tumor is very
extensive, the entire uterus above the cervix may have
to be amputated, thus increasing the risk from the
operation.

The stump is usually fixed into the abdominal wound
and retained there by clamp, ligature, or needles, after
which the former is sewed up. Schrider leaves it intra-
peritoneal, making the margins of the stump oblique
and adapting these and the peritoneal covering, and
retaining them by silk sutures.

During the progress of the operation hemorrhage
should be avoided by ligaturing large vessels, The
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ovaries and tobes are often removed with the tumor
and uterus, and many operators consider this advisa-
ble, since, when left behind, hemorrhage from the
stump has resulted during the menstrual epoch.

Thomas uses a clamp applied to the uterus below the
tumor to control hemorrhage temporarily and to retain
the stump in the abdominal wound; he then pierces
the stump above the seat of the clamp by a number of
long pins, and applies the cautery thoroughly to the
cut surfaces, after which the clamp is loosened, but
kept in position for two weeks, so as to be tightened
should hemorrhage ensue.

Hegar’s method consists in constriction of the uterine
stump with elastic ligatures, exact closure of the ab-
dominal cavity by stitching the peritoneum around the
stump, and antiseptic treatment of the latter with cau-
tery and zine chloride.

The after-treatment is the same as that of ovari-
otomy. The chief dangers are from shock, hemorrhage,
peritonitis, and septiceernia. These are combated by
external warmth, stimulants, rest, the clamp, cautery,
and ligature, and the strictest antiseptic precautions.

Removal of the ovaries or of the ovaries and tubes,
leaving the tumor and the uterus intact, has been re-
sorted to, especially to check the hemorrhage, which
is the most formidable symptom; good results have
followed these operations, depending upon the atrophy
which resulted, similar to that which would eventually
take place at the menopause.

Fibro-cystic Tumors of the Uterus,

DEeriNiTION.—A tumor of the uterus, consisting of
an external myofibroid envelope and a softened centre.
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They have only been recognized of late, and are of rare
occurrence. They derive their chief importance from
the readiness with which they are confounded with
ovarian tumors.

Sy~voxyMms.— Cysto-fibroma of the uterus. Cysto-
myoma. Cystoid tumor of the uterus. Cysto-sarcoma
(erroneously).

Parnonogy.—Usually they consist of a fibroid which
has undergone mucoid degeneration in the centre; in
rare cases, a proper cyst-wall has been found, and they
were then thought to be dilated lymphaties.

Their contents vary, and may be serous, sanguineous,
or colloid; most often it is a straw-colored fluid which
coagulates spontaneously upon withdrawal, and con-
tains epithelium, fat, and suspended uterine muscle
fibres—the last ingredient having been regarded as
pathognomonie by Dr, Atlee.

The subserous fibroids most frequently undergo this
degeneration.

SymproMs.—Same as those of fibroids,

PrysicanL Siexs.—By methods similar to those em-
ployed in the diagnosis of fibroids, we discover an in-
distinectly fluctuating tumor connected with the uterus;
some parts of this tumor are softer than others, and if
we insert a hypodermic needle, we can draw off the
peculiar fluid from certain spots, whilst others may not
yield any.

DrrFErENTIAL DiacNosis.—It 1s most lhikely to be
confounded with ovarian tumors and very often it
cannot be differentiated from these. The points which
would lead us to the belief of uterine rather than
ovarian tumor, are: Irregularity in the shape of the
tumor, existence of fluctuation in certain parts only,
enlargement of the uterine canal, movement of the
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tumor with the uterus, less rapid growth, elevation of
the uterus, examination of the fluid and the finding of
uterine muscle cells.

Rarely, it must be distingnished from solid fibroids
and from pregnancy. From the former, the consist-
ence, fluid contents, greater size, and more rapid growth
will differentiate; whilst the latter will present the
mammary and other symptoms of pregnancy, and the
duration will not extend beyond nine months.

Course AND Proayosis.—Course 18 more rapid than
that of fibroid, but slower than the ovarian cyst. Prog-
nosis is less favorable than in fibroid; no cure except-
ing by operation is possible.

TreEATMENT.—Laparotomy similar to that described
under fibroids; the contents of the cyst are first evacu-
ated, and then the wall removed.

Uterine Polypi.

Derintrion.—Pediculated tumors, attached to the
inner surface of the uterus, and consisting of some of
the structural elements of the uterus variously altered.

Certain polypoid bodies, which are not included in
this definition, are sometimes classified as polypi; but
in reality, although they may give the symptoms of
these, they are pathologically different; as examples
may be mentioned moles, remains of blood-clots, and
remains of retained portions of placenta,

Varieries.—We may distinguish :

1. Mucous polypi.
2. Cystie or glandular polypi.
3. Fibrous polypi.

OccurrENce—Quite frequent; they occur at a rather

earlier period of life than do fibroids.
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Ertonocy. — The cystic variety often complicates
chronic endometritis; sometimes this also applies to
the muecous variety. With this exception, we are
ignorant of the causes.

Parnovoay.— Mucous polypi are usually developed
from the mucous membrane of the cervix, are often
multiple, vary in size from an almond to a pigeon’s
ege, are soft, succulent, highly vascular, and have the
structure of the mucous membrane of the cervix.

Cystic or glandular polypi are hypertrophied Nabo-
thian glands which have become pedunculated; less
frequently they are produced by similar changes in the
utricular follicles. They are usually multiple, several
being bound together, so as to give rise to a conglom-
erate mass; they are usually attached to the cervix.

Fibrous polypi are submucous fibroids which have
become pedunculated ; they have the structure and
peculiarities of these growths, arise from the muscular
coat, and_spring most frequently from the fundus.
The length of the pedicle varies very much; it may be
so long that the tumor hangs from the vulva. After
being formed in the uterus, the contractions of the
latter tend to expel it, so that it dilates the cervix and
passes into the vagina. Fibrous polypi may undergo
the various degenerations affecting myo-fibromata.

Symproms.— Hemorrhage. Both menorrhagia and
metrorrhagia; in the case of the mucous variety, this
comes from the tumor itself; in the others, it is derived
from the congested mucous membrane.

Leucorrhea. Due to the accompanying endome-
tritis; when the tumor lies in the vagina, there may be
vaginal leacorrhea added, from irritation.

Pain in back and pelvis, due to the uterus endeavor-
ing to expel the tumor.
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Dysmenorrheea, of the obstructive variety.

Sterility.

Angemia and other debilitating effects of the constant
loss of blood.

Prysican Siexs.—Depend upon the size and variety
of the polypus and the part from which it springs.
Those polypi which lie within the vagina are, of
course, easily recognized. Should the cervix have
become dilated, diagnosis will be easy; the finger
ghould be passed up and explore the uterine cavity.
If belonging to the fibroid variety, the polypus will be
firm, attached to the fundus, and the uterus will be
slightly enlarged. If of the other varieties, it will be
soft, usually small, and the uterus be of normal size.
When the cervix is closed more difficulty will be ex-
perienced; we then use the sound, examine bimanu-
ally and by rectum, and if still in doubt, dilate the
cervix and examine digitally.

DrrrerENTIAL Dracxosis.—Must be made from ses-
sile fibroids and inversion of the uterus, The former
will be differentiated by the means given above; the
latter in the manner described in speaking of inver-
sion.

Course AND ProGNosis.—Rarely does a spontaneous
cure by rupture of the peduncle or degenerative pro-
cesses occur. The course 1is, therefore, progressive,
unless interfered with. Usually they can be removed
without difficulty. The prognosis, therefore, is good.

Trearmext. 1. Of Mucous Polypi—These being
usually small and attached to the cervix are readily
removed; the cervix may have to be dilated. The
tumor is seized and twisted oft with the forceps, or
it may be removed with the curette. Occasionally,
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the chain or wire écraseur, or the galvano-cautery wire
may be required.

2. Of Cystic Polypi.—These are treated similarly.

3. Of Fibrous Polypi.—Sometimes we can accomplish
good by the use of the palliative measures recom-
mended in the treatment of myo-fibromata ; but usually
removal is called for. This is effected by torsion,
scissors, ¢craseur, polyptome, or spoon-saw. If neces-
sary to expose and get at the tumor, the cervix must
be dilated. Traction and torsion are first tried and
may be all that is needed, if the pedicle is thin. If
unsuccessful, the pedicle is rendered tense by traction,
and divided by the scissors, chain or wire écraseur,
galvano-cautery, or the polyptome—a curved hook
sharpened on one side,

If the pedicle is rather broad, the operation resolves
itself into one for removal of fibroids as already
described. When the tumor is of large size and this
interferes with our getting at the pedicle, we can obvi-
ate this by longitudinal or spiral incisions into the
mass, whilst we are exerting traction.

Cancer of the Uterus.

DeriNrtioN. —A malignant growth of the uterus
having the characters of cancer elsewhere.

Since this affection usually attacks the cervix (in 98
per cent. of cases), the following description applies
principally to cancer of the cervix; the special pecu-
liarities of the rarer involvement of the body of the
uterus will be pointed otit at the end of this section.

OccuRRENCE.—In women, the uterus is the most fre-
quent seat of cancer, being three times as frequent
here as elsewhere. The majority of cases occur be-
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tween forty and fifty years; it i1s never developed
before puberty, and rarely before twenty-five or after
geventy. It is more frequent in maultipare than in
nulliparee. The African race is rather less subject to
it than are whites.

Erronoay.—The predisposing causes are :

Cancer 1n general is two and a half times as frequent

in females as in males,

Heredity.

Age.

Enfeebled condition.

Frequent parturition.

The only authentic excifing cause is: :

Erosion and laceration of the cervix; there is strong

evidence to prove this.

Parnorocy.—We may distinguish four varieties of
carcinoma of the uterus :

1. Epithelioma.
2. Encephaloid.
3. Scirrhus.
4. Colloid.

Of these, epithelioma is the most frequent, next
comes the encephaloid; the scirrhus is rare, and the
colloid very rare.

Epithelioma.—Also known as cancroid, and as epithe-
lial cancer.,

It may be divided into two different forms:

1. Ulcerating, the so-called rodent or corroding
ulcer.

2. Papillomatous, also known as cauliflower excres-
cence, vegetating epithelioma, and malignant papil-
loma.

These forms of cancer are distinguished by their

development from the epithelium of the cervix, by
i
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their comparatively tardy growth and systemic infec-
tion, and by their reappearance after removal at a
relatively late period.

They consist of a connective-tissue stroma and many
cells having the character of the cpithelium of the
cervix; the cells are contained within alveoli and show
a tendency to arrange themselves in nests.

The ulcerating form develops usually upon the inner
aspect of the cervix, and then extends in various direc-
tions; ulceration establishes itself early and is a
marked feature: this form is of much rarer oeccur-
rence than the following variety.

The papillomatous variety usually develops from
the vaginal aspect of the cervix, and most often grows
toward the vagina. There is great hypertrophy of the
cervical villi with their epithelial covering, and these
villous formations are very vascular; after existing
some time they also ulcerate. They must be differen-
tiated from the non-malignant papillomata, which they
resemble in appearance; a benign may change into a
malignant papilloma; microscopic examination of the
benign form shows no cancerous infiltration of the
underlying substance of the cervix, as it does in the
malignant variety.

Encephaloid or medullary cancer is found in the sub-
stance of the cervix, producing at first an infiltration
and then ulceration. They are probably developed
from the connective-tissue cells of the cervix: they
progress and infect the system rapidly, and return
comparatively soon after removal., They consist of a
connective-tissue framework, in the meshes of which
are cells in preponderating proportion; hence they
are soft and ulcerate rapidly.

Seirrhus presents the same structures as the preceding
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variety, but the cells are in comparatively small pro-
portion, and hence the tumor is hard and resisting.
Its progress is less rapid than the medullary form. We
do not often meet with this variety, but it is probable
that the medullary is developed from the scirrhus in a
great many cases.

Colloid carcinomala are exceedingly rare, and consist
of a connective-tissue stroma, the meshes of which are
filled with cells and a peculiar colloid or mucoid mate-
rial.

Though in the beginning we may distinguish these
varieties, when ulceration has been produced this is no
longer possible, and they then resemble each other,

Atter having begun, they regularly spread so as to
invade more of the uterus, and also to neighboring
organs and structures; these are most frequently
affected by contiguous growth, and the bladder, vagina,
ureters, tubes, ovaries, rectum, and peritoneum, and
even the bones of the pelvis may thus become in-
volved. Through uleceration of such carcinomatous
deposits, fistulse frequently result. Secondary deposits
are also produced in the lymphatic glands and various
viscera.

Symrroms.—During the early progress of the disease
before ulceration has set in, there are often no symp-
toms, or only slight pain and hemorrhage. But soon
the following are developed:

Hemorrhage. This is often the first symptom no-
ticed ; it is due to congestion of the mucous membrane
near the tumor, the vascularity of the tumor itself, and
to ulceration, It may at first be only menorrhagia,
but soon more or less blood is lost constantly.

Watery discharge. Usually due to the transudation
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of serum from a cauliflower growth; it is not at first
offensive.

Pain in pelvie region, and tenderness on pressure or
coition. These are not constant; pain is not due to in-
volvement of the cervix; when present, it is either of
a dull rodent, or of a sharp lancinating character; it
may be peritonitie.

Offensive discharge.

Pruritus vulve and erosions. From contact with the
irritating discharges, or from the constant escape of
urine or feces through fistulous openings.

Constitutional symptoms of cancer. These are: ema-
ciation, loss of strength, ansemia, the peculiar expres-
sion known as the cancerous facies, disturbances of
appetite and digestion, pecualiar straw color of the skin
—the cancerous cachexia.

Symptoms due to extension of growth to bladder
and rectum. The symptoms which may be thus pro-
duced are pain in micturition and defecation, and those
due to the resulting urinary and fecal fistulse.

Symptoms due to the existence of complications ; these
may be: Septiceemia (from absorption of the offensive
discharges).

Hydronephrosis.

Urzmia.

Peritonitis.

Cellulitis.

Alarming hemorrhage.

Phlebitis, thrombosis, and embolism.

Tetanus.

Secondary deposits in lymphatic glands and viscera.

PrysicaL SieNs.—As advice is not usually sought
until ulceration has become established, the physical
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signs have then become well marked, and the diagno-
gis is readily made,

Before this stage, however, should a case present
itself, it would be important to make the diagnosis,
since if the case be one of cancer, the sooner removal
is resorted to the better. At this stage, conditions
complicated by induration and hypertrophy of the
cervix would be most confusing. As an aid to diag-
nosis in such cases, Spiegelberg offered two tests: The
mobility of the mucous membrane upon the under-
Iying parts is lost in malignant cases, and by use of
tents we find that in cancer the tissue remains hard
and unyielding and does not become soft, as it does in
benign induration. The first of these tests is difficult of
application, and the second not absolutely distinctive ;
in cases of doubt it is justifiable to remove a small
portion of the suspected mass, and subject it to micro-
scopical examination,

Ordinarily, however, no difficulty in diagnosis is ex-
perienced. Upon vaginal examination we detect an
ulcerating mass with ragged and brittle walls, easily
bleeding, giving oft an offensive odor, and of a peculiar,
hard, resisting feel. The uterus is often bound down;
the vagina and surrounding parts are frequently im-
plicated, and fistule may be-found as a result of this,
Rectal examination may aid in the exact location of
the tumor,

Should the slightest doubt exist, we can remove a
small piece of the growth by the finger-nail, or curette,
being careful not to excite too much hemorrhage, and
examine it under the microscope; if cancer we will
find a fibrous stroma with alveoli filled with epithe-
lium-like and connective-tissue cells, not connected
with the walls of the alveoli, and which can, therefore,
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be brushed out; the existence of such microscopical
peculiarities, together with the history, symptoms, and
physical signs, will in all cases enable us to make a
diagnosis.

DrrrerentianL DiaeNosis. —It may be confounded
with :

Laceration of the cervix with hypertrophy and ever-

sion.,

Papillary erosion of the cervix with hypertrophy.

Chronic metritis affecting the cervix chiefly.

Syphilitic uleeration and condylomata.

Uterine fibroids.

Sloughing fibrous polypus.

Sarcoma of the cervix,

Retention of products of conception.

Diphtheritic inflammation.

The differentiation of the first three conditions has
been given above,

Syphilitic uleeration and condylomata give a different
history and are benefited by appropriate treatment.
Uterine fibroids are more distinetly limited, and do
not present implication of the surrounding tissues;
whilst when in form of polypus ulcerating, this process
is different from that of cancerous ulceration—the
walls are firmer and less brittle. DBut these and the
other affections enumerated above will be in most cases
easily differentiated by a careful consideration of the
history, symptoms, physical signs, and microscopical
examination of the scrapings; in some cases we may
have to make use of the test of time and whether they
recur after removal.

Course aNp ProcnNosis.—The course is progressive
and uniformly leads to death. A few cases of sponta-
neous cure have been reported, but even if no mistakes
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were made in diagnosis, they are of extremely rare
occurrence ; practically, they do not influence the prog-
nosis, which is absolutely unfavorable.

Causes of Death—The immediate causes of death are:

Kxhaustion.

Septiceemia.

Peritonitis,

Cellulitis.

Hydronephrosis.

Uremia.

Hemorrhage.

Phlebitis, thrombosis, and embolism.
Secondary deposits.

Intercurrent diseases.

Duration varies from several months to seven or
eight years; it is longer in epithelioma than in other
varieties, and in general more protracted the less rela-
tive amount of cells is present. The average duration,
if not interfered with, 18 probably two to two and a
half years,

By surgical interference we can prolong life; the
period of return of the growth depends upon the
variety and the extent of infiltration of the growth ; the
most tavorable cases are those in which the growth is
an epithelioma, and operation is performed before much
tissue is involved, and this tissue can all be removed.

The patient should be informed that the malady is a
serious one, but, if possible, its exact nature should not
be disclosed, on account of the mentally depressing
effect which such a revelation always has,

TrEATMENT—May be symptomatic or surgical.

Symptomatic Treatmenl.—This is applicable and useful
in those cases in which, from extensive implication, all
the diseased structure cannot be removed.
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(1) Attend to the general health by fresh air, exer-
cise, proper hygiene so as to secure ventilation, ete.;
tonies, such as iron, quinine, nux vomiea, mineral acids,
etc.; and especially cheerful surroundings. Should
dyspeptic symptoms be present, these should be alle-
viated by the proper remedies. The diet should con-
sist largely of milk, beef-tea, and eggs, and should be
given in small quantities, frequently repeated. The
bowels should be evacuated daily.

(2) Relieve pain by some form of opium given by
the mouth, or in the form of suppositories or hypoder-
matically. Suppositories of iodoform are also useful
for this purpose. The disease being incurable there is
no objection to the formation of the opium habit;
gshould opium lose its effect, twenty-grain doses of
chloral hydrate may be employed.

(3) Counteract the effects of the offensive discharge
by frequent vaginal irrigation with astringent and anti-
septic solutions of alum, zine, tannin, lead, perman-
ganate of potassium, carbolic acid, thymol, ete. (strength
about one per cent.). Suppositories of iodoform are
also useful for this purpose. The vulva should be pro-
tected from the irritating discharges by the use of some
ointment applied after each injection.

(4) Control hemorrhage by rest during the menstrual
epoch, abstinence from coition, astringent solutions, or
styptics, of which the subsulphate and the perchloride
of iron are the best. If the hemorrhages are severe,
ergot may be given by the mouth or hypodermatically,
and the vagina tamponed, with or without the previous
use of styptics. The use of caustics, cautery, and
curette, so as to remove the superficial parts of the
growth, is of decided benefit, and amongst the best
means we have of controlling the hemorrhage.
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There are no drugs having any influence over the
development of cancer. :

Surgical Treatmen!.—Though the treatment of the
symptoms is important, yet we should always attempt
to get rid of the disease by extirpation. A few cases
of complete cure and of prolongation of life for many
years, in cases in which the cancer was completely, or
almost so, removed, although rare exceptions, would
indicate that when the disease is recognized early,
before it has spread beyond our control, we can at least
prolong life by complete removal of the growth.

There are four operations for removal of cancer of
the uterus.

1. Application of caustices.

2. Scraping out.

3. Amputation of the cervix.

4. Hysterectomy—extirpation of the uterus.

The first three of these are often advantageously
combined in different ways; the choice between dif-
ferent operative procedures is governed in great part
by the exact conditions presented in each case.

1. Application of Caustics.—The best are nitric acid,
solution of bromine in aleohol (10 to 20 per cent.), and
chloride of zine. They produce a superficial slough,
which often removes considerable of the cancerous
material. It is a very efficient method of controlling
hemorrhage; it is often used for this purpose, and
also when the diseased portion, or any part of it, can-
not be removed by more radical means,

To apply them, the parts should be dry, the caustic
should be applied directly to the parts, and when nitric
acid or bromine is used, irrigation should follow the
application, to remove excess of caustic; chloride of
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zine 18 applied upon cotton pledgets and left in contact
for twenty-four to forty-eight hours.

2. Seraping Oul.—This procedure, also, is applicable
for the control of hemorrhage, and to remove parts
which cannot be removed by the knife or other means,
either before or after the use of the latter. Simon’s
scoop 1s the instrument generally used ; Sims’s cutting
curette may also be used. All the diseased tissue
should be removed by firm and rapid strokes, it being
easy to distinguish between the cancerous and the
healthy uterine tissue. After this has been done, the
scraped tissues should be seared by Paquelin’s thermo-
cautery at red heat; or it may now be possible to
amputate the cervix, since the firm tissue now exposed
18 more easily operated upon.

3. Amputation of the Cerviz.—This 1s to be resorted to
in all cases when we see the disease before it has
spread beyond this part. KEven in other cases, we
should endeavor to remove as much as possible of the
diseased tissue, and, hence, amputation of the cervix
is indicated, when possible. There are several methods
by which this operation may be accomplished ;

a. Galvano-cautery wire; when the disease appears
to be limited to the cervix, and has not spread beyond
the cervicovaginal junction, the galvano-cautery wire
would be indicated. This is best used in Sims’s posi-
tion, the patient being anzesthetized ; the wire is made
to surround the cervix, and prevented from slipping, at
the same time that the cervix is fixed, by the use of
Thomas’s forceps; by making traction whilst the
heated iron is cutting through, amputation of the
intravaginal portion of the cervix, together with a cone
for the inner part above this, will result; should dis-
eased tissue still remain, an attempt to remove this by
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scraping with Simon’s spoon should be made. After
the operation, the vagina should be kept tamponed for
ten days, to prevent hemorrhage.

b. The chain, or, better, the wire écraseur, may be
used in the same way, but is not considered as desir-
able a procedure, on account of there being a greater
liability to cut into the peritoneum.

e. When the tissues of the cervix are so brittle as
to prevent our obtaining a hold with any instrument,
we should first serape off the softened portions, then
remove the cervix by galvano-cautery wire up to the
cervicovaginal junction, and above this by knife,
seissors, or scoop; this is succeeded by vaginal tampons,
as above explained.

d. Schrider’s amputation of the vaginal portion of
the cervix consists in dividing the cervix laterally, ex-
cising a wedge-shaped piece from each lip, stitching
the anterior and posterior flaps together, and then
closing the lateral incisions by sutures,

e. Schroder’s supravaginal excision removes the
entire cervix. An incision 1s made through the
vagina in front of the aunterior lip of the cervix, and
the latter separated from the areolar tissue between it
and the bladder; the posterior lip of the cervix being
carried forward, a similar plan is followed posteriorly,
but this is more diflicult, and sometimes results in a
wound of the peritonenm of the pouch of Douglas—in
some cases this is inevitable, and is not of great im-
portance. Then the cervix is separated laterally from
the surrounding tissues; since large vessels enter here,
they should be ligated. The cervix having been freed
all around, the anterior cervical canal is cut into down
to the canal, and the anterior wall of the vagina is
stitched to the anterior cervical wall—in order to pre-



188 AFFECTIONS OF THE UTERUS.

vent retraction. The posterior wall of the cervix is
then divided, and the remaining part stitched to the
posterior vaginal wall; the wounds laterally are also
closed by sutures. Although the mortality from this
operation is only about ten per cent., yet its results do
not seem to be better than the simpler procedures
above described.

4. Hystereclomy— Extirpation of the entire Ulerus.—
This may be accomplished by two different methods:
(a) by abdominal inecision, (b) through the wvagina.
These operations are ouly justifiable when the disease
has not spread beyond the uterus, and thus the possi-
bility of removing all the growth exists.

a. By Abdominal Incision (Freund’'s Method).—A me-
dian abdominal incision is made, the intestines drawn
aside, the broad ligament including the tube, the
ovarian and round ligaments, the ovarian and uterine
arteries, and the pampiniform plexus, is carefully
ligated on each side; the uterus is then excised by
cutting through the utero-vesical and Douglas’s
pouches, the vaginal mucous membrane of the fornices,
and the broad ligaments internal to the sutures, and
the organ removed. The ends of the ligatures are
passed through the opening in the vagina, the peri-
toneal wound eclosed, a T-shaped drainage-tube being
kept in the wound, and then the abdominal wound is
also closed. The mortality from this operation has
been about seventy per cent., shock being a frequent
cause of death.

() Through the Vagina (Schrider’s Method).—The
uterus having been drawn down forcibly to the
vulva, the anterior vaginal fornix is incised, and the
cervix separated thoroughly from the bladder; the
posterior vault is then cut into, and the cervix freed



CANCER OF THE BODY OF THE UTERUS. 189

on all sides. Douglas’s pouch is opened, and two
fingers of the left hand passed into the abdominal
cavity over the uterus into the utero-vesical pouch,
and by cutting upon these fingers the peritoneum is
divided anteriorly. The uterus is now retroverted and
its fundus brought out through the wound in the
posterior vaginal vault; this is difficult when the
uterus is enlarged or the vagina small, and is facili-
tated by applying the forceps to the fundus. After
the body of the uterus has been brought out at the
vulva, the broad ligament is ligatured on each side;
one ligature is applied en masse, and two others near
this, one transfixing the upper, and the other the
lower part of the broad ligament; this step is easy
when ovaries and tubes are left behind, but difficult
when these are removed, on account of the ease with
which the ligature slips off. The uterus is then re-
moved, and bleeding points in the pedicle ligated;
the pedicles are brought into the wound, a T-shaped
drainage-tube introduced, and the margins of the
wound brought together without any attempt at exact
coaptation. The vagina and end of the drainage-tube
are packed with salicylated cotton, and the tube and
sutures removed in two or three weeks. Should there
be any elevation of temperature or offensive discharge,
carbolized injections are resorted to. The mortality
from this operation has been about twenty-seven per
cent.—much lower than that after removal by the
abdomen.

Cancer of the Body of the Uterus.

The preceding description of cancer of the cervix
applies to a great extent to this condition of the fun-



190 AFFECTIONS OF THE UTERUS.

dus; in the following lines the peculiarities only will
be pointed out :

Cancer attacks the body of the uterus in only two per
cent. of cases. The form is usually epithelioma, rarely
encephaloid or scirrhus. The deposits occur either in
the wall of the nterus, consisting at first of hard nodules,
and extending either inward or outward, and then ulcer-
ating, or the muecous membrane may be first involved,
and a diffuse ulcerating mass result,

Cancer has been found to attack the body of the
uterus at a uniformly later period (after menopause),
and to occur in a comparatively larger number of
cases of nulliparse, than does that which involves the
cervix.

Pain iz a more uniform and an earlier symptom, and
sometimes it is of spasmodic character; otherwise the
symptoms resemble those of cancer of the cervix.

In examining physically : The cervix may be normal
or also involved ; the canal may be dilated. The uterus
and its cavity are enlarged, and the organ presents a
nodular or a diffuse hardness to the touch; it may be
fixed by adhesions. Surrounding infiltration or fistule
may be found. The uterine canal is also irregular, and
bleeds easily ; it can best be examined by dilatation of
the cervix and introduction of the finger.

Differential diagnosis may be necessary from the
various conditions enumerated in speaking of cancer
of the cervix; but especially from retained placenta,
sloughing submucous fibroid, uterine fungosities com-
bined with chronic metritis, and peri-uterine cellulitis
and peritonitis,

The course, prognosis, and treatment resemble those
of ecancer of the cervix; when the disease is limited to
the body excision of the entire uterus is indicated. -
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Sarcoma of the Uterus.

Derixirion. — A form of malignant tumor of the
uterus, formed on the type of young connective tissue,
and consisting largely of cells.

OccurreNCE AND ErroLogy.—It is a rare tumor of the
uterus. Causes of its formation are unknown ; it some-
times results from a previously existing fibroma. Most
cases occur at a slightly earlier age, and in a relatively
larger number of nulliparse than does cancer.

Paruovroay.—It usually oceurs in the body; rarely
in the cervix. The tumor consists of connective tissue,
cells, and bloodvessels, has no distinct capsule, and
extends by continuous growth, less often by metastasis
it recurs after removal, but not so rapidly as does can-
cer, The cells which it contains are most often round
and small, rarely spindle-shaped or giant-celled; the
proportion of cells varies,

The malignancy of these tumors varies; it is greatest
in those which are soft, succulent, and vascular—where
the relative amount of cells and bloodvessels is great.

We find sarcoma often mixed with other types, and
thus we may have fibrosarcoma, myosarcoma, myxo-
sarcoma, and adenosarcoma of the uterus; they have
also been known to become added to a pre-existing
carcinoma.,

The systemic implication and secondary deposits
take place by means of the bloodvessels and not by the
lymphatics, as is the case in cancer; the lymphatic
glands are seldom involved, and secondary deposits are
infrequent.

Clinically we may distinguish two forms:

1. Diffuse sarcoma of the mucous membrane, arising
from the submucous areolar tissue; the mucous mem-
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brane becomes soft and succulent, of a grayish-white
color, may fill the entire uterus, and superficial ulcera-
tion may be added.

2. Hard fibrous sarcoma, arising in the muscular coat,
and resembling small fibroids; this may either grow
outward or inward.

Symproms.—Hemorrhage, both during and between |
the menses; due to engorgement of the mucous mem-
brane.

Usnally absence of pain, though exceptionally pain
and sometimes uterine tenesmus are present; the pain
may be peritonitic.

Watery discharge; at first non-offensive or almost
go; after a while it becomes offensive from admixture
with ulcerative débris. It is white or pinkish in color.

Discharge of grayish-white shreds, “like particles ot
brain matter,” which, upon microscopic examination,
reveal the nature of the tumor.

Cachexia, not as marked nor as early as in cancer,

General depreciation of health, ansemia, dyspeptic
symptoms, and loss of flesh and strength.

Symptoms due to involvement of bladder and rectum
(if this occur), as in cancer.

Puysican Sioys.—We find a diffuse infiltration of a
soft, succulent, and easily bleeding character, in one
variety, and a sessile or polypoid, hard, and firm tumor
in the other form.

The uterus is found enlarged; it is usually irregular;
it may be fixed or movable. By the sound we find its
cavity enlarged, and the use of this instrument causes
profuse hemorrhage.

If the tumor project from the os, diagnosis is easy;
if this does not occur, we should dilate the cervix, and
examine digitally. We should subject some of the
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discharge or scrapings to microscopical examination,
the results of which are usually decisive.

DirrerENTIAL DriaeNosis.—It may be confounded
with :

Chronic endocervicitis.

Chronie metritis with fungosities.

Simple fibroid.

Carcinoma.

All of these may be differentiated by microscopic
examination of the scrapings; we may have to keep
the case under observation for a time, to determine
positively ; or we may have to see whether the tumor
returns after removal.

Course axp Proexosis,—Course is less rapid than
that of cancer; the duration may be several years, and
after removal its recurrence may not take place for
several years. IHence the prognosis, though grave, for
the disease is a fatal one, is better than in carcinoma.

TreaTMENT.—Remove the tumor, even if any doubt
of 1ts malignancy exists, care being taken to avoid
mjury to healthy parts as far as possible, since the
growth is said to have become engrafted upon freshly
wounded surfaces.

Thorough scraping combined with the use of nitric
acid down to the base of the tumor, may be sufficient:
hysterectomy is indicated when the growth affects the
parenchyma.

Adenoma of the Uterus.

This is an exceedingly rare neoplasm, belonging to
the epithelial type, but in which the cells have a definite
glandular disposition instead of the lawless arrange-

ment as in cancer; it is due to hypertrophy of the
f
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glands of the uterus. We often find an admixture in
the form of adeno-sarcoma. :

These tumors vary in malignancy; usually the only
symptom of malignancy is recurrence after removal.
They present the same symptoms and physical signs as
do the soft diffused sarcomata. Treatment consists in
dilating the cervix, thoroughly removing the mass with
the sharp curette, and then applying nitric acid to the
scraped surface.

Papilloma of the Uterus.

DeriniTioN.—A benign papillomatous or villous
tumor, springing from the mucous membrane of the
uterus.

OccurrENCE.—It is a rare form of new growth, and
derives its chief interest from its being likely to be
confounded with malignant tumors of a similar nature,
and from the possibility of its becoming carcino-
matous.

Eriovogy.—Irritation with gonorrheeal matter.

Non-specific irritation upon abraded surfaces.

Parnornocy.—We may distinguish two varieties:

1. Condylomata (venereal warts).

2. True papillomata.

They are formed by hypertrophy of the papille of
the cervical mucous membrane, and hence their strue-
ture is similar to these papillee—connective tissue, con-
taining a loop of bloodvessels and covered by flattened
epithelium ; they may be single or compound.

The pathological distinction between these and the
cauliflower excrescences of epitheliomata is the absence
of infiltration into the parenchyma of the uterus; in
the former
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The venereal warts spring from the vaginal aspect
of the cervix, are usually multiple, and are generally
simply part of a similar growth upon the vagina and
vulva.

True benign papillomata present usually single col-
lections, arise from the cervical canal, and grow in the
form of a polypus toward the vagina.

Symproms.—Leucorrheea.

Watery discharge.

Hemorrhage, which may be profuse.

PrysicaL Siexs.—Vaginal examination and inspec-
tion reveal the condition at once. A small, bright-red
tumor of soft consistence is seen, resembling the malig-
nant cauliflower excrescence, especially if it be the true
papillomatous variety.

DirrerENTIAL DiaaNosis.—It is important to distin-
guish them from the malignant form. This is done by
noting that the mucous membrane is still movable
upon the surrounding parts, that the benign form
grows slowly, does not produce constitutional implica-
tion, and does not extend into the parenchyma of the
uterus,

Coursk AND ProaNosis.—They often disappear spon-
taneously upon removal of the irritation which has
caused their growth. They may, however, remain for
some time, if not interfered with. The hemorrhage
and serous discharge which they excite are often very
debilitating. After thorough removal they do not
recar. The possibility of transformation into carci-
noma must not be forgotten.

TrEATMENT.—Removal of the exciting cause; then
removal of the tumor by scissors, ecraseur, or galvano-
cautery wire, and afterward cauterizing the stump with
nitrie acid or the cautery.
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[For a considerable part of the above description of
papilloma, the author is indebted to Schrider’s article
in Ziemssen’'s Cyelopedia, vol. x. p. 268.]

Uterine Moles.

DeriniTioN.—Moles are masses due to the retention
and alteration of feetal membranes or of the placenta.
This is usually regarded as an obstetrical topic, but is
considered in this work on account of it sometimes
falling to the gynecologist’s care and the importance of
its differentiation from other growths of the uterus.

OccurrENCE—Not very frequent.

Errorvey.—We may distinguish between #rue and
false moles. We shall discuss only true moles—those
resulting from conception. Syphilis has been men-
tioned as an etiological factor, but nothing is really
known of the causation.

False moles are growths occurring independently of
impregnation, such as retained coagula of menstrual
blood, membranous dysmenorrheeal casts, polypi, diph-
theritic membrane, etc.

Varieries.—True moles may be divided into :

1. Carneous or fleshy.

2. Sanguineous,

3. Fatty.

4. Vesicular or hydatiform; also known as cystie
degeneration of the chorion, hydatidiform pregnaney,
and (incorrectly) as uterine hydatids.

Parnorogy.—All these varieties are due to changes
taking place in the feetal envelopes, when retained after
death of the feetus. They begin to be formed, in nearly
all cases, before the third month of pregnancy. Some
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authors believe that the death of the feetus is secondary
to the changes in the envelopes.

Usually, when the feetus dies, abortion results; but
sometimes the whole or part of the products of con-
ception are retained; they then remain attached to the
uterine wall, and receiving nourishment from it,
undergo a certain perverted development and altera-
tion.

The first three varieties are usually of small or
moderate size ; the vesicular form often acquires great
bulk. _

The carneous mole is so called on account of its re-
semblance to a fleshy mass; this is the result of its
having undergone changes due to coagulation of blood
and organization of the clot.

The sanguineous mole is one expelled soon after its for-
mation, before it has had a chance to become changed
into the carneous or the fatty mole.

The fatty mole is one resulting from fatty degenera-
tion of the sanguineous or fleshy forms.

The vesicular mole consists of a mass of small pedicu-
lated bodies filled with a serous fluid; they have been
likened to bunches of grapes or of currants. They
are due to an abnormal and perverted growth of the
chorionie villi after the death of the feetus.

Symproms.—Are usually more marked in the vesi-
cular than in the other forms; in the latter, expulsion
of the mass is sometimes the first and only symptom.
Usually, however, all forms give the following symp-
toms :

Hemorrhage.

Feeling of weight in pelvic region.

Cessation of signs of pregnancy.
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Slight constitutional disturbances, such as

Bad taste in mouth.

Nausea.

Headache,

Loss of appetite.

General malaise,

In addition to these, in the vesicular mole, we get

Discharge of clear or of sanguineous fluid.

Discharge of chorionic cysts.

Abnormal rapidity of uterine enlargement.

Puysicarn Siens.—The uterus is found changed,
usually to correspond to the second or third month of
pregnancy. Should the cervix be dilated, exploration
with the finger will often reveal the exact condition;
should this not be the case, it should be dilated (being
certain of the death of the feretus), and the uterine
cavity examined. Uterine moles are soft and spongy
to the touch. A portion of the mass should be exam-
ined for chorionie villi, the finding of which is pa-
thognomonic; these may be found in the discharge
(vesicular form).

DirrereNTIAL DiseNosis.—This condition may be
confounded with :

Pregnancy.

Uterine polypus.

Submucous fibroid.

Sarcoma of the body of the uterus.

Cancer of the body of the uterus.

Subinvolution.

Echinococeus of the uterus.

Most of these could be readily differentiated by the
signs given. In echinococcus, we find the peculiar
hooklets upon microscopical examination.

Proaxosis.—Good.,
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TrEaTMENT.—Removal of the mass. The cervical
canal should be dilated and ergot administered. Should
this fail, the mass is to be removed by the fingers or
even the hand in the uterus, care being taken in the
vesicular variety not to perforate the uterine wall, since
the eysts sometimes thin this out very much. The use
of the scoop or of the placental forceps is less de-
sirable. Should severe hemorrhage ensue during
dilatation of the cervix, it is controlled by the vaginal
tampon.



CHAPTER VII.

AFFECTIONS OF THE UTERUS (concluded).

Inflammations of the uterus—Acute endometritis—Chronic cervical en-
dometritis— Chronie corporeal and general endometritis — Granular
degeneration of the cervix—Cystic degeneration of the cervix—Fungous
degeneration of the endometrium—Acute metritis—Chronic metritis—
Atrophy of the uterus—Hypertrophy of the uterus—Hypertrophy of the
cervix—Laceration of the cervix.

Inflammations of the Uterus.

These may be classified as follows :
1. Inflammation of the endometrinm—endometritis.
(1) Acute.
(2) Chronie.
(a) Of cervix.
(6) Of body.
(3) Accompaniments or forms of chronic inflam-
mation of the endometrium :
() Granular degeneration of the cervix.
(b) Cystic degeneration of the cervix,
(¢) Fungoid degeneration of the endometrium.
2. Inflammation of the muscular coat—metritis.
(1) Acute.
(2) Chronic.
3. Inflammation of the peritoneal covering—peri-
metritis, This simply forms part of a pelvic peritonitis,
and hence will be described under this affection.

Acute Endometritis,

DEFINITION,—An acute catarrhal inflammation of the
lining membrane of the uterus, usually throughout its
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entire extent, and not generally limited, as the chronic
form often is, to either cervix or body.
SyNnoNYMs.—Acute uterine catarrh, acute internal
metritis.
OccurrENcE.—Rather frequent; does not occur before
puberty.
Errorocy.—Direct injury by uterine sound or probe.
by pessaries.
by tents.
by intra-uterine applications,
by surgical operations.
by excessive coition.
Prolonged congestion from masturbation.
Prolonged congestion from excessive coition.
Suppression of menses,
Exposure to cold during menstruation.
Constitutional diseases—exanthemata.
Typhoid and typhus fever.
Puerperal fever,
Cholera.
Phosphorus poisoning.
Extension of neighboring inflammations.
Acute vaginitis, simple and specific.
ParnoLogy.—The acute catarrhal inflammation usu-
ally involves the entire endometrium, but it may be
limited to either cervix or body. The endometrium is
at first swollen, softened, and hot, red, and the surface
often spotted with small ecchymoses, and has very little
secretion. In a few days there is excessive production
of mucus, often mixed with pus and sometimes with
blood. In severe cases there is an acute parenchyma-
tous inflammation of the nearest muscular tissue.

SyMpTOoMS.—A certain amount of constitutional dis-
)%
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order, showing itself in slight fever, headache, anorexia,
and general malaise.

Pain and heavy feeling in back, lower part of ab-
domen, pelvis, and neighboring parts.

Burning in vagina.

Vesical and rectal tenesmus.

Discharge ; after a few days there is an excessive
discharge of a viscid character, alkaline in reaction,
sometimes tinged with blood, and often soon becoming
mucopurulent.

Pruritus and excoriations upon and about vulva may
be caused by this discharge.

(Cessation of menses may occur.

Prysican SieNs.—Uterus is enlarged and tender, and
the introduction of the probe causes hemorrhage; the
sound should never be used on account of the great
pain and hemorrhage which it produces. The cervix
is found swollen, tender, reddened, and gaping, and
showing the peculiar discharge already alluded to.

DirrerENTIAL Diaenosis.—From acute inflamma-
tions of surrounding structures—vagina, peritoneum,
ete.—rarely is difficult.

JOMPLICATIONS.— Vaginitis, vulvitis, pruritus, excori-
ations and eruptions upon vulva and surrounding
parts; less frequently urethritis, cystitis, acute metritis,
salpingitis, pelvic peritonitis and cellulitis, and general
peritonitis.

Course AND Proexosis.—It lasts usually four or five
weeks, and then terminates in recovery, or continues in
the chronic form. The prognosis is good, with ordinary
care; rarely it may cause death by extension of the
inflammation to the Fallopian tubes and peritoneum.
In septic and traumatic cases the prognosis is very
grave,
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TrEATMENT.—Rest in bed, fluid diet, opium to relieve
pain and restlessness, and warm fomentations over the
abdomen. If constipated, give castor oil or,

R .—Ol. ricini, )
Glycerinm, 3y ’ . « Al SEE.—:\I.
.c’Lt]. menth. [ﬁp,, J

Sig.—At one dose.

or a saline cathartic. 'When the leucorrheea is abund-
ant, the vagina should be washed out several times a
day with hot water, both for cleanliness and the desir-
able effect of the heat.

When the endometritis is the result of sepsis, the
local employment of antisepties 1s indicated—carbolic
acid (3ss-5j to Oj), bichloride of mercury (1:2000-8000),
or solutions of permanganate of potassinm (3ss-3j
to Oj).

Chronic Cervical Endometritis,

As already stated, chronic endometritis shows a
tendency to limit itself to either body or cervix, and
hence is subdivided into chronic cervical and chronie
corporeal endometritis; there are, however, exceptions
to this limitation.

DEeriNitioN.—A chronie catarrhal inflammation of
the mucous lining of the cervix uteri,

Sy~xoNYMs.—Chronice cervieal catarrh; cervical leu-
corrheea ; chronie endocervicitis,

OccurreENCcE—It is probably the most common of
the diseases of the female generative organs; though
usually considered of slight import, it is often the
centre from which very grave changes start.

Errornoay.—Like chronic catarrhs elsewhere, con-
stitutional statezs enter largely into the etiology;
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hence it is well to divide the causes into predisposing
and exciting.
Predisposing Causes—General debility and enerva-
tion due to:
Insufficient nourishment.
Excessive lactation.
Frequent parturition.
Physical or mental over-fatigue.
Angmia,
Chlorosis and other blood diseases.
Other debilitating diseases, such as serofula, tu-
berculosis, cancer, ete.
Convalescence from acute disorders.
Unknown causes.
Subinvolution.
Sedentary occupations.
Tight lacing and other pernicious habits of dress.
- EBxciting Causes.—Continuation of an acute endo-
metritis,
Extension of a chronie corporeal endometritis.
Displacements of the uterus.
Intra-uterine pessaries.
Injury by incautious use of sound, tents, or thera-
peutic agents.
Efforts at producing abortion,
Cold-water injections after coition, to prevent con-
ception,
Excessive coition.
Masturbation.
Obstructive dysmenorrhcea.
Laceration of the cervix.
Cervical polypi.
New growths in cervix.
Vaginitis, simple and specific,
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Exposure to cold, especially at or near the menstrual

period.

Parturition,

Retained products of conception, after abortion or

labor.

Parunornoay.—Glands, stroma, epithelium, and blood-
vessels are all involved, but in different degrees. The
glands become hypertrophied and seerete thick tena-
cious mucus in excess; their mouths either remain
normal or dilated, or very frequently are stopped up,
and then ovula Nabothii and cysts are produced. The
stroma is hypertrophied, giving rise to thickening in
the membrane and sometimes eversion. The epi-
thelium is shed in large amount, often producing
superficial execoriations which may persist, and which
may also be followed by hypertrophy of the villi, giv-
ing rise to the so-called granular degeneration of the
cervix. The bloodvessels are often dilated.

SymproMs.—Leucorrhea. This is a prominent
symptom, and may be the only one. It constitutes
a viscid fluid, clear or opaque, yellow, or sometimes
stained with blood. It may excite inlammation of the
vagina or valva, or pruritus, excoriations, and erup-
tions upon neighboring parts.

Pain in back and loins, and feeling of weight in
pelvis, increased on exercise.

Irregular menstruation; it may be increased or
diminished in quantity or frequency.

Sterility ; often caused by this disease.

Impairment of general health; this may not be
present, and even when it occurs, varies very much;
there may be diminished appetite, impaired digestion,
nausea, languor, headache, nervous irritability, and
angmia,
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Puysican Siexs.—The cervix feels large, soft, and
velvety, tender to touch, and small nodules due to
Nabothian follicles may often be felt. On employing
the speculum a plug of tenacious mucus or muco-pus
is seen projecting from the os; the margins of the
latter may be reddened and velvety; the small eleva-
tions of Nabothian follicles are often noticed; there
may also be small polypi, or granular and cystic de-
generation, or erosions.

D1rrerRENTIAL Draeyosis.—From vaginitis—the use
of the speculum decides this; or by washing out vagina
and applying a tampon for several hours in front of
the cervix, we can notice whether the discharge comes
from the latter. From chronic corporeal endometritis,
or that involving the entire uterus, the differentiation
18 not easy; the symptoms which point to involvement
of the body of the uterus are: tenderness of the entire
uterus as ascertained by the probe and bimanual ma-
nipulation, a rather thinner discharge and more con-
stitutional disturbance,

Course AxD ProGyosis.—It may end in spontaneous
cure when slight, and when the predisposing cause is
removed; but most cases are not thus favorable, and
unless cured by active measures, go on indefinitely.
In even the mildest cases, several months are required
for complete cure. The mildest cases are those in
which the secretion is small in amount and the disease
has lasted but a short time.

TREATMENT.—1. Removal of cause, exciting and pre-
disposing, if possible.

2. General.—Attention to the general health is of
the greatest importance. The woman’s condition
should be improved by change of air, nourishing food,
and tonics, such as iron, quinine, strychnine, arsenie,
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mineral acids, ete. A moderate amount of non-violent
open-air exercise should be indulged in, but too severe
exercise, such as riding, is not advisable. No sexual
indulgence should be permitted. Treat any symptoms
which the patient may complain of, such as impaired
digestion, nausea, constipation, etc., by their proper
remedies,

3. Local.—Vaginal injections of simple warm water
for fifteen minutes each night; to this warm water some
mineral astringent, such as alum, zinc phosphate, cop-
per sulphate, borax, borie acid, chlorate of potassium,
or silver nitrate, 5j to 5ij to the pint, may be added.

In certain mild cases, this irrigation and proper
constitutional treatment will suffice; but most cases of
any duration require topical applications to the dis-
eased endometrium. Previous to this, if the os exter-
num be contracted, it is well to enlarge it by incisions
or by dilatation with tents—this allows the discharge
to escape more readily, and permits the more thorough
use of local applications.

Before medicating locally, the cervical endometrinm .
should be cleansed ; if the discharge be not very tena-
cious, this can be accomplished by irrigating or by a
piece of cotton upon a forceps or rubber stick; but
usually this will not suffice, and a powerful long-noz-
zled rubber syringe must be used, and the plug
removed by suction, or it may be entangled in the
rough meshes of a small piece of dry sponge.

Having cleansed the diseased surface, applications
are to be made to it by solutions, powders, or bougies.
The solutions most frequently employed are: nitrate
of silver 10 per cent., carbolic acid in glycerin 10 per
cent., tannin in glycerin saturated, boro-glycerite 50
per cent., tincture and compound tincture of iodine.
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Some of these are superficially caustic, but they act
chiefly by tending to incite the membrane to healthy
action; they are applied by brush or by cotton applied
around a probe. The solids most frequently used are
nitrate of silver, sulphate of copper, sulphate of iron,
-sulphate of zine, alum, and bismuth. Nitrate of silver
is best applied fused upon the end of a silver probe ;
the others are made into small cylinders two inches
long, to which a string is attached, so that they can be
removed when they become painful. These agents
and also certain soothing drugs are also made up with
butter of cocoa into small eylinders, and in this form
introduced into the cervix and allowed to melt there.
Or a piece of cotton may be saturated with any desired
solution, have a string attached to it, be wound upon
a Sims’s probe and slide, introduced into the cervix,
left there while the probe is withdrawn, and removed
by means of the string when desired.

Tampons which have been soaked in glycerin, or
glycerite of tannin, may be introduced after the local
applications have been made and left in sifu twenty-
four hours. These often give great relief and aid in
hastening a cure,

Scarification of the cervix also acts beneficially in
gome cases.

When all these means fail, it becomes necessary to
destroy or remove the diseased mucous glands. Fum-
ing nitric acid and a saturated solution of chromic
acid are best and most often used ; they are applied by
means of a roll of cotton upon a probe, the vagina
being then irrigated and a glycerin-saturated wad of
cotton, renewable daily, applied for about ten days,
when the slough will come away; the exposed surface
should then be painted with a 5 per cent. solution of
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gilver nitrate every few days; it may be necessary to
gearify in order to expose the more deep-seated folli-
cles previous to the application of the caustic. Potassa
fusa and the actual cautery have been used, but it is
claimed they produce considerable cicatricial contrac-
tion. |

In the most obstinate cases the glands must be re-
moved by the sharp curette in one or two sittings.
In these cases Schroder advises removal of the diseased
mucous membrane with the knife, and applying in its
place flaps from the vaginal aspect of the cervix.

Chronic Corporeal and Chronic General Endometritis,

DeriNiTION.—A chronic catarrhal inflammation in-
volving the lining membrane of the body of the uterus,
or of the entire uterus. Most authorities agree that
limitation to the body is not near as frequent as is that
to the cervix; but considerable difference of opinion
exists as to whether involvement of the body alone, or
of both body and cervix combined, is the more fre-
quent. Thomas believes the former to be the more
common.

SyvoNyMs.—Uterine catarrh, catarrh of the uterus,
blenorrheea of the uterus, uterine leucorrheea, internal
metritis.

Errorogy.—DBoth the predisposing and the exciting
causes are the same as those of chronic endocervicitis.

Paraoroay.—This depends upon the duration of the
disease.

In cases of short duration, the endometrium is
swollen, soft, and may be discolored from extravasa-
tions of blood, smooth or covered by granulations
forming villous or polypoid masses; there is hyperse-
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cretion of a thin alkaline fluid, clear and white, or
turbid and colored from admixture of pus or blood.

In the older cases, the mucous membrane becomes
thin, of a pale slate color, and devoid of its normal
epithelium ; the latter having been thrown off, is re-
placed by a layer of the squamous variety, so that the
endometrium finally looks like connective tissue. The
glands are atrophied, many of them destroyed, and
others the seat of cystic distention, Small mucous
polypt may be found. The uterine cavity may be en-
larged.

If the inflammation also involve the cervix, the
changes found in chronic endocervicitis will also be
present.

SymproMs.—These are similar to those of the cervical
variety.

Leucorrheea ; thin, watery, alkaline, clear and white,
or yellow or reddish from admixture of pus or blood.
It is glairy, like starch-water; it is neither as viseid,
tenacious, nor thick as that from the cervix; the
quantity is always increased after menstruation.

As a direct local result of the discharge, we may
have the affections already mentioned.

Menstrual disorders: menorrhagia is often present
and may constitute a serious symptom ; dysmenorrheea
is frequently observed, and it may be of the membra-
nous variety.

Pain or a tired feeling in the back and pelvis 1s often
complained of.

Interference with the general health is commonly
present to a greater or less degree; these symptoms
may be referred, in the first place, to the nervous sys-
tem—headache, neuralgias, mental depression, languor,
and nervous irritability ; and, secondly, to the digestive
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apparatus—diminished appetite, impaired digestion,
nausea, and vomiting, tympanites, and constipation,

Angemia and its symptoms.

Sterility is a common effect.

Abortion frequently results.

Although all these symptoms may be well marked in
some of the severe cases, yet many cases have only a
very few symptoms and go on for many years without
seeking medical advice; others complain of positively
nothing excepting the leucorrhcea.

Puysican Siens.—If the cervix be implicated, we have
the physical signs due to this, and then the diagnosis of
the corporeal disease is difficult. Even when the inflam-
mation is confined to the body, the signs are not very
reliable. They are:

Patulousness of os internum,.

Increased length of uterus and its cavity.

Increased sensitiveness of the uterus.

Irregularities of the endometrium discovered by
probe.

Peculiar discharge (especially if cervix be healthy).

DirrerENTIAL DiseNosis.—From endocervicitis, vag-
initis, retained products of conception, and commencing
malignant disease. The speculum and blunt curette
for scraping, with subsequent microscopical examina-
tion, are the best means.

Compricartions.—Endocervieitis, vaginitis, vulvitis,
pruritus, excoriations and eruptions upon or around
vulva, chronic metritis, uterine displacements, hydro-
metra, pyometra.

Proayosis AND CoursE.—In recent cases the prog-
nosis of cure is only fair; in old cases cure is the
exception, but amelioration can often be effected. It
does not endanger life, but occasionally hemorrhage
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may be a serious symptom. The prognosis is most
favorable in those cases in which the disease is recent,
patient’s health good, age near menopause, and the
local changes already produced slight.

The course 1s usually protracted—months or years.
Conception, if it goes on to term, often effects a cure.

TreaTMENT.—1. Removal of the predisposing and the
exciting causes.

2. Allention to the general health ; these two indications
are very important.

3. Local Measures.—These comprise curetting, swab-
bing, ointments, bougies, and injections.

Curetiing is especially indicated when fungoid cystie,
or polypoid degeneration exists, but is also serviceable
in other cases, probably by inciting the diseased sur-
face to healthy action. Thomas’s blunt wire curette
should be used gently, with the aid of the speculum,
and the woman kept quiet in bed for some time after
its employment. It is contra-indicated when perimetric
inflammation exists. It is highly recommended, since,
used with these precautions, it is usually devoid of dan-
ger, and is productive of good results in many cases.

Swabbing out the uterus with a piece of medicated
cotton wound upon a probe, or with a brush, the cervix
being protected by the cervical speculum, and the
uterine cavity previously cleansed, 1s occasionally of
service ; but it is not in general use, since the proceed-
ing is attended with some danger. The solutions which
have thus been employed are: Chromic acid, 10 per
cent.; carbolic acid, 5 per cent.; nitrate of silver, 5 to
10 per cent.; tincture of iodine, sulphate of copper,
zine, and aluminium, in saturated solutions; solution
of persulphate or chloride of iron, 25 to 50 per cent.,
ete.
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Ointments are rarely employed; a special syringe is
necessary for their deposition into the uterine cavity,
where they gradually melt, their running into the
vagina being prevented by tampons. These ointments
are medicated with the drugs enumerated in speaking
of swabbing.

Bougies and pencils may be soluble or insoluble. Pen-
cils of diluted silver nitrate, zine, alum, or copper have
been used. Or bougies made of gelatin or cocoa-butter
and similarly medicated, may be employed. Or cotton
rolled into the form of a cylinder and medicated, may
be left in the uterine cavity for a day or two, and then
removed by a string previously attached. All these
proceedings are, however, accompanied by some risk,
and their benefits so doubtful, that they are not in
general use.

Intra-uterine Injections.—These have been followed by
good results in the hands of some, but their use has
been followed in so many instances by disastrous re-
sults, that they should certainly not be employed by
any except those skilled in uterine therapeutics; even
then certain precautions must be observed, for even
under the most favorable circumstances fatal results
have ensued. Ience, although largely used in France
and Germany, they are generally condemned as a means
of treating endometritis in the non-puerperal uterus by
gynecologists in England and in this country.

The manner of using and the precautions necessary
are as follows: A syringe with a long sound-like noz-
zle and a small graduated barrel is used ; the fluid must
be warm ; no air must be in the gyringe ; not more than
several drops of a weak solution of the drugs mentioned
as used for swabbing should be injected ; no force must
be employed; the cervix is exposed by speculum, and
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dilated so as to allow the ready reflux of the fluid; or
a double-current nozzle can be used (but even here the
cervix can be dilated, since the return opening may
become stopped up by mucus or blood); the uterus is
washed out previously with simple warm water, the
woman 1s kept in bed for a day or two afterward. Even
with all these precautions this operation 1s attended
with the following risks: Uterine colie, pelvic peri-
tonitis, general peritonitis, pelvic cellulitis, sudden en-
trance of air into veins, shock, and collapse.

Granular Degeneration of the Cervix.

DEerixirIoN.—A granular condition of the mucous
coat of the cervix, already alluded to in connection
with chronie endocervicitis, of which condition it fre-
quently forms part; it is usually merely concomitant
to inflammations of the parenchyma of the uterus and
the endometrium. It is usually described with the
lesions of chronic cervical endometritis; Thomas de-
seribes it separately.

Sy~oNyMs.—It is often improperly called cervieal
erosion and ulecer. It has also been called ¢ catarrhal
patches,” varicose and bleeding ulcer, and cock’s-
comb granulations.

IrroLocY.—Same as that of chronie endocervicitis;
it is directly produced by friction, irritating discharges,
and uterine congestion,

Parnoroay.—There is desquamation of the epithe-
lium and a replacement of this by highly vascular vil-
lous processes of new formation.

Symproms.—Those of chronie cervical endometritis;
there exists, however, more tendency to bloody leucor-
rheea, menorrhagia, and metrorrhagia.

Puysican Sians.—The cervix feels soft, velvety, and
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granular; upon using the speculum, we see a reddened,
highly vascular patch of variable size, usually situated
near the external os, and resembling the tissue of
granular lids. h

DiIrFrFeERENTIAL DriaagNosis.—From cervical laceration,
which it resembles and often complicates,

Course ANxp Proeyosis like those of chronie endo-
cervicitis.

TREATMENT is also that of this affection, the same
attention being needed in regard to the condition of
the general health, and the removal, if possible, of all
causes and complicating conditions (especially dis-
placements and lacerated cervix).

Locally—(1) Free vaginal injections for fifteen min-
utes twice a day; for this purpose we may use warm
water, plain or medicated with astringents.

(2) Applications of stimulating and irritating fluids
and solids.

(3) Suppositories of astringents (alum, iodide of lead,
tannin, zine, ete.) ; these are introduced high up; they
are often combined with opium or belladonna if pain
exists,

(4) Removal of granulations by curette or scissors.

(5) Removal of granulations by fuming nitric acid
or by chromie acid.

The last two proceedings are highly spoken of, espe-
cially curetting.

(6) Scarification,

(7) Puncture.

Cystic or Follicular Degeneration of the Cervix Uteri.

Derixnrrion.—Like the preceding, this is a condition
usually found with chronic endocervicitis, in connec-
tion with which it has been spoken of.
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Parnoroay.—The condition is due to the closure of
the openings of the cervical mucous glands and a re-
tention of their secretion, causing distention with a
honey-like fluid. They may open spontaneously, and
thus look depressed; or, after opening, there may be
added hypertrophy of the papillee which are sometimes
seen within their margins, giving rise to angry-looking
red elevations.

Erroroay, Symproms, Coursg, AND PRoOGNOSIS are
similar to those of chronic endocervicitis.

Puysican SiaNs.—A number of elevations, varying
in size from a pin’s head to a cherry-pit, or larger, are
felt upon the cervix, and by speculum are readily per-
ceived as small, elevated, angry-looking nodules.

TreEaATMENT.—Similar to that of chronic endocer-
vicitis: in addition, we must evacuate the contents of
the cysts and cauterize their cavities by silver, nitric or
chromic acid, acid nitrate of mercury, or the actual
cautery. Or the curette may be used, employing con-
siderable force, and thus rupturing the cysts, When
everything has been tried repeatedly, and the case is
extensive and intractable, removal of the diseased part
by knife, scissors, écraseur, or galvano-caustic wire
may become necessary.

Fungoid Degeneration of the Endometrium,

DeriniTiON.—A  condition of the endometrium,
changed by the projection of fungous masses of highly
vascular hypertrophies of the mucous membrane. It
is really a form of chronie endometritis.

Sy~vonyms.—Uterine fungosities; granular endome-
tritis; internal villous metritis; hyperplastic or poly-
poid metritis.
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OccurreNcE,—It is of frequent occurrence; it is
seen at any age after puberty, but is most frequent in
the middle-aged.

Erronocy.—The most frequent causes are :

Abortion,

Parturition.

Retention of produets of conception.

Subinvolution.

Chronic endometritis.

Chronic metritis.

Lacerated cervix.

Uterine displacements.

Uterine fibroids.

Parnorocy.—These masses consist, according to
Delafield,  of hypertrophied elements of the mucous
membrane, dilated follicles, enlarged bloodvessels, and
exaggerated cell growth ” (Thomas). Sometimes these
are mixed with portions of retained produets of con-
ception.

Symrroms.—Menorrhagia.

Metrorrhagia.

Leucorrhcea.

Sterility.

Constitutional effects of exsanguination, consisting
of ansgemia and its symptoms.

These may be altered by the existence of the
numerous complicating conditions mentioned under
Etiology.

Prysicar Sians.—The cervical canal is patulous and
through it we can often feel the soft spongy endome-
trium. The diagnosis can be made by introducing a
dull wire curette (Thomas’s), and feeling the uneven
surface of the endometrium and scraping away the

villosites. The material seraped away appears to the
10
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naked eye as thickened, softened, hyperplastic mucosa,
or polypoid growths resembling placental villosities,
A positive diagnosis is made by examining the tissue
scraped away under the microscope; this will serve to
differentiate them from carcinoma, sarcoma, and re-
tained products of conception. The uterus may be
changed by complicating affections.

Course AND ProGyosis.—Though occasionally cured
spontaneously, by parturition and menopause, usually
the disease continues indefinitely, the condition either
remaining stationary or advancing. With proper
treatment, however, prognosis is good and recovery
certain.

TrREATMENT.—Scraping the entire uterine mucous
membrane with Thomas’s wire curette, a firm pres-
sure being exerted; the woman should be kept in bed
for two or three days afterward. This may have to be
repeated several times, and, in addition, in obstinate
cases, applications of tincture of iodine or of nitrie
acid to the uterine cavity be required. In rare cases,
Sims’s sharp curette, or Emmet’s curette forceps, by
which the growths are seized and thus removed.

This treatment, especially if the wire curette be
used, and the woman kept quiet after the proceeding,
will rarely be followed by undesirable consequences.

Acute Metritis,

DeriNiTION.—An acute inflammation of the muscular
substance of the uterus.

OccurrENCE.—The occurrence of this disease, except
during the puerperal condition, is rare; at all times it
is usnally accompanied by more or less implication of
the endometrium and of the peritoneum.
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SyNoNyYMs.—Acute inflammation of the uterus; acute
parenchymatous metritis.

Errorocy.—Most frequently (1) puerperal septicaemia.

Rarely (2) exposure to cold during menses,

(3) Gonorrheeal infection.

(4) Excessive coition,

More frequently (5) traumatism of some form; injury
by sound, curette, tents, intra-uterine pessaries, or intra-
uterine medication, especially injections.

(6) Attempts at abortion.

(7) Operations.

Parnorocy.—The uterus is enlarged, soft, and con-
gested. Its muscular substance is infiltrated with
sernm and pus, and the latter may be diffuse or cir-
cumscribed ; when circumscribed, a small abscess
results, which may break into the cavity of the uterus,
or into bladder, rectum, small intestine, or peritoneum,
or through abdominal walls—adhesions having taken
place. There is usunally an accompanying inflamma-
tion of the endometrium and of the peritoneum cover-
ing the uterus.

Symproms.—a. Constitutional —Rigors,

Fever.

Rapid and feeble pulse.

Rapid and shallow respiration,

Nausea and vomiting.

Prostration.

Diarrhceea or constipation.

b. Local—Pain, fulness, and weight in pelvis.

Tenderness over hypogastrium.

Discharge, due to complicating endometritis.

Thus the symptoms resemble those of peritonitis,
which is usually present as a complication.
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PuysicaL SieNs,—Tenderness over hypogastrium ;
vagina hot and dry; uterus enlarged, very tender,
and bleeds easily.

ComrricatioNs.—Any of the surrounding organs or
parts may become implicated.

CouRrse AND ProGNos1s.—Course is acute; the symp-
toms last from a week to ten days, when most often
the patient dies; but she may recover completely, or
with the formation of abscess, or the acute may be
followed by the chronic form.

TrearMeNT—If occurring during the puerperium,
wash out the cavity of the uterus with 1 to 40 carbolic
acid or 1 to 2000 bichloride of mercury. Kven in non-
puerperal but septic cases this is advisable.

The patient should be kept absolutely quiet; fluid
diet; urine drawn if necessary; bowels moved at first,
if necessary, by gentle enema, and the cardiac feeble-
ness combated by alcoholic and ammonic stimulants,
Pain should be relieved by opium, and the application
of warm poultices or turpentine stupes to the hypo-
gastrium. If much fever be present, quinine or anti-
pyrin in ten- to twenty-grain doses is useful, or the
abdominal ice-water coil may be used.

Chronic Metritis,

DEeriNITION.—A chronic inflammation of the paren-
chyma of the uterus, resulting in an interstitial pro-
duction of new connective tissue, accompanied by
congestion and nervous hypersesthesia.

Sy~voNyMs.—Areolar hyperplasia; chronic parenchy-
matous metritis; diffuse proliferation of the connective
tissue of the uterus; diffuse interstitial hypertrophy ;
diffuse interstitial metritis; sclerosis uteri; cirrhosis of
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the uterus; hyperplasia of the fibro-muscular tissue of
the uterus; infarction of the uterus; subinvolution of
the uterus (when occurring after parturition).

OccurreENCE—Chronie metritis is considered by
many the most frequent disease of woman; it is cer-
tainly of very frequent occurrence. Since most cases
are examples of subinvolution or the results thereof,
the disease is very much more common in multiparous
than in nulliparous women—it is comparatively rare
in the latter; it is also more common in the married
than in virgins.

(Cases in which the cervix is prineipally involved are
more common than those in which the body or the
entire uterus is affected.

Errorocy.—There are both predisposing and exciting
causes,

1. Predisposing Causes.—(Both in multipare and
nulliparz.)

General depreciation of health.

Tuberculous and serofulous diathesis.

Blood diseases, such as ansemia, chlorosis, ete.

Frequent parturition or abortion.

2. Hxeiting Causes.—These may be grouped as fol-
lows :

First, causes which produce subinvolution.

Second, causes which produce active congestion and

neighboring inflammation or irritation.

Third, causes which produce passive congestion or

venous stasis.

(a) Subinvolution.—The causes of which are :

Careless or improper management of the third stage

of labor.

Rising too soon after delivery.

Severe exercise too soon after delivery.
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Coition too soon after delivery.

Retention of portions of placenta, membranes, or

blood-clots 1n uterus.

Laceration of the cervix.

Non-lactation.

Puerperal pelvie inflammation,

The occurrence of any disease during post-partum

convalescence,

Post-partum hemorrhage.

Repeated abortions.

Subinvolution means deficient involution. During
gestation there is a decided physiological hypertrophy
of all the uterine tissues, and after delivery a physio-
logical atrophy, produced by fatty degeneration and
absorption, takes place; this is known as involution,
and usually requires six to eight weeks for its comple-
tion. When, from any cause, the uterus is left in the
condition of subinvolution, it has partly acquired the
lesions of chronie metritis—no differentiation during
life is possible; after a while further changes are
added, by which the organ finally assumes a condition
identical with that which is the seat of chronic metritis
from non-puerperal causes.

(b) By causing active congestion, or neighboring inflam-
mation, or congestion.

Endometritis.

Acute metritis.

Perimetric inflammations,

Free use of causties.

Excessive coition.

Masturbation.

Exposure at time of menstruation.

Gonorrheea.
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(¢) By causing venous congestion or stasis.

Uterine displacements,

Habitual constipation.

Habitual distention of bladder.

Errors in dress.

Tumors of uterus or neighboring parts,

Abdominal tumors pressing upon ascending vena

CAVA.

Diseases of liver and heart, and pulmonary emphy-

sema.

Parnornogy.—There are three stages: 1st, hyper-
emia; 2d, hyperplasia; 3d, sclerosis, At first the uterus
is enlarged, congested, and soft; this enlargement is
due, partly to congestion, partly to an interstitial
development of new connective tissue rich in cells.
The muscular fibres may be normal in size and
amount, or slightly increased.

After the disease has lasted some time, by the con-
tinued increase of this diffuse connective tissue (by its
contraction, according to some authors), the blood-
vessels are compressed, and the organ now becomes
angemic, hard, increased in size, or more rarely remains
of normal or becomes even smaller in size.

With this, there is often endometritis,

These changes may affect the whole uterus, or be
limited chiefly to the cervix, or chiefly to the body of
the organ.

Symproms.—The commencement of symptoms is in
most cases referred to the end of some confinement,

Weakness in back and limbs,

Pain in back.

Heavy feeling in pelvis.

Leucorrhcea.

Dyspareunia.

Disordered menstruation.
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Constipation.

Tendency to abortion.

Depreciation in general health,

In the more severe cases there may be in addition :

Darkening of the mammary areolz.

Mammary neuralgia.

« Rectal tenesmus,

Hemorrhoids.

Vesical tenesmus.

More marked depreciation of the general health,
showing itself by nervous and dyspeptic symp-
toms.

Though this array of symptoms is given, yet it will
be observed that none of them is pathognomonie, and
all of them occur with other diseases peculiar to
women ; many of them are due to existing complica-
.tions, rather than to the disease itself. Some women
have so few symptoms that they do not seek advice;
others are troubled only at the menstrual epoch; but
a great many have sufficient suffering caused by this
affection to render them miserable and chronic inva-
lids.

Puysicar Siens.—The uterus is found enlarged and
tender, and its cavity elongated and roomy; these
peculiarities may be confined to the body, or to the
cervix, or affect the entire organ. The cervix is large,
soft, or later hard, and the external os often gaping.
The physical signs are, of course, modified by the com-
plicating conditions so frequently coexisting.

DiFrFERENTIAL DiacNosis.—From early pregnancy,
uterine fibroids, carcinoma of the cervix, and perime-
tric inflammations.

From pregnancy during the first month or two it
may be difficult to differentiate—the most reliable dif-
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ferences are absence of menstruation, absence of ten-
derness on pressure upon uterus, cervix rather softer,
and vulva and vagina are more congested in preg-
nancy.

Uterine fibroids are diagnosticated by the probe,
gsound, bimanual and rectal touch, and dilatation of the
cervical canal, if necessary.

Perimetric inflammations can generally be differen-
tiated readily by the abundance and severity of symp-
toms, and the immobility of the uterus,

Carcinoma of the uterus in its early stages may be
difficult to distinguish from a cervix enlarged and
hardened by this affection. Usually the following
characteristics of carcinoma will decide : Cachexia,
more constitutional debility, tendency to hemorrhage,
no previous soft condition, feels harder, like cartilage,
rarely invades body of uterus, and is not softened by
the use of the sponge tent.

CompricaTioNs. — These are numerous, and may
have preceded, developed simultaneously, or followed
the chronic metritis. They are : Displacements, lacera-
tion of the cervix, endometritis, vaginitis, cystitis
cystic and granular degeneration of the cervix, uterine
fungosities, perimetric inflammations, salpingitis, ova-
ritis, menstrual disorders, hysteria, ete.

Course AND Procyosis.—Course is very lengthy,
even under the most favorable circumstances. The
process shows a progressive tendency, unless treated.
With no plan of treatment can we effect a cure—the
condition of the uterus is almost always a permanent
one. DBut although we cannot remove the lesion, we
can accomplish what practically amounts to a cure—
free the woman from all annoying symptoms. The

prognosis is best in those cases in which the cervix
10%
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alone is implicated; it is very much dependent upon
whether treatment is faithfully and persistently carried
out by the patient. The menopause rarely effects a
spontancous cure of symptoms. A successful impreg-
nation and parturition do not usually improve the
patient’s condition. -

TrEATMENT.—1. Remove existing complications, if pos-
sible ; such as displacements, laceration of the cervix,
etc. This alone may render the woman comfortable,

2. General Treatment.—Improve the general health as
much as possible. IPlain nourishing diet, change of air
and surroundings by a stay at the seashore or any
pleasant country site, a sea voyage, or a trip to one of
the European watering places, and baths, will be of
benefit; tonics are of service, and ergot is valuable in
recent cases. If anemie, ferruginous preparations, and
tonics are indicated. The bowels and bladder should
be emptied regularly by the observance of a regular
time for these duties. If a cathartic be necessary, the
saline mineral waters are the best. A moderate
amount of gentle exercise in the open air is of benefit.

3. Uterine Rest and Freedom.—No violent exercise
should be indulged in; on the other hand, the woman
should not be in bed or on the lounge all day, on
account of the bad effect on the health and spirits
which this has. An hour or so should be spent in the
open air daily. No sexual Intercourse, or only a very
infrequent indulgence, should be permitted. Uterine
displacements should be remedied by pessaries, and all
weight removed by skirt-supporters, abdominal band-
ages, and the avoidance of tightly laced corsets. Dr.
Weir Mitchell’'s plan of combining complete rest with
frequent administration of animal foods, and the ap-
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plication of massage, passive exercise, and .electricit}',
acts well very often.

4. Direct Local Measures.—a, Massage to the abdomi-
nal muscles, and directly to the uterus from the ex-
terior when very large, and by vagino-abdominal ma-
nipulation when of small size, has been used of late,
and is of considerable efficiency in cases of not too
long standing.

b. Depletion from cerviz, if it be enlarged and tender,
is often useful. It can be accomplished by leeching,
scarification, puncturing, and cupping. It is best done,
very often, at the menstrual period, especially if amen-
orrheea be present. Only one or two tablespoonfuls of
blood should be taken at each sitting, and the opera-
tion may be repeated in three or four days.

In using leeches, the cervix is filled with cotton, ex-
posed, enclosed in a cylindrical speculum, cleansed,
punctured in several spots, and three or four leeches
applied ; these are removed when they cease sucking;
the woman should then be kept quiet for a day or two.

In scarifying, a sharp, narrow bistoury is introduced
into the cervix, and caused to make a number of su-
perficial incisions in withdrawal.

In puncturing, an ordinary needle, or a spear-pointed
knife is plunged into the cervix for about a twelfth of
an inch, rotated and withdrawn; three or four pune-
tures usually suflice.

In cupping, a hard-rubber cylinder with piston is
introduced through a speculum, applied to the cervix,
the piston withdrawn, and thus blood drawn to the
surface, and then let out by punetures,

e. Vaginal injections of very hot water for fifteen min-
utes free use twice a day, are of decided benefit.

d. Iodine and Glycerin.—The compound tincture is
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often painted over the cervix in several layers, and fol-
lowed by a tampon of cotton saturated with glycerin
applied against cervix; this is repeated once a week,
is largely used, and often effective.

e. Vesication by collodinm ecum cantharide, several
coats being applied and the vagina washed out with
water afterward, followed by rest in bed for three or
four days, 1s occasionally used ; nitrate of silver may
be used in the same way.

f. Amputation of the Cerviz ; Partial or Complete —
Amputation of one lip of the cervix, as advocated by
Dr. Martin, of Berlin, is recommended by certain
German authorities in cases in which there is marked
hypertrophy of this part of the uterus with laceration;
in this country, trachelorrhaphy is usually preferred in
these cases,

Amputation of the entire cervix is sometimes re-
sorted to when there is marked hyperplasia of this part.
In both the complete and partial amputation, the oper-
ation 1nduces a sort of involution, and a consequent
diminution in size of the entire uterus,

Amputation of the Cervix Uteri.

Indications—Great cervical hyperplasia,

Malignant disease. |

Longitudinal cervieal hypertrophy.

Conical projecting cervix.

Intractable granular and cystic degeneration of the
cervix.

Operation.—A small part only, or the entire cervix
may be removed.

The operation may be done by knife or scissors, by
ecraseur or wire, or by galvano-cautery. Of these
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means, removal by a wire, made red hot after being in
place, by electricity, is the most desirable.

1. By Knife or Seissors.—Sims’s position and spec-
ulum ; the cervix is first slit on each side, and then each
lip seized and cut off; or it may be cut off circularly.
The stump can be allowed to granulate, or treated by
Dr. Sims’s method ; the latter consists in drawing down
the mucous membrane on each side, and with it cov-
ering the stump. Or Hegar's method may be used,
of stitching the vaginal mucous membrane to the
cervical. Simon and Marckwald’s plan of amputation
is to remove a wedge-shaped piece from each lip of
the cervix, and stitching the vaginal to the cervical
mucous membrane on each lip. During amputation
by knife or scissors, hemorrhage is controlled by a
constriction band above the point of section, and by
the sutures.

2. Eeraseur.—If the cervix be within easy reach, the
dorsal, if not, Sims’s position is used. The chain is
applied and made to cut directly and slowly, care being
taken not to wound the peritoneum or the bladder.
Maisonneuve’s wire écraseur is thought to be preferable
to the chain instrument,

3. Galvano-cautery.—A loop of wire is engaged
around the cervix at the desired point, the woman
being in the dorsal or Sims’s position; the loop is
tightened so as not to slip, and a current of electricity
made to pass through it =0 as to produce a red heat,
thus causing the loop to cut through the tissue as it is
being tightened by a screw turned by the operator.
After this method of operating, although primary
hemorrhage is controlled, we must be on the lookout
for secondary hemorrhage, and to avoid this use tam-
pons and careful watching during convalescence.
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Prognosis.—Recovery after operation is the rule, very
few deaths occurring; the dangers are from primary
and second hemorrhage, peritonitis, cellulitis, atresia,

and tetanus.

Atrophy of the Uterus.

Atrophy of the whole uterus, or of the cervix only,
may occur under five different conditions :

1. Congenital.

2. Constitutional, when associated with certain en-
feebled states, as in tuberculosis, scrofula, chlorosis,
paraplegia, etc.; it is questioned whether these cases
are not really congenital.

3. Superinvolution of the pregnant uterus,

4. Senility after the menopause.

5. Complicating tumors of the uterus; rare, for
usually the reverse takes place.

The senile variety is physiological, that complicat-
ing uterine tumors simply forms part of the pathology
of these. The other varieties have their chief interest
in the production of amenorrheea, under which head
they will be discussed.

Hypertrophy of the Entire Uterus.

An enlargement of the entire uterus without any
primary inflammatory action (excepting the physio-
logical form of pregnancy) is exceedingly rare. An
equable increase in the number and size of all its con-
stituent parts has been reported as occurring with dis-
tention of the uterus in atresia, with tumors of the
uterus, and has been found in a few ecases occurring In
prostitutes, It gives rise to no symptoms, unless some
complicating condition, such as displacement, exists.
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Hypertrophy of the Cervix Uteri.

This coudition, disassociated from inflammation, is
rare. It may be divided into hypertrophy of the infra-
vaginal and of the supravaginal portions; by French and
German authors, a third subdivision is added—hyper-
trophy of the intermediate portion of the cervix, the
part extending from the level of the vaginal attach-
ment in front, to the level of this attachment behind.

The etiology, when not congenital, is unknown; the
intermediate and supravaginal varieties are frequently
associated with prolapsus uteri.

The symptoms of all three varieties resembles those
of uterine prolapse; the diagnosis is easy; the treat-
ment consists in amputation of the cervix (vide p. 228),

Laceration of the Cervix.

Derinirion.—A solution of continuity of the cervix,
varying in depth, produced during labor,

The recognition of the significance of this lesion, and
the operation for its cure, are advances in gynecology
of late years, and are credited to Dr. T. A. Emmet.

Varieries.—They vary in extent, form, and seat,

a. In extent; they may be partial or complete; the
external coat of the cervix is intact in the former, the
entire cervix being torn through in the latter case.

b. In form; the laceration may be single or uni-
lateral, double or bilateral, multiple or stellate.

¢. In seal ; they are most common in front and to
the left side of the cervix, but may occur at other
parts; the feetal head most often engaging in the right
oblique diameter, and the occiput pointing in front and
to the left, may explain this frequency.
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OccurreNcE.—A laceration of the cervix is found in
about thirty per cent. of parous women. It is prob-
able that the first labor always produces some lacera-
tion; but many of these are so slight that they heal up
entirely, whilst others heal up partially, and give rise
to no pathological consequences, and, hence, no symp-
toms; a great many, however, lead to important
changes, and are of great significance in the produc-
tion of uterine disease. Emmet believes half the ail-
ments of parous women can be attributed to this con-
dition.

ErroLogy.—There may be positively no discoverable
cause except a natural labor; but in other cases, the
following causes will have existed :

Unnatural labor—Precipitate labor.

Tedious labor (more commonly than precipitate).
Abnormal presentations.
Instrumental delivery.
Version.
Too early evacuation of the liquor amnii.
Criminal abortion.
Unnatural conditions of the cervix—Rigidity.
Carcinoma,
Previous laceration and cicatrization.

Parnonocy.—Simply a tear extending a variable
depth or entirely through the cervix; there are often
added as:

Resulting Lesions.—Chronic endocervicitis,

Granular and cystic degeneration of the cervix,

Eversion or ectropion of the lips of the cervix.

Hypertrophy of the cervix.

Subinvolution,

Pelvie cellulitis.

Chronic metritis.
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Epithelioma.

Uterine fungosities.

Uterine displacements.

Symproms.—If no complicating conditions exist,
there may be no symptoms whatever. In other cases,
one or more of the following are present:

Pain and tired feeling in back and pelvis, increased

on locomotion.

Sterility.

Dyspareunia.

Hemorrhage after coition.

Disordered menstruation.

Neuralgia of the cervix.

To these should be added the symptoms of the
various complicating lesions above enumerated.

Puysican Siexs.—The rent can usually be felt with
the finger, but eversion and thickening of the cerviecal
mucous membrane may make this difficult. By the
speculum, however—Sims’s is preferable—the condi-
tion is easily recognized ; we see the laceration in the
form of a raw-looking patch ; with tenacula the lips
should be brought together, and thus the position and
extent of the rent better determined. The various
complicating conditions alter or add to the signs of the
laceration,

DIFFERENTIAL D1acNosis.—Diagnosis is usually easy ;
but occasionally the condition may be confounded with
granular and cystic degeneration of the cervix, chronic
metritis affecting the cervix chiefly, chronic endome-
tritis, and even cancer; careful examination will usually
settle all doubt,

Proaxosis.—Spontaneous cure, or cure after pallia-
tive measures may occasionally but rarely occur;
usually, unless operated upon, the condition persists



234 ~ AFFECTIONS OF THE UTERUS.

until menopanse, when it is removed or rendered
insignificant by the physiological atrophy.

TreaTMENT.—May be palliative or curative.

a. Palliative Treatmeni.—This may be indicated in
cases 1n which complicating cellulitis or other causes
render an operation undesirable; it may cause an
amelioration of the symptoms, but does not cure.

Among palliative measures may be mentioned : the
treatment of the complicating lesions by hot water
vaginal injections, the proper treatment of cystic and
granular degeneration if these exist, the application of
1odine, silver, copper, tannin, and other astringents,
the removal of weight from the uterus, ete.

b. Curative Treatment.—This consists in paring the
edges of the laceration and uniting them with sutures;
the operation 1s known as trachelorrhaphy, hystero-
trachelorrhaphy, or as Emmet’s operation.

TRACHELORRHAPHY. Jndications.—Emmet states, *“in
a general way, that when reflex symptoms exist, with
enlargement of the uterus, after the cellulitis has been
fairly removed; and when the woman suffers from
neuralgia, or persistent ansemia, an operation is neces-
sary, notwithstanding the parts may have healed
completely; and the thorough removal of the cicatri-
cial tissue from the angles is absolutely necessary for
success.” Most authorities agree that no operation is
indieated, if no symptoms exist.

Preliminaries.—Any cellulitis, endometritis, or gran-
ular and cystic degeneration of the cervix, should be
removed by proper treatment, before the operation is
attempted; the vagina should be washed out daily, for
some weeks previous, and the woman should be put in
the best possible state of health.

Operation.—The woman is ansesthetized, and Sims’s
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position and speculum used. The margins of the rent
are approximated, and the operation thus outlined,
they are then pared with the long scissors, care being
taken to remove the cicatricial tissue at the angle of
the laceration (Dr, Emmet does this with the knife).
The margins having been- denuded and approximated
to see that they fit properly, hemorrhage having
ceased, and care having been taken to leave enough
mucous membrane to form the cervical canal, the
pared edges are now kept together by wire sutures;
these are introduced at about one-guarter of an inch
from the margin, by short, round needles, threaded
with silk, one-third of an inch apart. When the wire
sutures are all in place, they are tightened and twisted
from above downward, cut oft’ short, and turned down
flat upon the cervix, or left hanging out of the vagina
and secured by a rubber tube and cotton,

If a bilateral laceration exist, the same proceeding
is gone through on the opposite side.

If a multiple or stellate tear is present, it 1s converted
into a bilateral one, by cutting up to the vaginal junc-
tion on each side, and then treating this as you would
an original bilateral laceration.

When there is great hypertrophy of the cervix, espe-
cially of its inner aspect, it is well to cut away suflicient
of this excessive tissue to allow the denuded margins
to approximate themselves nicely,

After-treatment.—Rest in bed for two weeks; daily
vaginal warm water injections; daily rectal enemata
if necessary; light and non-stimulating but nutritious
diet. The sutures are removed at the end of a week,
from above downward, the lower ones being left in
several days longer, if union is not strong. A sup-
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porting pessary is often desirable for several months
after the operation,

If the preparation of the woman for the operation
be carried out as described, and the operation done
with usual precautions, and the after-treatment prop-
erly attended to, ill consequences, such as peritonitis
and cellulitis, will very rarely follow.

This operation, which is performed so very frequently
in this country, is seldom resorted to in Germany and
Austria. During a protracted stay in Europe, not a
gingle example of this operation was seen in the
gynecological clinics of Vienna, Berlin, and Munich.
[L: B. R.]



CHARPTER NV ILL

AFFECTIONS OF THE FALLOPIAN TUBES.

Anatomy—DMalformations—Displacements—Tumors—Inflammations—8al-
pingitis—Tuberculosis—Stricture and ocelusion—Patent econdition—
Dilatation and distention—Hydro- and pyosalpinx—H@mato-salpinx—
Tait's operation for removal of the ovary and Fallopian tubes,

Anatomy of the Fallopian Tubes.

Tue Fallopian tubes, the excretory ducts of the
ovaries, are hollow, trumpet-shaped organs, originating
at each superior angle of the uterus, whence they
extend outward in an undulatory course for three to
four inches, in the middle fold of the broad ligament,
They serve to bring the ovum to the uterus, and also
{o carry spermatozoa.

Parts.—Kach tube may be divided into three por-
tions :

1. Interstitial—the portion with capillary diameter,
which passes straight through the substance of the
uteruas,

2. Body—the portion in the broad ligament, which
passes downward and backward ; diameter larger,

3. Fimbriated extremity or infundibulum--the di-
ameter of which is still larger, about the size of a
goosequill ; it is thrown into a number of folds, one of
which attaches the ovary to the tube, and is known as
the tubo-ovarian ligament, or morsus diaboli.

Layers.—Each tube consists of three layers:

1. External—peritoneum.
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2. Muscular—consisting of circular fibres internally,
and longitudinal fibres externally.

3. Mucous or internal—containing " no glands or
villi, but thrown into longitudinal folds; it communi-
cates directly with the peritoneum, and is covered by
ciliated columnar epithelium, the cilie waving toward
the uterus.

The blood supply is abundant, and from the same
source as that of the uterus,

Affections of the Fallopian Tubes.

The Fallopian tubes are liable to the following
morbid conditions:

Malformations,

Displacements.

Tumors.

Inflammations.

Stricture and occlusion.

Patent condition of the tubes.

Dilatation and distention.
Hydrosalpinx.
Pyosalpinx.
Heematosalpinx.,

Tubal pregnancy.

Malformations of the Fallopian Tubes.

The tube may be wanting on one or both sides; or
the tubes may be unusually long, or one tube may be
much longer than the other; there may be accessory
tubes; they may be rudimentary ; they may be congen-
itally impervious.
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Displacements of the Fallopian Tubes.

The tubes may be displaced from their natural posi-
tion and their relations to the ovaries by growths from.
the latter, or within the abdominal cavity.

These displacements are often the result of gonor-
rheea, setting up a salpingitis and pelvie peritonitis;
this exudation pressing upon the tube, causes displace-
ment. :

They may pass into the sac of a femoral or inguinal
hernia, usually with the corresponding ovary.

Tumors of the Fallopian Tubes.

The following may occur:
Fibroma.
Lipoma.
Mucous polypus.
Carcinoma,

Cysts,

Inflammation of the Fallopian Tubes.

SyNoNYM.—Salpingitis.

DEeriNiTION.—An inflammation of the mucous lining
of the oviducts.

Occurrexce.—Rather frequent after puberty.

ErroLocy.—Salpingitis may be the result of

Displacements of the Fallopian tubes.

Carcinoma and fibroma of the tubes,

Diseases of the ovaries,

Exanthemata.,

Other infectious diseases—cholera and typhoid fever,

When acute, it is usually due to exfension of

Gonorrheeal inflammation.
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Puerperal endometritis,

Peritonitis,

Varigries.—The inflammation may be (1) acute or
(2) chronic; the latter form is by far the more frequent.
When the tubes become filled with a serous fluid, the
case is known as hydrosalpinz ; when this fluid is pus,
as pyosalpinz ; when blood, as hematosalpinz. When
tuberculous nodules are found, the inflammation 1is
known as fubercular salpingitis.

Parnorocy.—Acule salpingitis is generally associated
with either acute or chronic endometritis; the chronie
form is usually associated with pelvie peritonitis and a
diseased condition of the ovaries. Salpingitis is often
a complication of dermoid, ovarian, and fibroid tumors.
The tube when acutely inflamed is enlarged and greatly
congested ; at first all the tissues are softened. Peri-
toneal exudation takes place, causing adhesions of the
tube to the ovary, or to the uterus. The mucous mem-
brane 1z swollen and the lumen is either entirely oc-
cluded or else filled with a muco-purulent secretion.
Salpingitis is usually bilateral ; the left tube is usually
affected first; it may be unilateral. The acute stage
may pass into a subacute one, in which case the swell-
ing diminishes and the adhesions contract, the fimbri-
ated extremity becoming closed and the tube and ovary
becoming adherent to the walls of the pelvis, uterus,
rectum, or other neighboring parts.

The chronic variety causes a gradual thickening of the
tube and induration of the mucous membrane; the
tube becomes much enlarged and is usually club-
shaped. The tube may be constricted in places, or
convoluted, one portion being hard and small while
another is dilated and excessively thin. As a rule,
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cases of chronic salpingitis produce cystic degeneration
of the ovary.

Symproms.—The most important and most frequent
symptom is repeated attacks of local peritonitis, or ac-
tive pelvic congestion. A peculiar burning pain or else
a dull aching pain over the tube or ovary or in back is
usually present; also dragging pains when the patient
is on her feet, similar to those occurring in uterine dis-
placements. Dysmenorrhea, metrorrhagia, or menor-
rhagia is often associated. We also have the symp-
toms due to the accompanying peritonitis. Sterility is
the rule; when both tubes are affected it is incurable.

Prysrcan Siens.—When the disease is acute the
amount of swelling and tenderness is so great that we
can only make out a thickening and fulness of one or
both broad ligaments with some fixation of the uterus.
After the acute symptoms have subsided we may be
able to make out an enlarged tube, which may be
somewhat prolapsed and adherent to the broad liga-
ment. When there is a catarrhal inflammation the
tubes may not feel distended, but feel like thin bands
of adhesions.

Diacyosis.—In the catarrhal form, since there is
little if any distention, we cannot diagnosticate it from
catarrhal endometritis. In order to make a positive
diagnosis we must be able to palpate the enlarged,
distended, or greatly thickened tube. If the abdominal
walls are lax this may be simple. At times, in order to
do so, we may have to give the patient ether. When
the uterine end of the tube is patulous, the discharge
enters the uterus and passes out through the vagina;
and if we are certain that no disease of either vagina or
uterus exists, we may assume that the discharge comes

from the tube. It is usually gleety in character.
11
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Course AND Procyosis.—The recurrent inflamma-
tory attacks may produce stenosis, or occlusion of the
tubes, or a perforation into the rectum or abdomen.

Prognosis depends upon whether the affection is a
catarrhal or a purulent one. In the latter case it is
dangerous, especially when the result of sepsis. Many
cases of the catarrhal variety run on for years and
cause no marked deterioration in the health of the
patient. :

TrEaTMENT—During the acute stage put patient to
bed and keep her quiet. We may use anodynes and
counter-irritants. Attend especially to the general
health and see that the bowels are opened daily.
Pawlick has obtained good results by catheterizing
the tubes; but this plan has proven difficult and dan-
gerous in the hands of others,

If a fluctuating tumor can be felt it should be incised
and washed out,.either through the abdomen, vagina,
or rectum. The best method of treating the case is to
perform a laparo-salpingotomy or else to remove both
ovaries and tubes (Tait’s operation, vide p. 246).

Tubercular salpingitis. (WiNckEeL.)

TuBERCULAR SALPINGITIS is not infrequently a prim-
ary affection. It may be either acute or chronic (acute
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very rare). The tubes are usually drawn down towuard
the sides of the uterus and held there by a pseudo-
membrane. The lumen of the tube is dilated and
filled with a cheesy mass. The tubes are always
affected dn cases of genilal tuberculosis, and in one-half
of the cases of this variety of tuberculosis they are the
only organs which are affected (Fig. 28).

Several cases have been diagnosed during life, va-
ginal examination showing displaced, enlarged, and
irregularly shaped tubes. We can only treat the cases
symptomatically, Laparotomy is a doubtful procedure.

Stricture and Occlusion of the Fallopian Tubes.

The tube may be thus affected at either end or in
the middle of its course. The condition may be con-
genital or acquired.

The causes of the acquired form are:

Salpingitis.

Tumors.

Inspissated mucus.

Pelvic peritonitis.

Senile atrophy.

Calcifie deposit.

Torsion.

Pressure from abdominal tumors.

Lt affecting both sides, sterility is the result. This
affection is also of importance from its causing accu-
mulation of fluids; menstrual fluid may be retained,
and rupture of the tubes result. Stricture cannot be
diagnosticated during life.

Patent Condition of the Fallopian Tubes.

This is of interest in connection with intra-uterine
injections, in which the fluid sometimes travels along
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a dilated or dilatable tube, and canses shock and peri-
tonitis.

!

Dilatation and Distention of the Fallopian Tubes,

This condition is the result of stricture of the tube,
or of atresia uteri; it is said that the uterine end of the
tube may be pervious, and yet distention occur, a cer-
tain part of the fluid flowing into the uterus (profluent
dropsy of the tube).

The fluid may be serous, mucous, or sero-mucous,
when the condition is known as hydrosalpinz ; it may
be purulent—pyosalpinz ; or it may consist of blood—
hematosalpinz. *

Hydrosalpinx and Pyosalpinx.

Derinition.—Hydrosalpinx is a tube distended with
accumulation of mucous, serous, or sero-mucous fluid;
pyosalpinx consists of an accumulation of purulent
fluid in a distended tube.

SyNoNnyMs.—For hydrosalpinx : Hydrops tubse; tubal
dropsy.

OccurrENCE.—Not frequent.

Krronoey.—The filling up of the tube with the watery
or purulent fluid which cannot escape may be due to
a congenital or acquired atresia at the uterine end of
the tube; the fluid contents are the result of an inflam-
mation of the tube.

Parnoroay.—As a result of the filling-up of the tube
a sacculation is produced. The dilatation may reach
the size of an apple or even that of a child’s head,
The tube becomes very thin at certain parts and
hypertrophied at others. The mucous coat is perfectly
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smooth. The tube is usually adherent to the perito-
neum as a result of the circumseribed inflammation.

PrysicaL Stans.—An elongated, tortuous, fluctuat-
ing mass, found at one side of the uterus, high up in
the pelvis.

Dragyosis.—Diflicult. The condition is often con-
founded with tubal pregnancy. The diagnosis may
be made by puncturing the sac with a hypodermic
needle, and examining some of the fluid obtained in
this manner.

SymproMs.—Sterility is the rule. In many cases
there may be no symptoms whatever; in others there
are symptoms due to the surrounding peritonitis. If
the tube-walls rupture, we will have the symptoms of
shock and collapse and, if the patient survive, those of
peritonitis are added.

In pyosalpinx there may be the constitutional symp-
toms due to the existence of retained pus.

Course aND Proaxosis.—The tumor usually en-
larges slowly, it seldom bursts; in some cases atrophy
occurs and the contents may become absorbed.

TreEATMENT.—We can either aspirate through the
vagina, if we think marked adhesions are present, or
remove the tubes and ovaries by abdominal incision,
when the dilated tubes are free or but partially adher-
ent; the latter step is known as Tait’s operation
(ride page 246).

H=zmatosalpinx.

Derinirion.—A Fallopian tube distended with an
accumulation of blood.

OccurrENCE.—Not frequent.

ErroroGy.—The source of the blood may be the
ovary or the uterus, but usually it is the Fallopian
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tube itself. Bandl believes it to be the result of the
retention of menstrual fluid, due to stenosis or occlu-
sion of the uterine end of the tube.

Parnonocy.—At first the walls of the tube become
hypertrophied, but gradually the portion subject to
the greatest pressure becomes thinner and thinner and
finally bursts, the contents being discharged into the
peritoneal cavity and usually producing death in a
short time.

The size, position, and shape of the sac vary. It
may become as large as an orange. If it is small it
will lie alongside of or behind the uterus; if large it
will lie in front of it. Its shape is the same as that of
hydrosalpinx.

Puysicar Siens.—An irregular, not nodulated mass
lying to one gide of, behind, or in front of the uterus.

Diacyosis.—The diagnosis can only be made with
certainty in cases in which there is coexisting heemato-
kolpos and heematometra.

Symproms.—Similar to those of hydrosalpinx, except
that they are increased during the menstrual periods.

Coursi axDp Proaxosis.—It is believed by some that,
very rarely, the fluid works its way through the ste-
nosed portion of the tube and thus gets into the
uterus. As a rule, however, the walls diminish in
thickness until rupture finally ensues; consequently
the prognosis is dubious.

TrEaATMENT.—The tumor should not be aspirated.
Laparotomy gives the only chance of relief.

Tarr’s OpErATION—REMOVAL 0F THE OVARY AND
Farrorray Tupe—A small median incision is made
into the abdominal cavity, about hLalf-way between
umbilicus and pubes, care being taken in cutting
through the peritoneum not to wound the intestines.
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The index and middle fingers are now passed down
to the fundus uteri, and along this to the ovary, and
a moderate amount of traction made, so as to bring
this organ into the abdominal wound ; should the tube
or ovary be distended, the contained fluid is first let out
by the aspirator. A loop forming a double ligature
is now passed through the broad ligament, and, being
cut, two ligatures result ; these are tied, one being
passed across the other, so as to prevent the tissues
from splitting. The Fallopian tube and wvessels be-
neath are now included in a ligature near the horn of
the uterus; another is passed around the ovary and
tied below. The ovary and tube are then cut off as
close as possible, but enough tissue is left to hold the
ligature. The process is repeated on the other side.
The stump is allowed to remain in the peritoneal
cavity. All hemorrhage is checked by ligature or
pressure, the peritoneal cavity thoroughly washed out
and carefully dried out with sponges, and the abdomi-
nal wound then carefully sewed up.

Mr. Lawson Tait does not use Listerism; he gets
just as good results without it and says he avoids the
risk of carbolic acid poisoning. In *“ A Series of One
Thousand Cases of Abdominal Section,” published in
the Medical Record, January 3, 1885, Mr. Lawson Tait
reports © Removal of appendages for inflammatory dis-
ease, 201 cases; deaths, 10; mortality, 5 per cent.”
Since then he is said to have had even a smaller per-
centage of deaths from the operation.

Tubal Pregnancy

Will be treated of under ‘“Extrauterine Pregnancy”
(Chapter XIV.).
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ANATOMY OF THE OVArY.—The ovary is a small,
almond-shaped body, weighing between one and two
drachms, lying one and a half inches from the uterus,
in the posterior fold of the broad ligament, its position
varying considerably. Its function is the periodical
ripening and discharge of ovules.

It is one and a half to two inches in length, three-
quarters of an inch in breadth, and one-quarter to one-
half of an inch in thickness; it presents two extremi-
ties—an outer, bulbous; an inner, attenuated; and is
attached to the uterus by a fibrous cord, the utero-
ovarian ligament; it has two borders—a superior,
straight and presenting the hilum, and an inferior,
rounded. At puberty it is smooth; but after awhile
it becomes wrinkled and scarred; after menopause it
atrophies and again becomes smooth.

In structure it is glandular, and consists of a con-
nective-tissue stroma, between which are follicles,
bloodvessels, nerves and lymphatics. It presents the
following layers :

1. External—consisting of columnar epithelium di-
rectly continuous with and taking the place of the
peritoneum.
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2. Cortical—composed of connective tissue and mus-
cular fibres, containing the small Graafian follicles;
most externally, this layer is somewhat condensed and
called the tunica albuginea.

3. Medullary—containing connective tissue, larger
GGraafian follicles, and muscular fibres accompanying
and surrounding the bloodvessels.

Arterial Supply.—The ovarian artery sends ten to
twenty branches into the ovary at its hilum; these
ramify in the medullary layer, some passing out into
the cortex to supply the Graafian follicles.

Tue Parovarium orR ORGAN oF RosENMULLER.—This
is a pyramidal body, the base turned toward the Fallo-
pian tube, the apex being lost on the surface of the
ovary, composed of from ten to twenty white tortuous
tubes with blind extremities ; it is placed in the poste-
rior fold of the broad ligament. It is the remains of
the Wolftian body of feetal life and corresponds to the
epididymis of the male; it has no excretory duct, and
its funetion 18 unknown.

PaysicaL ExaMINaTION oF NorMAL Ovaries.—The
normal ovaries can only be mapped out in certain
tavorable cases, such as in women with very thin and
lax abdominal walls ; of 1600 unselected cases, Mundé
found one or both ovaries palpable in 145 cases, of
which 68 were in normal position and 53 of normal
size.

The woman should be placed upon the back, with
thighs and legs flexed and abducted; with one finger
of one hand in the vagina and the other hand upon the
abdomen, the organ may be felt on a level with the
brim of the pelvis, a short distance external from the

upper angle of the uterus, and about midway between
11%
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this point and the inner margin of the psoas muscle or
the pelvie brim.

Sometimes we can feel the organ by the rectum, the
uterus having been drawn down to facilitate palpation.
Usually the left ovary is more easily palpated than the
right.

Affections of the Ovaries

Include ;
Malformations—
Absence.
Imperfect development.
I’remature atrophy.
Additional ovary.
Displacements—
Prolapse.
Hernia.
Tamors.
Inflammations—
Acute ovaritis.
Chronic ovaritis,.
Disturbances of eirculation—
Heematocele or apoplexy.

Abnormalities in Development of the Ovaries.

These include :
Absence.
Imperfect development.
Premature atrophy.
Additional ovary.
Absence or a rudimentary condition of one or both
ovaries may exist; such a condition usually accom-
panies a similar one in the uterus and other generative
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organs. The ovaries may never become changed from
their condition in infancy or girlhood, and the woman
then usually retains the gqualities of a girl, and physio-
logically never reaches womanhood.

In some cases, the usual post-menopause atrophy
sets in at a much earlier period; this is generally the
result of a pelvie or ovarian inflammation.

The most marked symptom of these abnormalities
is amenorrhea, and under this head will be considered
the proper treatment of these cases.

In rare cases, a third ovary has been found; this may
explain the fact that, after certain cases of removal of
the ovaries, menstruation has continued.

Displacements of the Ovary.

The ovary can be displaced in any direction. With
rare exceptions, however, the following are the only
forms which occur :

1. Prolapse of ovary.

2. Hernia of ovary.

Prolapse of the Ovary.,

DerinitioN.—A dislocation of one or both ovaries
downward, and usually also posteriorly.

OccurrENCE—The ovary is very movable, and even
when normal, changes its position very often; hence
prolapse is easily produced by the various exciting
causes, This predisposition is increased by the in-
crease 1n length of the ovarian ligaments after repeated
pregnancies; therefore it is much more common in
multipare than in nulliparse: 77 out of 145 palpable
cases reported by Mundé in 1600 unselected cases,
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were affected with prolapse. The left is prolapsed
much more frequently than the right.

Erroroey.—Anything which increases their weight,
causes traction from below or pressure from above, or
causes feebleness or lengthening of their supports.
As predisposing and exciting causes may be men-
tioned :

Repeated parturition.

Enlargement of the ovary from congestion, inflam-

mation, or tumors,

Inflammatory adhesions due to peritonitis and cel-

lulitis,

Displacements of the uterus, especially the posterior

ones and prolapse.

Tumors, ascites, feces, etc., pressing from above.

Feebleness and lengthening of supports,

by subinvolution.
by frequent parturition.
by general debility, ete.

Sudden jars to the body—probably rare.

Varieries.—Mundé classifies them as follows :

1. Recto-lateral; into the lateral pouch of Douglas.

2. Recto-uterine; into Douglas’s pouch.

3. Ante-uterine; into the wvesico-uterine or para-
vesical pouch; very rare.

4. Into the infundibulum of an inverted uterus; ex-
tremely rare.

ParHoLocY.—Besides occupying an abnormal posi-
tion, the ovary is usually enlarged, often very sensitive
to touch, and sometimes fixed by peritonitic adhesions.
The condition is often accompanied by displacements

of the uterus.
Symproms.—These vary in degree, chiefly depending
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upon the condition of the prolapsed ovaries ; there may
be no symptoms or inconvenience whatever.

The symptoms may be both local and general, and
any or all of the following may be present:

Radiating neuralgic pains in pelvis and surrounding
parts.

Pain on coition and defecation.

Dragging sensations in groins and down thighs.

Nervous irritability.,

Reflex nervous symptoms, melancholia, ete.

PuysicaL Siens.—In examining bimanually in the
method already given, the prolapsed organ is usually
felt in Douglas’s pouch or to one side of it; if the
ovary be enlarged, its detection is rendered still easier.
Rectal examination may also be resorted to, to clear up
any doubt.

By pressure we cause a sickening pain, which, when
the organ is inflamed, 1s sometimes very severe.

The condition must not be confounded with fecal .
1nasses.

Procyosis,—Though not directly involving the life
of the patient, still, after a time, the ovary is liable to
become congested and sensitive, and this ultimately re-
sults in inflammation and changes in the organ.
Hence it is well to replace the organ, even if no
decided symptoms attend the prolapse; especially is
this desirable in married women, and in these the
great majority of cases occur.

TREATMENT consists in replacing the organ and
keeping it in its proper position by means of a pes-
sary.

Should the organ be very sensitive and irritable, we
should first endeavor to remove this condition by the
use of glycerin-saturated cotton tampons, astringent
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injections, or by suppositories of iodoform, belladonna,
tannin, or 1odide of lead, applied directly to the sensi-
tive spot, and held there by tampons.

After this the organ is replaced, with the woman in
the knee-chest position, any malposition of the uterus
being corrected at the same time; a pessary is then
applied.

In the selection of a proper pessary, we aim at ac-
complishing one of two things: Either one which will
fill out the space between the cervix and the rectum,
or one which will put this part upon the streteh, and
in this way prevent prolapse of the ovary. Thomas’s
bulb pessary, Smith’s, Noeggerath’s, Kmmet’s malle-
able, or Mundé’s special pessaries may be used in
different cases.

Should it be impossible to retain the organ in its
proper place by any of these means, Battey’s operation
might be justifiable if the condition caused much suf-
fering.

If the ovary is fixed in its prolapsed position, it
cannot, of course, be replaced ; then we must be con-
tent with local treatment calculated to relieve its
hyperzesthesia and congestion; in these cases Battey’s
operation would be difficult and risky.

Hernia of the Ovary.

The ovary occasionally forms one of the contents of
a hernial sac; it may be the only organ, but usually it
accompanies the protrusion of other organs, such as
the tubes, intestines, ete.

The causes are partly those of prolapse of the ovary,
partly those of hernia in general ; most cases are con-
genital.
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The most frequent sife is the inguinal canal (canal
of Nuck); rare cases of femoral, umbilical, ventral,
1schiadic, and obturator hernia of the ovary have been
reported.

There may be no symptoms at all, or a train of results
resembling that of prolapse may present itself.

Treatment consists in replacement by taxis and re-
tention in position by proper bandages, pessaries, and
trusses. Should the ovary be irreducible, and give
rise to considerable discomfort, removal might be
advisable; this has been done successfully on several
occasions,

Tumors of the Ovary.

These may be classified as follows :

Solid :

Fibroma.

Sarcoma.

Carcinoma.

Papilloma.

Cystic :

Cysto-fibroma.

(ysto-sarcoma.

Cysto-carcinoma,

Simple follicular cysts, or hydrops folliculorum.

Dermoid cysts.

Adenoid eysts—ordinary ovarian cysts and ecysto-
mata, and the ones we usually refer to when we
speak of “ ovarian cysts, or cystomata,”

The pathology of ovarian tumors being very much
in the dark, an unobjectionable classification is impos-
sible.

We will now briefly consider the various tumors just
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enumerated, and, lastly, take up more extensively the
most common—the adenoid cysts.

Solid Tumors of the Ovary.
Fibroma of the Ovary.

DeriNtTION.—A solid, dense tumor of one or both
ovaries, composed of fibrous tissue.

OccurrENCE AND ET10L06Y.—Oe¢currence uncommon;
etiology unknown.

ParnoLocy.—It rarely attains a considerable size;
exceptionally it grows so as to be as large as an adult’s
head. The growth is usually diffuse, and is usually
confined to the ovary of one side. It may undergo
cystic degeneration, and then form a cysto-fibroma;
rarely they suppurate or undergo calcific degeneration.

Symproms.—Those which oceur with pelvie tumors
in general. They vary with the size of the tumor; very
often they are insignificant.

Puvsican Sieys aND DIFrFeEreNTIATION.—Palpation
of the ovary would reveal the growth, but it would be
difficult to distinguish it from a pedunculated, subperi-
toneal uterine fibroid. From an ovarian cyst, its hard-
ness and gradual growth would distinguish it. These
signs and its regular outline, its isolation, and the ab-
sence of cachexia, would prevent its being confounded
with carcinoma.

Course axD Proavosis.—The course is slow and the
prognosis favorable, since they rarely reach an incon-
venient size.

TreaTMENT.—Is usually limited to the removal of any
symptoms due to the mechanical effects of the tumor.
Occasionally its size and inconvenience become so
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great that ovariotomy is justifiable; this operation is
more difticult and dangerous in these cases than in
ovarian cysts,

Carcinoma of the Ovary.

DeriNiTioN.—A malignant tumor of the ovary having
the characteristics of cancer elsewhere.

OccuRRENCE.—As a primary condition it is rare, and
then usually bilateral ; secondary cancer by metastasis
or extension is not infrequent. It oceurs at an earlier
period of life than does cancer elsewhere (under thirty).
The cause of this is said to be the fact, that at this time
there is the period of greatest sexual activity.

Parnorogy.—There are two forms—medullary and
scirrhus; the medullary is the more common. The
infiltration may be diffuse or nodular, and the result-
ing mass small or as large as an adult skull.

Carcinoma may undergo cystic degeneration and
form ecysto-carcinoma; or the wall of an ovarian cys-
toma may become infiltrated with cancerous material,
either in the form of nodules, diffusely, or as villous
projections, internally or externally; these villous
masses may be so abundant as to fill the cyst and cause
its rupture,

With earcinoma we usually have chronic peritonitis,
loeal or general, and abundant ascites,

Symproms.—These vary greatly, but are usually
marked. They are due to the mechanical effects of
the tumor, to the constitutional effects of cancer, to
the accompanying chronic”peritonitis, and to the ex-
tension of the growth to neighboring parts (producing
stricture of the intestines, ete.).

Pain, which is usually a prominent symptom in car-
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cinoma elsewhere, is not marked as a rule; when it
does occur, it comes on gradually, beginning in the
groin and running down the thighs. Menstruation
1s apt to be disturbed ; first there is menorrhea, then
great irregularity, and, finally, amenorrhea. There is
vesical irritation and painful and difficult defecation.
There may also be colicky pains due to pressure on the
small intestines. The ascites, which i1s almost always
present, develops early and rapidly; if removed by
tapping, it returns quickly. The cancerous cachexia
is very marked, and occurring in a woman under
thirty, is said to be almost pathognomonic of carci-
noma of the ovary.

Pnysicarn SioNs.—We find a hard tumor of variable
size and irregular outline ; usnally on both sides. This
tumor is tender upon pressure, and is often bound
down by adhesions. Cancer is often present in other
parts of the body. Marked ascites is usually present.

DrrrerENTIAL Diagyosis.—It should be diagnosti-
cated from ovarian cystoma and uterine fibroids, with
ascites,

The signs just enumerated, together with the .
cachexia, constitutional enfeeblement, general dropsy,
local lancinating pain, and the rapid growth of the
tumor will usually serve to differentiate.

It may be necessary to puncture, or even justifiable
to make an exploratory abdominal incision for the
purpose of diagnosis.

Examination of the ascitic fluid, in cases of malig-
nant ovarian disease shows, as pointed out by Foulis
and Thornton, the existence of groups of round and
ovoid cells, similar to those composing the tumor;
hence such examination is of great diagnostic value.
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Course AND Proayosis.—Course is rapid, and prog-
nosis bad. Even though we resort to ovariotomy, the
usual result is death from the operation and in the
proportionately few cases which recover there is only
a short prolongation of life.

TreEarMENT,—Treat the symptoms as well as p{}ﬁﬁi'
ble, and try to make the patient as comfortable as the
condition will permit, by the use of opium, ete.

In cases in which there are no adhesions, laparotomy
can be performed and the tumor removed ; but when
numerous adhesions exist, the patient usually dies of
shock if the operation is undertaken. The disease
usually returns after removal and in this respect differs
from spindle-celled sarcoma of the ovary, which seldom
returns after removal. Temporary relief can also be
obtained by drawing off the ascitic fluid: this, how-
ever, quickly reaccumulates.

Sarcoma of the Ovary.

This growth is of infrequent occurrence, usually
aftects both sides, and is of the spindle-shaped variety
largely supplied with bloodvessels; it is often mixed
with fibrous tissue; it may undergo cystic degenera-
tion (cysto-sarcoma).

In size and physical signs it resembles ovarian car-
cinoma; but metastases and adhesions to neighboring
parts are less common.

The symptoms, prognosis, and treatment are similar
to those of carcinoma of the ovary; prognosis is some-
what more favorable.

Papitnoma oF THE Ovary is also deseribed, but is
exceedingly rare,
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Cystic Tumors of the Ovary.

Cysto-fibroma. Cysto-sarcoma. Cysto-carcinoma.

These are cystic tumors with varying proportions of
fluid and solid constituents, due to cystic degeneration
of preéxisting solid tumors; this process takes place
either through the formation of cysts in the interior,
or, in the case of sarcoma and carcinoma, also by
liquefaction of the central part of the mass.

The walls of ordinary cystomata may become in-
filtrated with carcinomatous or sarcomatous material,
and then these could not be differentiated from the
preceding.

What has been said of solid fibroma, sarcoma, and
carcinoma of the ovary, applies equally to these cystic
forms; the only difference is the tendency to increased
rapidity of growth and immense size, as compared
with the solid forms.

Hydrops Folliculorum.

Dropsy of the Graafian follicles or simple follicular
eyst of the ovary consists of a dilatation of one or more
of the Graafian follicles, so as to form retention cysts;
this may also occur after rupture of the follicle, or
even into the corpus luteum.

One or both ovaries may become affected; it may
occur at any period of life. They occur quite com-
monly, but are usually few in number and small in
size. Occasionally they grow to considerable size, and
many of them may coalesce.

Their contents are usually serous and colorless;
rarely viscid, colored, turbid, or purulent.
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Since they usually exist without giving rise to symp-
toms, they are chiefly of interest pathologically, and
require no further consideration.

Dermoid Cysts of the Ovary.

Derisition.—These are cysts of an embryonal
origin, formed by an inclusion of the epiblast, lined
by the integument and its appendages, and containing
epithelium, hair, bone, cartilage, teeth, striated mus-
cles, nerve cells and fibres, fat and cholesterine; the
contents are of a thick greasy consistence.

Erioroey axp OccurreNce.—They are congenital,
but may remain undeveloped for many years. Elsner’s
theory, which is the one most frequently accepted, 1s
that they occur, externally and internally, in places
where the epiblast dips down to meet the hypoblast,
and where by processes of grooved involution new
bodies are formed; therefore they are embryonal in
structure.

They are usually single, affect one ovary only, and
are of small size, but exceptionally they may become
as large as an adult skull.

SymproMs.—The presence of these tumors retards
the advent of puberty. They are lodged in Douglas’s
pouch. They are innocent tumors, sometimes giving
rise to symptoms on account of their mechanical effects
only ; but occasionally the wall undergoes calcific or
carcinomatous degeneration, or the contents liquefy,
suppurate, or discharge into the peritoneal cavity, and
then they give rise to more formidable symptoms.

They may give rise to no symptoms, but owing to
their tendency to become inflamed and to suppurate,
they may cause dangerous symptoms. By becoming
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adherent to neighboring organs they cause displace-
ments and symptoms which are the result of these and
of pressure upon these organs. When they rupture,
the contents are discharged either through the vagina,
rectum, or rarely through the bladder, or into the
peritoneum. When into the last, they cause a rapid
and fatal peritonitis.

Dermoid eyst of the ovary.

Dracyosis.—A small, thick-walled tumor in the cul-
de-sac of Donglas, which is adherent, occurring in a
young woman and growing slowly, is likely to be a
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dermoid cyst; but we cannot be certain unless some
of the contents escape, or we make an exploratory
incigion. In rare cases, bones or teeth may be felt by
vaginal examination.

Proayosis.—Depends upon whether or not the cyst
suppurates and bursts. If it does not burst, it may not
interfere materially with the general health ; whereas,
if it bursts, the dangers of peritonitis, septiciemia, etc.,
will ensue.

TrearMENT.—The cyst should either be removed, or
incised freely and drained, or else left alone. Aspira-
tion is contra-indicated. Total extirpation is the best
plan of treatment. It should be shelled out from the
surrounding adhesions entire, without puncture. The
complications also require special care and manage-
ment.



CHAPTER X.

AFFECTIONS OF THE OVARIES (conlinued).

Adenoid eysts (* ovarian cystomata " )—Parovarian cysts,

Adenoid Cysts of the Ovary.

ITaving dismissed the less frequent forms of ovarian
tumors, we now take up the discussion of the common
variety—the one which we refer to when we speak of
“ovarian cyst or cystoma’ without adding any dis-
tinetive qualifying adjective.

SyNoNyMs. —Ovarian eysts.  Ovarian eystomata.
Cystoma ovarii. Adenoma of the ovary. Cystic
adenomata of the ovary. Compound ovarian cysts.

OccurreNceE AND Erionoay.—Very little or nothing
is known of the etiology. The predisposing causes
usually given are:

Age.

Repeated parturition.

Disorders of menstruation.

General depreciation of health.

Angemia,

Chlorosis.

Scrofulous diathesis.

Chronic ovaritis (?).

It ocecurs most frequently between the ages of twenty
and forty, is rare before twenty or after fifty, but cases
have been observed in infancy and in extreme old age.

It occurs more frequently in multiparse and in mar-
ried women, than in others.
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It occurs much more frequently among the poor
than among those better situated.

Paruorogy.—Under this head we discuss (1) mode
of origin, (2) gross anatomy, (3) minute anatomy, (4)
contents, (5) secondary changes and degenerations,

(1) Mode of Origin.—Cystomata are probably glandu-
lar formations which have undergone cystic degenera-
tion. Many theories have been put forward to explain
their origin; two of these meet with most credence,
and will be explained.

(a) According to Waldeyer, they are formed by dis-
tention of the tubules of Pfliiger; these are tubular
follicles which originally dip down into the ovarian
stroma from the epithelial layer covering the organ,
which have not become developed into Graafian fol-
licles. Although the formation of cystomata does not
usually take place until adult life, yet these tubules
exist at birth and may even be slightly eystic at this
period. The tubules are lined by epithelium, and this
is spread out and forms the inner wall of the cystoma,
some of them breaking down and forming part of the
contents, while the external wall is the ovarian stroma.
The distention is caused partly by the breaking down
and liquefaction of some of the cells of Pfliiger’s ducts,
and partly by exudation from the bloodvessels.

Having been formed in this way, their growth may
be modified in two different methods: First, in the
form which Waldeyer calls glandular (cystoma ovarii
proliferum glandulare), the epithelium proliferating,
grows outward, and these external protrusions form
new glandular follicles, the openings of which soon
become occluded; from these other follicles may
sprout, and these again become ecystic, and thus

increase in size.
12
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Secondly, in the papillary form (cystoma ovarii pro-
liferum papillare), the connective-tissue growth of the
cyst-wall predominates and sprouts into the cavity of
the cyst, pushing the epithelium before it; in this way
vascular papille are formed, which may line the inner
surface or fill the entire cavity of the cyst-wall and
even rupture it; these papille may join and form
smaller cysts.

In both these forms there is at first a large number
of cysts, and the walls separating them may gradually
break down, and thus the number of separate compart-
ments becomes smaller as their size increases. The two
forms may exist in combination.

(b) Another mode of formation of these tumors was
advanced by Noeggerath, who pointed out that diseased
bloodvessels might be the source of the cystomata. He
believes that the so-called Pfiiiger’s ducts are diseased
vessels; that the intima of these becomes diseased and
loses its endothelium, and that then the contents of the
vessel pass into the interstices of the intima, and in this
way cystomata are formed—the large granular cells
found being altered white blood-cells.

At present we cannot be certain of the exact method
of formation.

(2) Gross Anatomy.—Ovarian cystomata may occur
in one or both ovaries. Usually only one is affected,
though the other ovary is often diseased, and may
contain small cysts. The right ovary is more fre-
quently affected than the left. Their size varies
greatly; they may be very small or may fill up the
entire abdomen.

They are connected with the uterus by a pedicle,
which varies in length and thickness, and which usu-
ally consists of the ovarian ligament, Fallopian tube,
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and broad ligament. Variations in the length and
thickness of the pedicle depend upon the changes in
the thickness of the tube and the broad ligament. Some
cysts are, however, sessile or non-pedunculated, these
being often intra-ligamentous and firmly adherent.

It is usually easy to distinguish three distinet layers,
though one or more may be wanting : First, an external
or serous layer ; second, a middle or fibrous layer ; third,
an internal or cellular layer.

The outline of the growth is rounded, and often
smaller projecting cysts are seen upon the main one.
The ovary being covered externally by columnar epi-
thelium, and, hence, resembling a mucous membrane,
adhesions to the abdominal parietes and neighboring
organs do not take place until after the tumor becomes
very large, its wall excessively stretched, and the epi-
thelinm flattened and altered; then adhesions form
very readily, and may be quite extensive; the small
cystomata, therefore, are usually free, whilst the larger
ones are often extensively adherent.

On section, we find a variable number of cysts dif-
fering in size. The proportion between solid and fluid
constituents varies; since they are originally purely
glandular, there may be no marked cystic formation
at all. At first these tumors are multilocular, and
when they become unilocular, or the cysts diminish in
number, it is by coalescence, and-by disappearance of
the dividing wall.

The facts just stated have given rise to the division
into :

a. Unilocular, oligoeystie, paucilocular, or monocys-
tic; when only one or very few large spaces are present,

b. Multilocular or polycystic; when there are many
small spaces separated by walls of variable thickness,
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¢, “Compound ovarian tumor;” in which the pro-
portion of solid to fluid constituents is considerable.

(3) Minute Anatomy—Much of the appearance pre-
sented under the microscope can be inferred from what
has been said in the paragraph on the mode of origin.
The wall of the cyst is composed of an external en-
velope of modified peritoneum, often very thick; be-
neath this is the connective tissue of the ovarian stroma,
and this is lined by columnar epithelium; it presents
partition walls, or vascular villous processes, projecting
inward.

(4) Contents.— These differ very much in different
examples, and even in the different cysts of the same
case, |

a. Physical Characters.—It varies from a thin serous
fluid to a thick gelatinous mass; it is usually viseid. In
color it may be almost colorless, but more frequently
it varies from yellow or green to red or chocolate. It
may be transparent or turbid. The specific gravity
usually varies from 1010 to 1020, and is generally
higher in multilocular than in unilocular, and in re-
cent than in old cases.

b. Chemical Properties—LEischwald’s results, though
twenty years old, are those usually given.

According to this investigator, the fluid contents ot
the cyst may be divided into two classes: mucous and
albuminous; the two are usually mixed, but one or
the other predominates—the mucous in younger, the
albuminous in older, cysts.

The mucous group consists of :

1. Substance of colloid corpuscles (the result of col-
loid degeneration) or mucous corpuscles.

2. Mucin, formed from the preceding.

3. Colloid substance, a further product.
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4. Muco-peptone, the final result, which is soluble
in water, and, hence, renders the contents more fluid.

The albuminous group consists of :

1. Albumen (and fibrin), free, coagunlable by boiling.

2. Albuminate of soda, coagulable by boiling, after
addition of an acid.

3. Paralbumen, derived from albumen, precipitated
by passing a stream of carbon dioxide through the
fluid.

4. Metalbumen, a further product of albumen, and
distinguished by being precipitated by magnesium
sulphate.

5. Albumino-peptone (and fibro-peptone), a final
product of metamorphosis from albumen (and fibrin),
like that occurring in the stomach.

Besides these organic ingredients, there are sus-
pended insoluble elements, and salts of potassium,
sodium, caleium, and magnesium, in small quantity in
solution in the watery base.

The mucous class is distinguished from the albumi-
nous by containing sulphur, and by not being precipi-
tated by tannie acid and the neutral metallic salts.

Ovarian cystomata always contain albumen, and,
hence, this will be coagulated upon boiling; the quan-
tity, however, varies, and it may be present in the
form of albuminate of sodium, and, hence, require the
addition of an acid previous to ebullition, to cause
turbidity.

e. Microscopic FEramination.—We may find few or
no structural elements, or any or all of the following
may be present, in smaller or larger amount (Delafield
and Prudden):

Red blood-globules.
Pus cells.
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Pus cells in fatty or granular degeneration.

Fragments of degenerated pus cells.

Cylindrical, flattened, or polyhedral cells.

The same, swollen, or the seat of granular and fatty

degeneration.

Fragments of the latter.

Free fat globules.

Cholesterin crystals,

Pigment granules,

Granular detritus.

The so-called Drysdale’s corpuscles, or ovarian gran-
ular cells, are simply fragments of, or entire, pus or
other cells, swollen, or the seat of granular and fatty
degeneration. They have been considered character-
istic of ovarian cystoma; but though frequently pres-
ent, they are not pathognomonie, since they are also
found in the contents of various other cysts and cavi-
ties.

(5) Secondary Changes and Degenerations,—The follow-
ing may oceur :

a. Adhesions to surrounding parts (see gross anat-
omy).

b. Twisting of the pedicle; and, as a result of this,
obliteration of the cyst and atrophy, or venous con-
gestion and hemorrhage into the cyst (this may be
fatal), or suppuration and gangrene of the cyst wall,
inducing peritonitis, septiceemia, and, usually, death.

e. Atrophy of cyst wall and spontaneous rupture.

d. Fatty degeneration of the cyst wall, circumseribed
or diffuse.

e. Calcareous degeneration of the cyst wall, check-
ing growth.

/. Suppuration of the cyst wall as a result of blows,
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tapping or twisting of the pedicle; this causes septi-
eemia, peritonitis, and rupture of the sac.

g. Gangrene of the cyst wall; causes and results
same as those of suppuration.

h. Hemorrhage into the tumor, especially in the
papillary form, or from traumatism, or through twist-
ing of the pedicle; it may result fatally.

i. Rupture of the sac into the peritoneal cavity, and
absorption of contents and spontaneous cure has re-
sulted; or by means of adhesions, spontaneous evac-
uation through rectum, bladder, vagina, uterus, or
abdominal walls, may occur; but, usually rupture is
followed by peritonitis, septiceemia, and death. Such
a rupture may or may not be preceded by suppuration
or gangrene of the eyst wall, or be caused by internal
hemorrhage, by extraordinary growth of the papillary
projections iunternally, traumatism, or unknown fac-
tors,

J. Malignant degeneration of the cyst wall may
oceur ; sarcomatous or earcinomatous.

Symproms.— At first, whilst the tumor is still small,
no symptoms may be noticed; when it becomes large
enough to fill the ecavity of the true pelvis, pressure
symptoms are produced; finally, when it becomes still
larger, g0 as to leave the pelvie cavity, there may be
a temporary amelioration of symptoms; but as it
increases and fills the abdominal eavity, symptoms are
complained of—due to pressure, and to the effects
upon the constitution from inconvenience and drain
upon the system.

The following symptoms may be mentioned; the
first few occur early, all of them late in the disease;
still, only a few symptoms may be present in any one
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case, and even in a well-marked example many of the
following may be absent:
Neuralgic pains in pelvis,
Feeling of weight and distention in pelvis.
Irritability of the bladder, from pressure,
Retention of urine, from pressure.
Constipation (from pressure) alternating with diar-
rhea.
Difficulty in defecation, from pressure.
Disorders of menstruation; dysmenorrhea or amen-
orrheea.
Distention of superficial veins of abdomen and lower
extremities, from pressure.
Hemorrhoids, from pressure.
Diminution in urine; from congestion of kidney,
due to pressure,
Due to interference with the general health :
Nausea.
Vomiting.
Diarrhcea.
Angemia.
Emaciation.
Peculiar anxious ovarian expression of face.
(Edema of lower extremities and vulva; due to
anemia and to venous congestion.
Ascites ; due to local or general chronie peritonitis.
Palpitation of the heart; from displacement upward
of diaphragm.
Dyspneea; from displacement upward of diaphragm.
Occasionally there are mammary changes similar to
those of pregnancy.
SymprroMs DUE T0 CHANGES IN THE CysT—(Hemor-
rhage into cyst, suppuration of contents, twisting of

pedicle or rupture):
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Hemorrhage into the cyst and suppuration of the con-
tents are due to forsion of the pedicle. As a rule,
strangulation follows. There will then be a sudden
occurrence of severe abdominal pain and tenderness,
followed immediately by vomiting of material which
soon becomes green, A rapid, feeble pulse and evi-
dences of internal hemorrhage quickly present them-
selves. The sac rapidly increases in size and is ex-
tremely sensitive on palpation. The patient dies either
from shock and loss of blood or from peritonitis.

The cysts may rupture spontaneously, but the rup-
ture is usually due to violence. If the fluid is unirri-
tating, no serious symptoms may be produced. Par-
ovarian cysts have apparently been radically cured in
this manner,

The symptoms of rupfure are sudden, acute pain,
collapse, change in form of tumor. If shock does not
kill, then patients usually succumb to the general peri-
tonitis. .

CompricaTions.—The most frequent are:

Pregnancy.

Ascites.

Bright’s disease.

Pleurisy.

Pericarditis.

Peritonitis.

Chronic gastritis.

Fecal impaction.

Septicemia.

Hernia.

Bedsores.

Prysican Sieys axp DirrerextiaL Discyosis.—In
many cases the diagnosis is straightforward and easy ;

in others, however, it may be difficult; hence, in ar-
12%
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- riving at a diagnosis, we should consider the physical
signs fully and systematically, and should then
strengthen our diagnosis by the exclusion of all other
conditions with which ovarian cystoma may be con-
founded.

Besides making the usual physical examination ot
the patient, we may examine the fluid contents of the
tumor by withdrawing some with a hypodermic needle.
The fluid should be examined both microscopically
and chemically. It is sometimes justifiable to make
an exploratory incision into the abdomen.

The bladder and rectum having been emptied, and
pressure from above and around the waist removed,
the woman should be placed on her back upon a hard,
flat surface, knees drawn up and abdomen uncovered,
It is essential that the abdominal walls be relaxed;
should nervousness or abdominal tenderness render
this impossible, ether must be employed.

Considerable difference will of course exist in the
physical signs, according to the size of the tumor.
Usually we are not called upon to make a diagnosis
before the tumor has become of such a size as to
occupy more or less of the abdominal cavity; never-
theless, the signs in the two degrees of development
of the tumor are so different that it is convenient to
consider them under two heads: (2) When small and
pelvic in position; (b)) When large and chiefly abdomi-
nal in position.

a. WHEN SmaLL AxDp PeLvIc 1N Posiriox.—Abdomi-
nal inspection, manipulation, palpation, mensuration,
and percussion do not usually reveal anything except
an abnormal fulness in the pelvis; auscultation is
negative,
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By vaginal, rectal, and bimanual examination, we
find a tumor on one or the other side or in front of or
behind the uterus; the tumor is rounded, well defined,
distinet from the uterus, but joined to it by a pedicle
of varying length. It feels tense, elastic, and fluctuat-
ing, and on aspirating or tapping we get ovarian flaid.
The cervix and body of the uterus are found displaced
to one or the other side or forward or backward, and
are not elongated. Owing to the pelvie cavity being
filled by the mass, the tumor and the uterus are usunally
not very movable,

Differentiation—The conditions with which these
small intrapelvic cystomata may be confounded are:

Solid tumors of the ovary.

Cysts of the broad ligament.

Tumors of the Fallopian tubes.

Pregnancy.

Retroverted gravid uterus,

Tubal and interstitial pregnaney.

Fibroid and fibro-cystic tumors of the uterus.

Uterine moles.

Pelvie cellulitis.

Pelvie peritonitis.

Pelvic abscess.

Pelvie heematocele.

Encysted intra-peritoneal effusion into Douglas’s

pouch.

Cysts connected with the spinal cord.

Fecal accumulations. :

Perityphlitis.

Enchondroma and carcinoma of pelvie walls.

Solid Twmors of the Ovary.—These are uncommon.
They feel hard and do not fluctuate. On puncturing,
no fluid is obtained. If they be malignant, we will
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find ascites, and in this fluid discover the peculiar cells
already deseribed.

Cysts of the Broad Ligament.—These parovarian cysts
are supposed to Le formed by distention of one of the
tubes forming the organ of Rosenmiiller. They rarely
attain any considerable size. They are always uniloc-
ular and contain muscle cells in their wall. Fluctua-
tion is obtained wvery distinetly and superficially.
Tapping causes disappearance of the tumor and often
effects a cure; the contained fluid is clear, thin, con-
taining a large amount of sodic chloride, and a trace
of albumen.

Tumors of the Fallopian Tube.—Solid tumors are
readily differentiated. Hydrosalpinx and pyosalpinx
are more difficult to diagnosticate. When of moderate
size, they are more movable, and tortuous and elon-
gated, or beaded from side to side, and become narrow
toward the uterus. When this condition attains a
large size, it becomes more rounded, and closely re-
sembles an ovarian cyst. Tapping and examination of
the fluid will aid in the diagnosis; in hydrosalpinx,
the fluid is serous and straw-colored; in pyosalpinx,
purulent,

Normal Pregnancy.— A pregnant uterus has several
times been mistaken for an ovarian eyst. The rational
symptoms of the two may have slight similarity, hence
considerable reliance must be placed upon a thorough
application of the physical signs; in cases of doubt, it
is justifiable to dilate the cervix and explore the
uterine cavity, even at the risk of abortion. Should
auscultation reveal the feetal heart-beats, this would be
diagnostic; but even when the fetus is dead, the diag-
nosis is still not usually difficult. After an ovarian
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tumor is recognized, the existence of coincident preg-
nancy must be eliminated.

Retroverted gravid uterus is similarly differentiated.

Tubal and Interstitial Pregnancy.—This will be more
difficult to differentiate; but the enlargement of the
uterus, history of the case, marked mammary and
other evidences of impregnation, together with the ex-
istence of an elongated tumor in either groin, of short
duration and rapid growth, will decide.

Fibroid and Fibro-cystic Tumors of the Ulerus.—The
only variety of fibroma of the uterus liable to be con-
founded is the pedunculated subserous form. Here
the hardness, close connection with the uterus, possible
existence of other fibroids, and negative results of
tapping would settle any doubt. The uterine fibro-
cysts are more easily confounded; the most reliable
differential points are: Slower growth, less rapid im-
plication of the general health, enlarged uterine
cavity, closer connection with the uterus, and the ex-
amination of the fluid, which differs from that ot
ovarian cystomata by coagulating spontaneously, and
in containing muscle cells.

Uterine Moles.—Here, the history, uterine enlarge-
ment, examination of the discharge, and cervical dila-
tation, together with evidences from routine examina-
tion, would prevent any error.

Pelvie Cellulitis.  Pelvic Peritonitis.—These are readily
excluded by the acute history, less rounded form, im-
mobility, and by puncture resulting in no fluid or only
a little serous exudation. These masses, moreover, do
not increase in size after the inflammation has once
passed. Should perimetric inflammation complicate a
small intrapelvic ovarian cystoma, the diagnosis would
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be difficult and sometimes only possible after puncture
and examination of the resulting fluid.

Pelvic Abscess.—The history, indistinet fluctuation,
immobility, constitutional symptoms of retained pus,
and puncture will eliminate doubt.

Pelvic Hematocele.—The sudden advent with acute
symptoms, the subsequent retraction or suppuration,
and examination of contents will decide.
~ Lincysted Intra-peritoneal Effusion in Douglas’s Pouch.—

This could only be mistaken for a small intra-pelvie
cystoma embedded in an exudation. The history and
examination of the fluid contents would tell.

(yst Connected with Spinal Cord.—Spina bifida point-
ing into the hollow of the sacrum, has been reported
as being liable to be confounded. Examination of the
contents would show it to be cerebro-spinal fluid, or at
least not of the character of that of ovarian cysto-
mata.

Fecal Accumulations.—Can be indented, putty-like, are
accompanied by constipation, are small, and are re-
moved by catharsis or enema.

Perityphlitis—The consistency is firmer, the mass is
situated in the right iliac fossa, has no connection with
the generative organs, and gives a different history.

Enchondroma and Carcinoma of the Pelvie Walls.—
These are rare, very hard, do not fluctuate, are fixed
and immovable, and are thus readily differentiated.

b. WHEN LARGE AND CHIEFLY ABDOMINAL IN PosITION.
—Inspection shows the abdomen to be distended, usu-
ally more or less markedly on one side, the superficial
abdominal veins dilated, and the white lines due to
stretching of the skin may be present.

Palpation shows this distention to be due to an en-
cysted mass of fluid which gives the sensation of
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firmness and elasticity, and fluctuation. No muscular
contraction of the cyst-wall will be felt. The surface
of the tumor often feels irregular and lobulated. The
sensibility of the part of the abdominal wall supplied by
the genito-crural nerve of the same side as the tumor,
is said to be impaired.

Obesity, edema, and spasm of the abdominal wall
interfere with this part of the examination, but not
usually enough to mislead.

Percussion yields, in the dorsal decubitus, dulness
over the tumor, but at one of the flanks the note re-
mains tympanitic; turning the patient upon the side,
the relative positions of the areas of dulness and tym-
panitic resonance do not alter very much.

Auscultation is negative.

Mensuration shows the distance between the umbili-
cus and ensiform appendix, and between the anterior
superior spinous process and umbilicus, to be different
on the two sides; more difference occurs with multi-
locular than with unilocular cysts.

Vaginal touch informs us that the uterus is displaced
and not usually enlarged, and we can usually feel the
lower surface of the tumor, and often its attachments
to the uterus.

Rectal touch with one or two fingers, or half the
hand or the whole hand in the rectum, will confirm
preceding.

Combined manipulation is very useful in determin-
ing these points and in estimating the size of the tumor.

The uterine sound gives us information in regard
to the condition of the uterus and its relations to the
tumor.

Aspirating or tapping and examination of the con-
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tents. These are of the greatest value ; they determine
the existence and the character of the fluid.

Explorative incision should be practised when all
other means of diagnosis have been exhausted and we
are still in doubt; we should be prepared to do ovari-
otomy if the incision proves the existence of an ovarian
cystoma.

Difjerentiation.—These large intra-abdominal ovarian
cystomata must be differentiated from

Solid tumors of the ovary.

Cysts of the broad ligament.

Pregnancy.

Abdominal pregnancy.

Dropsy of the amnion.

Vesicular mole.

Hematometra.

Fibroid and fibro-cystic tumors of the uterus.

Ascites.

Encysted dropsy.

Parasitic cyst.

Subperitoneal cyst.

Retro-peritoneal sarcoma.

Omental tumors.

Tympanites—phantom tumor.

Fecal masses.

Dilatation of the stomach.

Distended bladder.

Tumors of the kidney.

Tumors of spleen.

Tumors of liver,

Many of these have been discussed in speaking of the
smaller ovarian cystomata, and will now be omitted to
avoid repetition. The additional conditions requiring
differentiation are :
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Normal Pregnancy.— After the uterus has become suf-
ficiently enlarged to be above the pelvie brim, it would
give the symptoms and the history of pregnancy,
marked mammary evidences, the tumor is firm and
non-fluctuating and has intermittent contractions, and
we may be able to feel the feetus. We find the cervix
softened and the vagina congested, get ballottement,
and after the twentieth week the feetal heart-sounds,
which are unmistakable.

Abdominal Pregnancy.—The history, attendant changes
in the uterus, marked mammary signs, palpation, and
hearing the feetal heart would decide.

Dropsy of the Amnion.—Here we have the history
of pregnancy, marked mammary changes, persistent
amenorrhea, movement of the cervix with the tumor,
intermittent contractions of the uterus, more super-
ficial fluctuation, and the difference in the character
of the contained fluid to guide us. Amniotic fluid is
albuminous and saline, and contains flat epithelial
cells, fat-globules, and débris derived from the fetus,

Hematomefra.—The history, persistent amenorrheea,
movement of the cervix with the tumor, and especially
obtaining a specimen of the contents, would decide.

Ascites.—In the dorsal decubitus, the surface of the
abdomen is flattened and there is bulging laterally
where the fluid gravitates, and over these parts dul-
ness will be obtained; while above, where the intes-
tines have floated, a tympanitic note is obtained ; if the
woman now lies upon the side, the intestines float to
the top, and here we now get a tympanitic note, the
fluid always gravitating to the bottom and giving dul-
ness. We often have evidences of cardiac, renal, peri-
tonitic, or hepatic disease, and additional symptoms
due to these. The fluctuation is more superficial. The
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fluid is clear, straw-colored, coagulable spontaneously,
of a specific gravity of 1010 or 1015, and contains en-
dothelial pavement cells, small quantity of pus, fat-
globules, albumen, and salts; it it devoid of paral-
bumen and metalbumen, and of eylindrical cells,

When ascites complicates ovarian cystoma, especially
if 1t be great in amount and the cyst small, much con-
fusion in diagnosis may result.

Encysted Peritoneal Fluid—This would present some
difficulties. The previous history, the tumor being less
rounded, having more diffuse boundaries, being more
sensitive, and the examination of the fluid, usually
suffice; in these cases, exploratory incision may be
necessary.

Hydatid Cyst.—Echinococcus may develop in some
part of the abdomen. The examination of the fluid,
with discovery of hooklets, is diagnostie.

Subperitoneal Cysts,—These are rare and would be
distinguished by examination of the contained fluid.

Retroperitoneal sarcoma is hard, nodular, non-fluctu-
ating, and immovable,

Omental Twmors.—These are hard, nodular, often
accompanied by malignant growths elsewhere, do not
fluctuate, and have no connection with the uterus.

Tympanites and ** phanlom {umor” are distinguished
by increased resonance everywhere, great elasticity,
and disappearance after use of catharties in the former,
and ansesthesia in the latter condition.

Dilatation of the Stomach.—XNo confusion should arise
after a careful physical examination.

Distended bladder is known by its peculiar form, drib-
bling of urine, by the history, and use of the catheter.

Tumors of the Kidney :

a. Hydronephrosis; usually is covered in front by
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intestines; the right lies external to the ascending
colon, the left behind transverse colon; 1s not con-
nected with the organs of generation, grows from
above downward and inward, often tumor in lumbar
region ; urine often contains albumen, blood, or pus;
there may be urinary disturbances; puncture of the
sac and examination reveal urine, except in very old
cases, when the fluid may have lost the characteristics
of urine.

b. Echinococcus presents the same characteristics,
except in the changes in the urine; there exist the
peculiar hooklets. The diagnosis of this and the pre-
ceding affection may be very difficult.

¢. Movable kidney when large may at first be con-
founded ; but it can be replaced, is not connected with
the generative organs, does not increase markedly in
gize, is solid, and the kidney is absent from its proper
place.

Twimors of the liver, especially abscess and echino-
coccus, might at first deceive; but the previous his-
tory, their growth from above downward, connection
with the liver, movements with respiration, and sepa-
ration from the generative organs will decide.

Tumors of the spleen are diagnosticated in like manner.

Diagnosis of Adhesions.—This is considered of much
less importance at present than was the case formerly,
since the existence of numerous adhesions is no contra-
indication to ovariotomy. The occurrence of consid-
erable pain in the course of development of the tumor,
immobility of the uterus and base of the tumor, or if
the abdominal wall cannot be made to roll over the
tumor, or does not do so with deep inspiration, leads
us to suspect adhesions., But the diagnosis of these is
often diflicult and is not essential.
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Diagnosis of the Length of the Pedicle—This is desir-
able. If the tumor be high up out of the pelvis, the
uterus very movable, and the finger can be passed
around the cervix without meeting with the tumor, the
pedicle is probably long. The opposite of these signs
tends to indicate a short pedicle. KExamination per
rectum in the genu-pectoral position, the cervix being
drawn down with the volsella, and feeling the pedicle
as it passes from the angle of the uterus, will aid us
very much.

Reference has already been made to the value of
aspiration, tapping, and explorative incision as aids to
diagnosis when doubt exists; though a certain amount
of danger attaches to their employment, they should
be made use of when necessary, since the danger of an
operation in an unsuitable case which these diagnostic
means would prevent, is still greater.

Aspiration is, when practicable, the best means ot
obtaining fluid for examination ; it is usually practised
through the abdominal wall, though it may also be
effected per vagina or rectum. A hypodermic syringe
and needle answer very well when the fluid is thin; it
is the least dangerous method. When the contents
will not flow through this small needle, we employ a
larger one, or use Dieulafoy’s aspirator—where the
needle is of greater diameter, and the suction force
stronger.

The dangers of aspiration are peritonitis, hemorrhage
into peritoneum or eyst, septiceemia from decomposi-
tion due to admission of air, and injury to intestines or
other viscera; these are reduced to a minimum, if we
can use the ordinary hypodermie syringe.

Tapping is rarely done at present, either for diag-
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nostic, palliative, or curative purposes, since the pre-
ceding method is vastly superior and less dangerous,

Fzxploratory incision is done with all the preparations
of a case of ovariotomy, for the surgeon should be
prepared to do this operation should the results ot
exploration warrant it. A small incision one or two
inches long is made down to the sac; if any ascitic
fluid be present, this is let out. One finger is now
introduced and explores the abdominal cavity ; a sound
may be introduced into the uterus as a further aid.
Some of the contents of the tumor may be evacuated
in order to give more room for investigation. Should
the disease be malignant or the adhesions very exten-
sive, or the condition thought to be one not requiring
ovariotomy, the peritoneal cavity can be washed out,
and the wound closed and treated just as after an
ovariotomy ; the chances of recovery are very good:
in ninety-four cases of exploratory incision, Lawson
Tait had only two deaths.

Course AND Proarosis.—If left to itself, the disease
1s almost universally fatal, the patient dying of gradual
exhaustion, and the average duration being three years;
a fatal result has taken place in less than one year, and,
on the other hand, been delayed for fifteen years.

Occasionally the disease comes to a standstill idio-
pathically, from calcific degeneration of the walls of
the cystoma or a twisting of its pedicle; or spontane-
ous cure may result from rupture into the peritoneum
and absorption, or into one of the hollow viscera and
discharge.

But such favorable terminations are exceedingly
rare. The usual course is progressive, and fatal if
uninterfered with. The causes of death are: Exhaus-
tion, rupture of the eyst producing peritonitis, suppu-
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ration or gangrene and septiceemia, hemorrhage into
the sac, twisting of the pedicle resulting in gangrene
and septiceemia, and intercurrent diseases to which
their enfeebled state renders them more liable.

TrEATMENT.—The use of drugs, excepting to put the
woman in the best possible general condition, is never
followed by any curative effects, and has now been
abandoned. The same may be said of local counter-
irritants, such as iodine, cupping, leeching, vesication,
inunctions, ete.

Surgery alone affects the progress of this affection ;
and nowadays this surgery is limited almost exclu-
sively to ovariolomy. But to render the subject com-
plete, a brief survey of the surgical methods formerly
in use will be given.

Aspiration is never curative; it may be palliative,
and 1s often resorted to for the purposes of diagnosis.

Tapping is palliative and probably never curative,
The woman is placed upon the side, and the trocar
and canula introduced usually through the linea alba,
midway between the umbilicus and the pubis. A
many-tailed bandage around the abdomen is employed
to exert even pressure, and the fluid is conducted
beneath water by a long rubber tube attached to the
canula, so as to prevent the entrance of air. After all
the fluid has been withdrawn, the small opening is
covered with adhesive plaster, and the woman kept
quiet in the recumbent posture for several days. In
certain cases, peculiarly adapted, the puncture may be
made through the vagina.

The mortality after tapping is almost as great as
that after ovariotomy, and the palliative effects usunally
of short duration; the dangers are from hemorrhage,
septiceemia, peritonitis, and wounds of viscera. Never-
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theless, it may be of occasional service in alleviating
the symptoms due to interference with some important
function as a result of rapid accumulation of the fluid,
when pregnancy, firm and extensive adhesions, or
marked constitutional debility, call for an avoidance
or postponement of ovariotomy.

Tapping and subsequent drainage have been resorted
to, both through abdomen and vagina; it is best done
per vagina. It is only admissible in those cases which
have such extensive pelvic adhesions, that the separa-
tion from surrounding parts which would be required
in ovariotomy, would be considered dangerous, After
tapping, the cyst is washed out, a drainage-tube in-
serted, and the washing repeated when necessary.

Tapping with subsequent injection of iodine is very risky,
not curative, and now never used,

Electrolysis does not cure, 1s not even palliative, and
1s rarely now resorted to.

The reported cures of ovarian cysts by the use of the
methods just enumerated, were probably cases of cysts
of the broad ligament—these are often cured by
merely tapping them.

Parovarian Cysts,

These result from a distention of one or more of
the parovarian tubes. They are nearly always uniloc-
ular, grow slowly, frequently rupture spontaneously
and do not always refill. :

They are distinguished from ovarian cysts by their
situation between the folds of the broad ligament,
below the Fallopian tubes and above the ovary.

They have a thin wall lined with a single layer of
columnar, ciliated epithelium ; they contain a fluid






CHAPTER XI.

AFFECTIONS OF THE OVARIES (concluded).

Ovariotomy : wvaginal, abdominal—Inflammations of the ovary—Acute
ovaritis — Chronie ovaritis — Battey’s operation -- Hematoma of the
ovary.

Ovariotomy.

DEeriNitioN.—The removal of diseased ovaries.

Ixprcarrons.—When the tumor from its size inter-
feres with the comfort and health of the woman, ova-
riotomy is indicated. As long as it does not do this,
there is no necessity for it.

CoxrrainprcatioNs.—The only absolute contraindi-
cations are malignancy and very extensive and firm
adhesions. Suppuration or gangrene of the cyst, peri-
tonitis, septiceemia, and hemorrhage, caused by the
tumor, are no contraindications to its removal,

Prriop At warca OPERATION SHOULD BE UNDERTAKEN.
—If the cyst be small and easily removed by vagina,
this should be done at once. If it has grown so as to
be abdominal in situation, it was formerly believed to
be best to wait until the woman’s comfort and health
were somewhat interfered with. At the present day,
however, gynecologists believe in operating as soon as
the tumor has reached sufficient size to be diagnosti-
cated, since perfected antiseptics and improved methods
of operating have made the operation much less formid-

able than it was formerly.
13
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Conpirioxs FavorasLe 1o THE OPERATION.—Thomas
gives the following :

Clearness and certainty of diagnosis.

Good constitutional condition.

Patient being hopeful and desirous of operation.

Paucilocular character of eyst.

Absence of much solid matter in its structures.

Abdominal walls not very thick.

Absence of strong pelvic adhesions.

CoxpiTions UNFAVORABLE To THE OPERATION.—Of
these Thomas gives:

Obsecurity as to diagnosis.

General constitutional impairment.

Gastric and intestinal disorder,

Depression of spirits.

Presence of much solid matter in tumor.

Extensive and firm adhesions to viscera (and walls of

pelvis).

Great thickness of abdominal walls.

Daxaers. — Chiefly from peritonitis, septicaemia,
shock, hemorrhage, and exhaustion.

MorraLiTy.— Whilst previous to 1860 the mortality
was above fifty per cent., it has gradually been re-
duced ; especially has this been the case in the last few
years, after the introduction of antisepsis into surgery.
The mortality at present is very low. In 1826 Mr.
Tait operated on 63 cases with only 1 death ; other Eng-
lish surgeons—Keith, Wells, Bantock—have equally
good results, as have also the surgeons of this country.

Varierigs oF OpreraTioN.—There are two forms of

ovariotomy :
(1) Vaginal.
(2) Abdominal.
Vacivan Ovartoromy.—This is applicable to small
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cysts, which are intra-pelvie, in Douglas’s pouch and
free from adhesions, when the uterus is freely movable
or retroverted.

It is contraindicated where the cervix is held back,
or the fundus held forward by rigid tissues; also, where
the ovaries are bound down by masses of lymph high
up laterally or anteriorly in the pelvis; also, where
larger than an orange and adherent, or even if it be
not adherent, when it is larger than a child’s head.

The steps of the operation as follows: The patient
having been prepared for operation (same as for ab-
dominal ovariotomy), placed in dorsal decubitus, the
vagina and surrounding parts are thoroughly disin-
fected, the cervix drawn down by a tenaculum and
held by a thread drawn through it; the cervix is then
drawn forward and the perineum firmly retracted.
The posterior vaginal wall is seized a little below the
vaginal junction (to avoid hemorrhage) and snipped
through in the median line for one and a half inches;
this opening extends through the peritoneum; if nec-
essary, it may be enlarged with the fiigers. Hemor-
rhage is usually slight and can be controlled by forceps
or ligature. Two fingers are then introduced through

Wells's trocar.

the opening into the cul-de-sac, and the ovary seized ;
it i1s usually followed by the tube. A needle is then
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passed through the broad ligament and the pedicle tied
in two halves, the sac cut off and the pedicle returned
or retained in the wound. If the cysts are too large to
be drawn through the opening they should previously
be aspirated. (Fig. 30.)

The cul-de-sac is next carefully sponged out. Then
stitches are introduced into the lips of the incision,
including both peritoneal and vaginal edge, and if
necessary, a drainage-tube can be introduced into the
lower angle of the wound. Around this tube, the
vagina is packed with a long piece of iodoform gauze,
leaving the end project; finally a dry dressing is
placed over the vulva. The tube is removed at the
end of twenty-four hours, and the tampon at the end
of two or three days. The after-treatment is the same
as in the abdominal method.

AppoMINAL Ovartoromy.—This 1s the ordinary opera-
tion of ovariotomy, which should be resorted to except
in those few peculiar cases which are best operated
upon by the vaginal method.

Preparation for the Operations—The general health
should be put into the best possible condition, by the
use of iron, quinine, nux vomica, and other tonies,
fresh air and moderate exercise, and a nutritious diet.
The woman’s surroundings should be bright, and her
mind kept cheerful.

The operation should be performed in a private
house, if possible, preferably in the country; if done
at a hospital, it should not be performed in crowded
wards, but rather in out-houses or tents.

During the week previous to the operation, the
patient should receive a warm bath daily, and the
bowels should be kept open; just before the operation
the rectum and bladder are emptied.
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The temperature of the operating-room should be
75° to 80°. An efficient nurse must be in attendance.
The woman should be clothed in flannel drawers and
wrapper, and be anwesthetized outside, and be brought
inte the operating-room in an unconscious condition,
80 as not to see the display of instruments, etc. She
should be laid upon the back, on a table of suitable
height and not too wide, several layers of blankets
being interposed. The table is placed before a window
affording good 'light, with the feet of the patient
toward the window ; the lower extremities are kept
warm by the use of flannel, and, if necessary, hot
bottles.

The Use of Listerism in Ovariofomy.—Though some
ovariotomists (Wells, Thornton, Thomas) adhere
strictly to Listerism, a great many have given it up
(Tait, Keith, Bantock); the results of the latter are
equally as good as those of the former, whilst the disa-
greeable effects of the spray upon the operator, and
the risk of carbolic acid absorption to the patient, are
removed. The favorable results of ovariotomy at
present are probably due to the strict cleanliness—
asepsis—which is insisted upon, whether or not Lister-
ism be used. Most ovariotomists make use of a modi-
fied Listerism, and have omitted the use of the spray,
but retained the other details,

Instruments.—For a non-complicated case, the follow-
ing are required: One scalpel ; one director; two re-
tractors; one pair of scissors; twelve pair of pressure
forceps; one trocar (medium sized, curved or straight):
glass drainage tubes, artery forceps; a soft-rubber
catheter; a small rectal tube; one No. 6 male sound ;
two small tenacula: one large tenaculum; two Néla-
ton forceps; one needle-holder; one sponge-forceps;
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needles of various sizes (straight and curved); one
dozen hand sponges ; three or more flat sponges; one
dozen small sponges for abdominal cavity (to be used
in the forceps); silver wire, No. 27; silk, catgut, and
gut of silkworm, of various sizes; kangaroo gut, for
intestine if necessary; rubber plaster; iodoform ;
iodoform gauze; pure ecarbolic acid for solutions;
tablets of bichloride of mercury (for solutions); and
trays for the instruments. In addition it is well to -
have in reserve a Paquelin cautery; a vulsellum for-
ceps; clamps for pedicle (if unusually large); écraseur;
elastic ligatures.

Steps of the Operation.—These may be enumerated as
follows :

1. Abdominal incision.

2. Evacuation of contents of cyst.

3. Drawing out of the evacuated cyst from the
abdomen. and treatment of adhesions.

4. Separation of cyst at its pedicle, and securing
the latter.

5. Examination of other ovary.

6. Cleansing the peritoneum.

7. Drainage, when necessary.

8. Closure of abdominal wound.

9, Dressing of abdominal wound.

10. After-treatment, in normal and in complicated
cases.

Four or five assistants are necessary. Sponges and
artery forceps should be counted before and after the
operation, so as to be sure none are left in the abdomi-
nal cavity.

The surface of the abdomen is thoroughly serubbed
with soap and water,and then washed with an antisep-
tic solution. A new towel, wrung out in solution of
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carbolic acid (1:60) should be placed over the pubes
and another one above the point at which the opera-
tor commences his incision.

1. Abdominal Incision—The operator standing to the
right side of patient, an incision four to five inches
long is made in the median line, beginning two inches
below the umbilicus, and having its lower limit about
an inch above the pubis; the shorter the incision
through which the operation can be done properly, the
better. This incision passes through skin, fat, linea
alba, fascia transversalis, and extraperitoneal areolar
tissue. Bleeding points should now be treated by
pressure, or, if mnecessary, ligatured. Hemorrhage
having beeif stopped, the peritoneum is caught up by
forceps or tenaculum, opened, a grooved director
passed under it, and upon this it is slit open, for the
length of the incision. The eyst being now exposed,
the next step is

2. Ervacuation of Confents.—The patient is now turned
upon the side, and a long curved trocar and canula, of
which there are many varieties, are introduced, and
the fluid allowed to run off; to prevent the latter from
getting into the peritoneal cavity a soft sponge is held
against the abdominal wall below the incision ; pressure
should be exerted against the abdominal wall to facili-
tate the flow.

To evacuate other cysts, the trocar and canula are
introduced into them obliquely from the emptied one;
if there are a great many cysts or the contents are col-
loid and will not run from the canula, the hand is
introduced and the subdividing cyst wall broken up,
and at the same time the contents removed ; care must
be taken not to allow the peritoneal cavity to become
soiled—this ean be obviated by drawing the edges of
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the opening into the cystoma forward with a pair of
strong forceps, and pressing the edges of the abdominal
wound firmly against the cyst wall.

When sufficient of the contents have been evacuated
to allow part of the sac to be drawn out, the incision
into the eystoma is enlarged, and thus the flow expe-
dited.

During the progress of the operation, instruments
are kept in 1 to 40 and sponges in 1 to 60 carbolic
acid ; for irrigating the peritoneal cavity a 1 per cent.
or 1 to 60 solution is employed, or a solution of cor-
rosive sublimate (1:2000 to 5000).

Drawing out of the Evacuated Cyst from the Abdomen,
and Treatment of Adhesions,—The removal of the sac is
easily effected when no adhesions exist; or when
slight adhesions exist, these are readily ruptured by
steady and firm traction upon the sac seized by the
fingers. Should an adhesion resist these efforts, it
must be exposed and separated by the fingers, scissors,
or cautery wire; if it be a long one, it may be doubly
ligatured and an incision made between.

Where the adhesions are more universal, the hand
may be passed into the sac and its posterior wall
seized and everted, and then the adhesions severed.
Where the adhesions cannot be removed by any of
these means, it may be necessary to leave the adherent
portions of the sac-wall and cut away the rest; or,
where considerable tissue would be left in this way, a
glass tube can be placed within that part of the cyst,
the edges drawn around this tube, and the latter being
drawn through the abdominal wall, drainage is secured.

Or, Miner’s method of enucleation may be resorted to
with advantage; the tumor is enucleated from its peri-
toneal investment by introducing the fingers through
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an opening made into this peritoneal covering; the
remaining sac is closed and hemorrhage from its inner
surface checked by persulphate of iron; if large, the
sac from which the cystoma has been enucleated is tied
around a drainage-tube, or treated by extraperitoneal
clamps, or it can be treated intraperitoneally by liga-
ture or cautery.

The bleeding resulting after severing adhesions
should be controlled by pressure, cautery, or, if neces-
sary, fine carbolized silk ligatures,

4. Separation of the Cyst at ils Pedicle, and Securing the
Latter.—During the examination of the pedicle, the
part of the eyst immediately next to the former may
be constricted by Dawson’s temporary clamp or a stout
ligature, and the rest cut off.

Then arises the question of how best to treat the
pedicle; there are two methods: extraperitoneal and
intraperitoneal.

The extraperitoneal method consists in compressing
the pedicle with one of the many clamps devised for
this purpose, in cutting off' the sac, and leaving the
clamp outside and the pedicle between the edges of the
abdominal wound. Or, instead of the clamp, we may
ligate, and fasten the pedicle into the edges of the
wound by long pins or by the sutures used in closing
the abdomen.

The extraperitoneal method is only applicable to
cases in which the pedicle is long enough and not too
thick. TIts great advantage consists in the stump of
the pedicle being exposed, hemorrhage is at once
recognized and easily checked. Its disadvantages are
that it is inapplicable to too short or too thick pedicles,
that it exerts traction upon the uterus, may cause

13%
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ventral hernia or sloughing beneath the abdominal
surface,

The intraperitoneal method consists in the return ot
the pedicle into the abdominal cavity after removing
the sac and checking hemorrhage by ligature or
cautery.

To use the cautery, a special temporary cautery
clamp is needed—one in which the surface next to
the skin of the abdomen is of ivory, so as not to con-
duct heat; the pedicle having been drawn out and
fixed in the clamp, the cautery is applied until the
stump is seared down to the level of the clamp; after
this, if there is no hemorrhage, the pedicle is dropped
back into the peritoneum.

To use ligature, thin but strong carbolized Chinese
silk 18 used (No. 3 or 4), threaded on a blunt needle
and made to transfix the pedicle; in this way we have
two ligatures through the pedicle, each of which is
tied firmly ; the cyst is cut off half an inch above; the
pedicle 1s examined for bleeding points, which if pre-
sent should be secured, the ligature is then cut short,
and the pedicle returned.

The intraperitoneal method is the one which meets
with most favor at present; it is the only method (ex-
cepting enucleation) which can be employed when the
pedicle is very short or very thick; even in other cases
it is now the preferred method. In a letter to the
writer in answer to inquiry, Dr. Thomas kindly stated:
“I now adopt the intraperitoneal treatment of the
pedicle universally, unless some excellent reason exists
for making an exception to the rule” (July 11, 1885).

Mr. Lawson Tait (Medical Record, January 3, 1885)
considers the clamp the chief cause of higher mortality
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in his early cases of ovariotomy; in support of this, he
gives the following iigures :

Mortality
Cases. Deaths. por cent.
Clamp (Listerian) . - : : . 86 9 25.
Clamp (non-Listerian) . . g o T 27.
Ligature ( Listerian) . : : . 30 2 6.6
Ligature (non-Listerian) . ah s LR 15 4.8
Total . . ; . 405 33 5.15
Extraperitoneal cnses : : e e 16 25.7
Intraperitoneal cases . : 2 . 843 17 4.58

5. Iramination of the Other Ovary.—This should now
be resorted to. If it be healthy or contains simply a
few small cysts, and the woman is still far from the
menopause, it should not be removed; the cysts may
be punctured. But if it is three or four times its
natural size and cystic, removal is usually indicated;
the pedicle is treated similarly to that of the chiefly
affected side,

6. Cleansing the Peritoneum.—The * peritoneal toi-
lette,” as the Germans express it, is of the greatest im-
portance; soft sponges wrung out of warm carbolized
water (1 to 60), should remove all serum and blood
and thoroughly cleanse the peritoneal cavity. No
bleeding points should be left.

7. Drainage is not needed in simple cases. In cases
where, from the retention of a part of the sac or from
other causes, it is thought probable that considerable
serum and other material will be thrown out, drainage
should be employed.

A curved glass tube is passed through the wound
and fixed there; it curves down into the pelvis and its
external end is protected by a cork; through this tube
the cavity can be washed out when desired. Thomas
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has improved on this by introducing a double tube,
one for entrance and the other for exit of the cleansing
fluid ; in this way the peritoneal cavity can be washed
out with hardly any disturbauce of the patient, should
symptoms of septicsemia render irrigation desirable,

8. Closure of Abdominal Wound —This is effected by a
set of deep silver sutures one-half inch apart, bringing
the whole thickness of the abdominal wall together,
including the peritoneum; in addition superficial su-
tures of silk bringing together the cutaneous edges,
should be used.

9. Dressing of abdominal wound is usually done in the
Lister fashion—a layer of protective, a layer of gauze
wet with 1 to 40 carbolic solution, eight layers of car-
bolized gauze, between the seventh and eighth of which
a piece of Mackintosh cloth is placed. Over this anti-
septic cotton is laid, and the whole secured by flannel
bandages.

10. After-treatment in Normal and in Complicated Cases.
—After the operation, the woman should be removed
to another room if possible, put to bed and covered
warmly, and given a full dose of opium. The room
should be well ventilated and its temperature kept at
65° to 70°.

After twelve or twenty-four hours, the temperature
of the woman may rise to 102° or even 104°; but this
is the result of the operation, and in ordinary cases is
soon succeeded by a fall to the normal.

Pain should be controlled by opium in sufficient
quantity. The bladder should be evacuated by the
catheter for the first few days; the bowels are kept con-
stipated for a week, after which enemata may be used.
Diet should consist entirely of milk, beef-tea, and
broths for one week. Should the heart require stimu-
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lation, alcohol in the form of brandy, wine, or cham-
pagne is indicated.

If the case is progressing favorably and the dressing
not soaked through by the discharges, it may remain
undisturbed for a week ; should it have become soiled,
it is to be changed as often as necessary. The stitches
are to be removed gradually at the end of one week, if
union is perfect.

The complications resulting from the operation may be:

Shock.

Secondary hemorrhage.

Hyperpyrexia.

Septiceemia.

Peritonitis.

Shock is treated by warmth to extremities, lowering
the upper part of the body, alcohol and ammonia, or
ether by mouth, rectum, or hypodermatically.

Secondary hemorrhage usually oceurs during the first
twenty-four hours. If from an extraperitoneal pedicle
in clamp, it is readily controlled ; if intraperitoneal, the

wound must be reopened and ligatures applied.
 Hyperpyrexia may be due to septicsemia, peritonitis,
or absorption of carbolic acid, or may occur without
these causes. It is best controlled by the ice-cap of
rubber or tin tubing, the abdominal cold-water coil, or
the nse of Kibbee’s cot.

Septiccemia does not usually make its appearance until
several days after the operation. If there is any accu-
mulation in the peritoneal cavity, it should be let out
and the latter washed out with weakly ecarbolized
water through the drainage-tube, if one has been left
in; it may even be advisable to reopen the incision
sufficiently to introduce a tube for this purpose. Be-
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sides this local treatment, stimulants and quinine
should be employed,

Peritonitis, if traumatic, usually develops early—dur-
ing the second or third day; cases occurring later than
this are usually of the septic variety. Opium in large
doses up to tolerance should be used, fluid diet, redue-
tion of temperature by means already alluded to; if
septic origin of the disease is suspected, the peritoneal
cavity should be washed out. ILoecal counter-irritation
may be used if agreeable to the patient.

Inflammations of the Ovary. Oophoritis.

These may be:
1. Acute ovaritis or oiphoritis.
2. Chronic ovaritis or oophoritis,

Acute Ovaritis.

DerINITION.—An acute inflammation of the follicles,
or of the stroma, or of both tissues of the ovary.

Errorogy.—Parturition and abortion ; the most com-

mon causes, especially in septic cases. '

Pelvic peritonitis.

Pelvic cellulitis; these two diseases are not infre-
quently complicated by acute ovaritis.

Gonorrheeal infection, either sympathetically or by
causing pelvie inflammation.

Disturbances of menstruation.

Injuries; direct or to the uterus.

Excessive coition.

Acute febrile diseases, such as cholera and the ex-
anthemata.

Certain poisons, such as arsenic and phosphorus.

Pyemia and septiceemia.
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Parnoroay.—There are two forms ;

a. Follicular or parenchymatous, in which all or the
greater part of the inflammation affects the follicles,
and especially those of the periphery; these become
enlarged, distended with turbid or purulent fluid, and
the cells of the membrana granulosa become more
granular and fatty and break down. The entire ovary
is moderately enlarged. Resolution usually takes
place, but sterility (if the ovaritis be double) may
result.

b. Interstitial ovarifis, in which there is an infiltration
of the stroma with serum and pus cells; the latter
may be diffuse or circumseribed. The ovary is con-
siderably enlarged. This form may terminate in reso
lation, or in the formation of abscess. This variety is
most frequently due to the puerperal state, pysemia,
and septicemia.

These two varieties are usually more or less asso-
ciated, but one or the other form predominates.

SyMpromMs.—Since an uncomplicated case of acute
ovaritis is uncommon, it is difficult to dissociate the
symptoms_of the accompanying affection. There is

Severe pain in one or both iliac fosswe, radiating

backward.

Tenderness on pressure over one or both iliac fosse,

More or less prostration.

Fever and its accompaniments.

Perhaps rigors,

Puysican S16xs AND DIFFERENTIATION.—By bimanual
examination (in a simple case) we would feel the ovary
enlarged, very tender, and distinct from the uterus.
But, since it is most often complicated, the diagnosis
and differentiation from the conditions causing and
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resulting from it may be difficult and often is impos-
sible.

Course anp Procyosis.—In the course of several
days resolution often takes place ; but suppuration and
abscess may occur, and the pus be discharged into the
peritoneum, or by the formation of adhesions, through
rectum, intestines, bladder, or vagina. Or, the patient
may get well, with the ovary retained in an abnormal
position by adhesions. Sterility may result from
double ovaritis.

TreEATMENT —Absolute rest ; fluid diet; control pain
by bromides and opium; the latter by mouth or sup-
positories. Leeches may be applied to the groin or
iliac region, and hot applications over the inflamed
organ; heat may also be applied by means of hot
vaginal injections, Blisters over the ovary may be
useful. We can do nothing after the abscess has
formed, except to keep patient quiet, so as to prevent
its bursting into the peritoneal cavity, and waiting for
adhesions to form, so that it will be discharged by one
of the hollow viscera.

Chronie Ovaritis.

DEeriNiTioN.—A chronie inflammation of one-or both
ovaries,

OccurrENCcE.—Quite frequent.

ErroLoay.—Same as that of the acute variety, which
form it may follow; it is often a complication of
uterine disease, and often results from prolapse.

PaTHOLOGY consists in a degeneration and destruction
of the follicles and increased production of connective
tissue, which may either leave the organ enlarged, or,
as a result of its contraction, small and cirrhotic.
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SyMmproMms vary very much in severity, and are not
definite. Any of the following may be present:

Pain over one or both ovaries,

Pain on coition and defecation.

Mammary pain.

Disorders of menstruation.

Sterility.

Hysteria and other nervous phenomena.

Interference with the general health.

Compricarions,—There are often present :

Prolapse of the ovaries.

Inflammations of the uterus.

Displacements of the uterus.

Diseases of the Fallopian tubes,

Prysican SigNs.—Same as in acute form ; tenderness
1s less acute.

Course axp Proeyosis,—Though some cases recover
completely, many are very obstinate, and, despite every
treatment, become steadily worse.

TrEarMENT.—Rest during the menstrual period;
little or no sexual excitement. Vaginal douches of
hot water ; also glycerin-soaked vaginal tampons, and
painting the roof of vagina with iodine every week.
Blisters, nitric acid, issues, iodine, or other counter-
irritants, should be used persistently over the diseased
organ.

The woman should be put in the best general condi-
tion by fresh air, change of climate, nutritious food,
tonics, ete., and the use of bromides for nervous
gymptoms.

Should displacement of the uterus or prolapse of the
ovary be present, these should be remedied.

The occurrence of pregnancy often effects a cure.

Should all these methods have been tried persistently
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and have failed, and the condition still give rise to great
pain and annoyance so as to interfere with the woman’s
health, removal of the ovaries (Battey’s operation), or
of the ovaries and tubes (Tait’s operation, vide p. 246)
may be justifiable; Tait’s operation should be chosen
when the tubes are also involved, as they very fre-
quently are in this condition.

Battey's Operation.

DerinitroN.—Removal of both ovaries to arrest ovu-
lation,

SyNoNyMs.—Oidphorectomy, female castration, spay-
ing, and (incorrectly) normal ovariotomy.

InpicaTrons.—Intolerable dysmenorrhoea.

Excessive menorrhagia.

Excessive hemorrhage from uterine tumors,

Chronic ovaritis; obstinate, and with severe symp-

toms.
Prolapsed ovaries which cannot be kept in place, or
which are fixed.

Presence of ovaries with absence of uterus or vagina.

Hystero-epilepsy dependent upon ovarian irritation.

Insanity dependent upon ovarian irritation.

Other neuroses dependent upon ovarian irritation.

Resvrrs.—In many cases the operation accomplishes
a cure; but it must be remembered that it is dangerous,
often difficult, and in many cases of doubtful utility;
cases of insanity, mania, and melancholia have been
reported as directly following the operation ; so that it
is only to be resorted to as a last resort, and as an
alternative to fatal exhaustion or a life of suffering.

Mortality.—Ot 120 cases reported (American Journal
of Obstetrics, ete., Januvary, 1880), 28 proved fatal—22
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per cent. Hegar operated 42 times, mortality 16.6 per
cent. Tait removed both ovaries 101 times, mortality
5 per cent. In 54 cases, Battey reports: cured, 33;
much improved, 8; little improved, 5; not improved,
8. There was complete menopause in 50, and pseudo-
menstruation in 4; in two of the latter the tubes were
also removed, in the other two they were not removed.

The decrease of the mortality of late years indicates
that with increased experience the dangers of the ope-
ration become less. When many adhesions exist, the
operation is difficult, and the mortality high.

Removal of the ovaries does not remove womanly
attributes nor diminish sexual appetite, and in some
cases menstruation has continued.

Metnops oF OpPERATING.—a. By vagina—Elytrotomy.

. By abdominal section—Laparotomy.

a. By Vagina —The woman is placed on the left
side, in Sims’s position, or in an exaggerated lithotomy
position, anwesthetized, speculum introduced, and the
cervix drawn down to the valva. An incision is now
made with the scissors through the posterior vaginal
wall behind the cervix into Douglas’s cul-de-sac, one
ovary found with the finger and drawn down into the
vagina with the forceps—this is facilitated by supra-
pubic pressare. The ovary is now secured by a silk
ligature, and cut or écraseured off, and the stump
returned into the peritoneal cavity; the other ovary is
removed in the same manner,

The opening may be left to close gradually, or a
drainage-tube may be inserted and the wound stitched
up; irrigation twice daily, and the after-treatment of
ovariotomy is carried out.

When the ovaries are low down, readily felt, and
free from adhesions, this is the better operation, but
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in other cases laparotomy is preferable; in general,
elytrotomy is more difficult and less certain than lapa-
rotomy.,

b. By Abdominal Incision.—The woman being upon
the back and ansesthetized, a median incision from
the symphysis pubis upward for four inches, passing
through the peritoneum, is made; bleeding is arrested
by pressure or by ligatures. Passing the fingers in
and goiding them along the uterus and Fallopian
tube, the ovary is grasped and brought through the
incision, ligatured with thin carbolized silk, and cut
off; the pedicle is returned in a short time—after
hemorrhage has ceased. The other ovary is similarly
treated, the peritoneal cavity thoroughly cleansed, and
the abdominal incision closed ; if the operation has
been an easy one drainage will be unnecessary.

The details of the operation and its after-manage-
ment are similar to those of ovariotomy. This opera-
tion is more difficult than that of ovariotomy.

Hematoma or Apoplexy of the Ovary.

Derinirron.—An effusion of blood into the substance
of the ovary.

OccurrENCE.—Not frequent; usually occurs after
puberty.

Errorogy.—It has been observed after fevers, pur-
pura, and rheumatism; it is sometimes the result of
vicarions menstruation. Beside these, the predispos-
ing and exciting causes of pelvic hematocele also
operate in this condition.

Parnornoay.—It may take place at any time, but
usually it occurs at the menstrual period. The disten-
tion may be so great as to cause rupture of the ovary
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and passage of the blood between the layers of the
broad ligament, or into the pelvic cavity, constituting
pelvic heematocele. Pelvic peritonitis is often caused
by this affection, even without the production of pelvie
heematocele.

Symproms.—Similar to those of pelvic hematocele ;
severe localized pain and symptoms of abdominal
shock.

Puysican Draayosis.—If with these symptoms we
discover a tumor limited to the region of the ovary,
which enlargement has come on suddenly, we may
suspect this condition.

DrrrereNTIAL DiacNosts.—It must be differentiated
from the rupture of an extrauterine fruit sac and pelvie
peritonitis. This is often difficult, and may be impos-
sible.

Course axp Proayosis.—Peritonitis may follow; or
the tumor may diminish in size and the blood be
absorbed. Atrophy of the ovary often follows. The
prognosis is fairly good.

TrearMENT.—That of pelvie hmematocele; should
peritonitis result, this should receive proper attention,



CHAPTER XII.

AFFECTIONS OF THE PELVIC CONNECTIVE TISSUE.
Pelvic cellulitis—Pelvic peritonitis—Pelvic hematocele and hematoma.

TuEesE include :

Pelvie cellulitis.

Pelvic peritonitis.

Pelvic heematocele and haematoma.

Pelvic inflammation is the term uuder which many
authors group both cellulitis and peritonitis. It is,
however, more proper to consider them separately.
Doubtless, they are never completely distinet, for with
cellulitis there is usually some peritonitis, and with
peritonitis there is generally some ceilulitis, since these
structures are so intimately associated. DBut one or
other of these conditions will be found to preponderate,
and the diagnosis is made accordingly; although it
must be confessed it is often difficult and sometimes
impossible to distinguish between them during life.

Pelvie Cellulitis.

DeriNitioN.—An inflammation involving chiefly the
cellular tissue of the pelvis,

Sy~xonvyMms.—Periuterine cellulitis, parametritis, peri-
uterine phlegmon, pelvie abscess.

Occurrence—It is of frequent occurrence, especially
in connection with the puerperal state; it i1s considered
infrequent in the non-puerperal condition.
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Errorosy.—Parturition or abortion—in these cases,
which are by far the most frequent, the direct cause is
thought to be absorption of septic matter.

Inflammation of the uterus.

Inflammation of the ovaries and tubes.

Excessive venery.

Exposure to cold during menstraation.

Operations upon the generative organs,

Direct injury from sound, pessaries, caustics, tents,
or blows.

Parnorogy—The body of the uterus is firmly con-
nected with the peritoneum, no connective tissue being
between them. In this affection, the tissue involved is
situated in the folds of the broad ligament and imme-
diately around the cervix. The connective tissue of the
broad ligament is the part most frequently aftected ;
usually 1t i1s confined to one side. More rarely, it may
be limited to the areolar tissue on one or other side of
the cervix.

The inflammation shows first marked congestion
and then an infiltration of serum, fibrin, and new
connective-tissue cells, with a few pus globules. After
this, resolution may occur, and the exudation be ab-
sorbed; or suppuration and abscess may result. The
abscess may discharge through the wvagina, rectum,
bladder, urethra, or uterus, or through the abdominal
wall, perineum, or saphenous, obturator, or sacro-sciatic
openings, or even into the peritoneal cavity,

The uterus is usually found displaced; disease of
the ovary and tubes is often found associated,

SymproMs.—Invasion may be acute or gradual,

Most cases begin acufely with

Chill ; this may be absent.
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Fever (103° to 104°) and its accompanying symp-
toms—anorexia, headache, nausea and often
vomiting, rapid pulse (110 to 130), and increased
frequency of respiration.

Prostration.

Pain in pelvis, sometimes radiating to back or
down thigh.

Thigh often drawn up on affected side.

Pain in urination and defecation.

When the invasion is insidious, the symptoms are ;

General malaise; showing itself in a feeling of
weakness, anorexia, headache, and nausea.

Slight fever, )

Pain in pelvis,

Flexion of thigh, - as in acute cases,

Urinary disturbance,

Rectal disturbance,

J
Course.—Whether the invasion be sudden or grad-

ual, the symptoms soon become the same, and assume
a chronic form, since resolution is always slow.

Should resolution not take place and abscess result,
the symptoms of suppuration are added; these do not
usually appear before a week or two after the invasion,
often after a longer period; they consist of

Chills, or chilly sensations.

Fever, followed by sweating toward evening.

Anorexia.

Nausea, sometimes vomiting.

Headache.

Diarrhcea.

Slight jaundice (sometimes).

Breath may be sweet and sickening.

These symptoms persist until the pus escapes spon-
taneously, or through interference. |
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When resolution occurs, the symptoms subside
gradually and the patient gets well; but the mass of
exudation may persist for some time additional before
completely disappearing.

Puysrean Siens.—By examining per vagina, rectum,
and bimanually, we find tenderness over the hypo-
gastrium, and feel a distinet fulness or a distinet mass
of exudation to one side of the uterus or in the broad
ligament; occasionally this extends as far as the iliac
fossa, and rarely it occurs behind or in front of the
uterus. The mass is sensitive to pressure; it pushes
the uterus over to the opposite side; when resolution
begins and the exudation contracts, the uterus is drawn
over to the same side.

It abscess has resulted, we get fluctuation—distinct
or obscure; the use of the hypodermic syringe will
aid in doubtful cases.

Too prolonged or rude examination may set up
pelvie peritonitis.

DirpereENTIAL DisaNosis.—It may be confounded
with :

Pelvic peritonitis.

Uterine fibroids,

Small intrapelvic ovarian eystoma.

Pelvie heematocele or heematoma.

Extra-uterine pregnancy.

4
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Differential diagnosis between

Pelvie Cellulitis and Pelvic Peritonitis.

1. The inflammation affects the 1. The inflammation affects the
cellular tissue chiefly. peritonenm chiefly.

2. The effusion is usually con- 2. The effusion is more general,
fined to one side of the ute- around the uteras, and does
rug, and bulges into the not bulge into the fornix ;
fornix. itmay bulge behind the ute-

rus; it produces a harden-
ing of whole roof of pelvis.

3. Less pain and tenderness. 3. Excessive pain and tender-
Ness,
4. Only one leg is drawn up, if 4. Both legs usually drawn up.
any.
5. Vomiting less frequent. 5. Vomiting more frequent.
. Constitutional symptoms less 6. Constitutional symptoms -
marked. more marked.
7. Uterus is more movable. 7. Uterus is less movable.
8. Uterus displaced to one side. 8. If displaced at all, it is to
the front.

But although these tables look very well on paper,
yet clinically we are often unable to distinguish be-
tween the two, and must often diagnosticate pelvie
inflammation.

Uterine fibroids do not give an acute history, are
firmly connected with the uterus, are rounder, painless,
and free from tenderness, and are movable. Should
they become inflamed, however, the differentiation
would be more difficult.

Small intrapelvic ovarian cystoma is more movable,
rather higher up, does not bind down uterus, gives no
acute history, and puncture reveals ovarian fluid.

Pelvic hematocele occurs suddenly, history is ditterent,
there are symptoms of loss of blood, and usually
hemorrhage from the uterus; the tumor issoft at first,
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and then hardens (unless suppuration occurs), whilst in
cellulitis the hardness either disappears or softens,

Extrauterine pregnancy should rarely be confounded.
The history of pregnancy, the mammary and uterine
changes, the congestion of the genitals and the prog-
ress of the case, would distinguish. There would be
no acute symptoms until rupture, and then the symp-
toms would be those of shock.

CompricatioNs.—These are quite frequently present,
and include:

Pelvic peritonitis,

Ovaritis,

Salpingitis.

Endometritis.

Uterine displacements.

Resvrrs.—In the most favorable cases, the acute
symptoms subside in two or three weeks, and with
this resolution takes place, and the patient begins to
convalesce ; in two or three week more, she is entirely
well, and the exudation has disappeared.

Very often the acute symptoms disappear, but the
exudation still remains, and it 1s absorbed very slowly,
and during this time the woman is not entirely well;
this period may last from two to three months.

In still other cases abscess results; this may be evac-
uated directly by the various channels already men-
tioned : or there may result one or more long fistulous
openings which interfere with the free evacuation of
the pus, and in this way suppuration is prolonged by
the formation of a pyogenic membrane upon the inte-
rior of the sac. Finally, the mass may become riddled
with small abscesses, and then the case becomes very
unfavorable and chroniec.

As a consequence of cellulitis, permanent displace-
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ments of the uterus and their symptoms, atrophy,
chronie inflammation or destruction of one or both
ovaries may result; or the Fallopian tube may become
inflamed, and stricture and its results take place.

Proeyosis.—From what has just been said, it will
appear that although, as far as life is concerned, the
prognosis is good—very severe infectious cases, oceur-
ring after parturition, may be fatal—yet neither the
duration nor the consequences of the disease can be
foretold; hence the prognosis as to complete recovery
must be gnarded.

TrEATMENT.—May be divided into:

1. General.

2. Local,

3. Treatment of pelvic abscess,

1. General Treatment.—The woman should be kept
quiet, and absolute rest enforced; the urine may be
drawn with the catheter if the woman cannot void it
in the recumbent posture. The bowels are allowed to
remain constipated for the first few days, and then
moved by gentle enemata, or a mercurial or other non-
irritating purge (such as castor oil, Rochelle salt, com-
pound licorice powder, ete.). Diet should consist of
milk and beef-tea. Alecoholic stimulants may be re-
quired for the heart’s action. The temperature does
not usually require reduction; but should it become
excessively high, aconite in drop doses, quinine, or
sponging the body, may be resorted to. Opium by
mouth, rectal enemata, suppositories, or hypodermati-
cally, in quantities suflicient to control the pain, should
be given.

After the acute symptoms have passed, and the
woman is convalescing, and the induration being ab-
sorbed, or the abscess discharging, the diet should be
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nutritious ; iron, quinine, and nux vomica should be
administered, and a small quantity of wine given with
meals.

2. Local Treatment.—At the very beginning, the ap-
plication of ice or of leeches may be advantageous;
when the inflammation has become established, warm
fomentations over the epigastrium and vaginal enemata
as hot as can be borne, are serviceable, After the acute
gymptoms have passed, blisters should be applied over
the seat of induration.

3. Treatment of Abscess—If it becomes evident that
suppuration is taking place, we should wait for point-
ing of the abscess if the condition of the patient will
admit of delay. Though the pus usually discharges
itself by mucous or cutaneous surfaces, in rare cases it
bursts into the peritoneum, and then the result is
usually fatal ; hence we cannot always wait for sponta-
neous opening. Should the symptoms of the patient
indicate marked purulent absorption, a hypodermatic
exploring needle is plunged into the softened spot, care
being taken to avoid large vessels, if possible; if pus
be found, the needle of the aspirator is now passed in,
the matter discharged, and the cavity washed out with
carbolized water. Should the sac fill up again, a more
free opening 1s indicated; this i1s done with bistoury
or the galvano-cautery kunife; a double drainage-tube
is inserted, and the cavity washed out regularly until
it closes.

If we have our choice of the seat of opening, the
vagina, next the rectum, and lastly the external ab-
dominal wall should be selected. If long sinuses
exist, which show no tendency to heal, these should
be seraped, dilated with tents, or incised; if the pyo-
genic membrane still secretes pus, it may be filled
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with tincture of iodine or a strong solution of carbolie
acid, and then these fluids removed. IFistule are to
be treated by making direct exits, and by operative
procedures, which are described elsewhere,

In cases of pelvic abscess, Mr. Lawson Tait advo-
cates and practises opening by abdominal section,
cleansing out the purulent mass, uniting the edges of
the walls to the abdominal incision, and establishing
drainage. In thirty cases of abdominal section for the
cure of pelvic abscess, all cases recovered.

Pelvic Peritonitis.

Derivirron,—An inflammation affecting the pelvie

peritoneum chiefly.

SynonyMms.—Perimetritis, pelveo-peritonitis.

OccurrENcE.—Whilst pelvie cellulitis is seldom dis-

connected from puerperal causes, pelvic peritonitis

occurs very frequently in the non-parous woman; it
is of quite frequent occurrence.

Erionocy.—Pelvic cellulitis; by contiguity.

Parturition and abortion; due to sepsis or to in-
juries.

Gonorrhea; by passage of the virus along the tubes
into the peritoneal cavity, or through sympathetic
irritation,

- Latent™ gonorrhea in the male (Noeggerath); a
gonorrhea apparently cured infecting the vagina
and thence extending to the tubes,

Endometritis, ovaritis, and salpingitis; by extension.

Pelvie tumors—uterine fibroids, ovarian tumors,
carcinoma, and tuberculosis.

Imprudence during menstruation,

Excessive venery.
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Uterine displacements, especially prolapse.

Traumatism ; falls, blows, cutting operations, ete.

The use of instruments on the uterus; for examina-
tion or curative purposes, or for abortive purposes;
tents, sounds, pessaries, and even caustics,

Escape of fluid into peritoneal cavity; from hgema-
tocele, puncture or rupture of ovarian cyst, extra-
uterine pregnancy, pelvic abscess, intrauterine
injections, ete.

ParnoLocy.—There are at first congestion and dry-
ness of the peritoneum with desquamation of its epi-
thelial layer, which gives it a dull sodden appearance.

In the next stage there is an exudation of serum,
fibrin, and pus in varying proportions; it may be
chiefly serous with only a little fibrin and a few pus
cells, or principally fibrinous with a little serum, or
sero-purulent, or fibrino-purulent in bad cases.

When serous, the fluid collects in Douglas’s pouch ;
it may become encysted here by a fibrinous exudation;
if the patient recovers, the serum is absorbed.

. The fibrinous exudation gives rise to adhesions be-
tween the uterus and neighboring organs and walls
of the pelvis; it fastens down the uterus and its ap-
pendages; these adhesions, if the patient recovers,
remain for a very long time; they may become
stretched and very thin, but it is doubtful whether
they ever entirely disappear.

The pus may be entirely absorbed if in small quan-
tity ; if in large amount, it forms an abscess which is
then subject to the same course as that occurring with
cellulitis,

Pelvie peritonitis may extend and involve the general
peritoneum.
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Symproms.—We may distinguish two forms, acute
and chronie.
Acute Cases: Rigors—these may be absent or simply
chilly sensations may mark the invasion.
Febrile movement, 102° to 104°, but may rise to
106° in bad cases.
Rapid pulse, at first full, afterward weak.
Anorexia.
Nausea and vomiting.
Constipation.
Tympanites.
Prostration.
Rapid emaciation.
Dorsal decubitus.
Lower extremities flexed.
Extreme tenderness over abdomen,
Pain in lower part of abdomen.
Diffieulty in micturition.
Anxious and pinched countenance.
Mind clear, but may be slight delirium at night.
From this it will be seen that the symptoms resem-
ble very closely those of acute general peritonitis; the
pain is, however, rather less severe, the tympanites less
marked, and the prostration not as great.
Chronic Cases : In these the invasion is very insid-
ious. There is
Pain in pelvis; increased upon locomotion, vaginal
examination, or coition,
Feeling of weight in pelvis.
Emaciation.
General depreciation of health.
Anorexia.
Slight febrile movement.
Disturbances of menstruation.
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Disturbanees of urination.

Disturbances of defecation.

Puysican Siexs.—Great sensitiveness will interfere
with thorough examination.

During the first stage, nothing but a hot and wde-
matous feeling in the vagina will be recognized,
Later, the pelvic roof will feel hard and resisting,
and this feeling will be more or less diffuse; behind
the uterus, less frequently to one side of it, we often
feel a resisting mass due to the exudation,

The uterus is displaced, most often forward, and
with its appendages is fixed; this displacement may
be increased or altered later on by the contraction of
the adhesions.

When an encysted serous exudation is present, this
will generally be in Douglas’s pouch, and give an
indistinet sense of fluctnation.

Abscess will give the same signs as that occurring
with cellulitis. |

DirrereENTIAL DIiacNosis.—It would most easily be
confounded with :

Pelvic cellulitis.

Pelvic heematocele, or heematoma.

Uterine fibroids.

Fecal impaction.

Small intrapelvie ovarian cystoma.

Extra-uterine pregnancy.

The differentiation of these is accomplished by re-
membering the points given under cellulitis (vide p.
313).

Course AND Resurnrs.—The case may terminate in
recovery after several weeks; the adhesions remain, as

do also the displacements of the uterus and its append-
14%
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ages; these adhesions may become stretched and loos-
ened, but probably never disappear,

The disease may pass from the acute to the chronic
form, or it may spread to the general peritoneum, and
is then usually fatal.

If the patient recovers, serum is absorbed and also
pus if in small quantity. If pus be present in large
amount, it forms an abscess, and this follows the same
course as in cellulitis,

Sterility may result from binding down or stricture
of the Fallopian tube, atrophy or destruction of the
ovary. The displaced uterus will also give rise to
symptoms in time. There often remains a tendency
to abortion, since the uterus cannot expand and rise
as 1t should during pregnancy.

In eome of the chronic cases there is a marked ten-
dency to exacerbations upon the slightest cause, such
as menstruation, ete.

Proenosis.—The prognosis as regards the immediate
effect on life is good except in septic and gonorrheeal
cases; it must be remembered that the disease may
become general, and that abscess may form and influ-
ence the result.

The prognosis in regard to future comfort of the
woman must be very guarded, considering the inevi-
table displacements of the uterus and the changes in its
appendages, which tend to produce sterility, abortion,
dysmenorrheea, amenorrhea, ete.

TREATMENT. Acute Cases,—Same as that of cellulitis,
excepting that we must use larger doses of opium—
sufficient to control the pain and keep the patient ab-
solutely quiet. The weight of the bed-clothes should
be kept from the abdomen by a supporting cradle.
The bowels should be left undisturbed until after the
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fever has subsided. The fever will often be high and
need reduction by the abdominal ice-water coil or by
placing the patient upon a Kibbee’s cot.

Chronie Cases.—These are treated as are cases of
cellulitis after the acute symptoms have passed. Con-
valescence is slow and treatment must be long-con-
tinued.

Abscess is treated just as though it resulted from
cellulitis. The collections of sero-pus, if not absorbed,
may be required to be evacunated in a similar manner
to that employed with purulent ones, if they interfere
with the health of the woman.

In convalescence from both pelvie cellulitis and peri-
tonitis, the amount of exercise which should be allowed
the patient is such that it will not tire her, nor cause
any local annoyance or pain; more than this is hurtful.
Sexual relations should also be forbidden during con-
valescence.

Pelvic Haematocele and Hematoma,

Derixition., —A collection of blood in the pelvic
cavity, usually into the peritoneum, sometimes behind
it. In the former case it is called pelvic hematocele ; in
the latter, pelvic heematoma.

SynonyMs.—DBloody tumor of the pelvis. Of hemato-
cele : Retro-uterine hmematocele, uterine hsematocele.
Of pelvic hematoma : Periuterine heematoma, thrombus.

OccurRENCE.—They are not common. Schrider
estimates their frequency as 7 per 1000 gynecological
cases.

Ertoroay. Predisposing Causes.—Period of sexual
activity ; the majority occur between twenty-five and
thirty-five.
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Menstrual period.

Multiparz.

Chronic uterine, ovarian, or tubal disease,

Former pelvic peritonitis or cellulitis.

Varicosities of subperitoneal veins or of those of

broad ligament.

Aneurismal dilatation of the pelvic arteries.

Plethora or ansemia.

Scurvy, purpura, and hemophilia.

Phosphorus poisoning.

FExciting Causes.—Sudden checking of menstrual flow.

Profuse menstruation.

Violent exercise or coitus during menstruation.

Excessive coition,

Blows and falls.

Obstruection in tube, uterus, or cervix.

Violent efforts.

Varieries.—1. Infraperitoneal—most common—the
effusion takes place into the pelvie peritoneum; it is
then called pelvic hematocele.

2. Extraperitoneal or subperitoneal—uncommon—the
effusion takes place beneath the pelvie peritoneum, in
the areolar tissue of the pelvis, or between the layers
of the broad ligament ; it is then called pelvic hematoma.

Sovrces oF THE HEMORRHAGE.—1. Pelvic peritoneum
and connective tissue; from the veins of the pampini-
form plexus, or subperitoneal veins, or those in the
connective tissue, i

2. Pelvie arteries; seat of aneurism or otherwise
diseased.

3. Uterus; rupture, regurgitation of menstrual blood,
rupture of interstitial pregnancy.

4. Fallopian tube; rupture of tubal pregnancy,
hyperszemia of the mucous membrane.
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5. Ovaries; rupture of ovarian pregnancy, of Graafian
follicles, or of bloodvessels.

Parnoroay.—In hematocele the blood collects in
Douglas’s pouch, or more rarely beneath the pelvic
peritoneum. After a few days it coagulates, changes
into a thick grumous or tarry mass, and finally into a
hard nodular tumor consisting chiefly of fibrin. It is
soon hemmed in by organization of an effusion result-
ing from the local perifonitis excited; in this way it
is shut off from the general peritoneal cavity above.
Sometimes the blood collects between the layers of a
previously existing mass of adhesions caused by a
former peritonitis.

When of the subperitoneal variety (hematoma), the
blood readily makes a cavity in the loose areolar
tissue, ,

As already stated, absorption usually takes place;
instead of this, the blood may be discharged into the
vagina, rectum, bladder, or, rarely, the peritoneum.
Or, rarely, suppuration may take place in the mass,
previous to or during its discharge.

Symproms.—The symptoms of both forms are the
same. There may be premonitory symptoms due to
an exaggeration of those caused by preéxisting dis-
orders, such as pain in the hypogastrium, metror-
rhagia, ete.

The symptoms are usually ushered in suddenly by
the loss of blood; but this may be gradual. The
symptoms depend upon the rapidity and the amount
of blood effused; they are due to the loss of blood,
peritoneal shock, and consequent peritonitis; or,
rarely, septiceemia, and the mechanical effects of the
retrouterine tumor.
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The symptoms due to abdominal shock and loss of blood
are: |

Pallor.

Faintness, or even syncope.

Prostration.

Nausea and vomiting,

Great thirst.

Dimness of vision.

Rapid and feeble pulse,

Sighing respiration.

Cold surface covered with perspiration.

Subnormal temperature.

Pain in pelvis,

Uterine tenesmus,

Metrorrhagia.

These symptoms are, in rare cases, so pronounced,
that they terminate in collapse, and the patient dies;
but, more commonly, reaction sets in within a day or
two, and then we have these symptoms diminish in
intensity, and there are added those of pelvie perito-
nitis. |

The mechanical effects of the tumor behind the
uterus, besides exciting inflammation, are interference
with micturition and defecation, showing itself by
frequent desire to micturate, painful micturition,
sometimes retention of urine and constipation.

Puysican Siexs.—Apply to both forms: By ab-
dominal palpation, vaginal touch, and combined ma-
nipulation, we discover a tumor of variable size lying
behind the uterus, rarely in the folds of the broad
ligament or in front of the uterus. If we examine
immediately after the accident we do not feel any
tumor, since the blood is still fluid; but if previous
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peritonitic adhesions have existed through which the
blood is hemmed in, the mass is made palpable.

In a day or two sufficient peritonitic exudation has
taken place to encase the fluid; then we find a soft,
smooth, and obscurely fluctuating mass; in a few days
this is further changed into a firm, solid tumor. The
uterus lies in front of this tumor, the cervix being
pushed against the symphysis, and with the uterus is
often elevated, so as to be out of reach of the finger.
By rectal examination we find the tumor encroaching
upon the space of the bowel.

Should suppuration of the mass take place, the
physical signs become changed correspondingly.

DirrerentiaL Dragyosis.~They require to be differ-
entiated from each other and from :

Pelvic cellulitis and abscess.

Pelvie peritonitis, especially when a serous effusion

has been enclosed in Douglas’s pouch.

Retroflexion and retroversion of the uterus.

Fibroid on posterior wall of uterus,

Extrauterine pregnancy.

Ovarian cyst behind uterus.

The following tables (taken from the American Sys-
tem of Gynecology, Van de Warker) will serve to differ-
entiate pelvic heematocele from pelvic heematoma :

HEMATOCELE.

Tumor higher up, projecting at
the sides and behind the uterus.

Uterus fixed in varying direc-
tions.

No discoloration of the vaginal
cul-de-sac ; frequent palencss
of mucous membrane,

HxemaToMmA.

Tumor descending into recto-
vaginal septum.

Uterus pushed upward and for-
ward ; more distinct from the
abdominal tumor.

Violet color of the vaginal cul-
de-sac,
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Pelvic Cellulitis and Abscess.—There is no such sudden -
development, and usually no hemorrhage from the
uterus. The tumor is usually at the side of the uterus,
is very tender, is hard at first and softens afterward,
and does not press the uterus forward nor lift it up.

Pelvic Peritonitis, especially when a Serous Effusion has
been enclosed in Douglas’s Pouch.—Here we have inflam-
matory symptoms from the first, the invasion is differ-
ent, there 1s usually no hemorrhage from the uterus,
no symptoms of profound ansemia, the mass is very
tender, it does not harden rapidly; puncture with
carbolized hypodermatic needle is justifiable if still in
doubt.

Retroflexion and Retroversion of the Uterus.—There is
no history of symptoms of profound anemia: only one
mass will be felt, and this consists of the uterus, while
in hematocele we find the uterns as a small mass in
front of a posterior one; no changes take place in the
retroflexed or retroverted uterus; if non-pregnant, the
sound will decide; examination by rectum and abdo-
men usually settles any doubt.

Fibroid on Posterior Wall of Uterus.—No sudden on-
set, growth gradual, painless, not tender, moves with
uterus, does not fix the latter, and does not displace
it as much, and is hard and nodular.

FExtrauterine pregnancy is accompanied by history and
mammary and other signs of pregnancy, including
amenorrheea, is of slow growth, and rarely gets behind
the uterus.

Ovarian Cyst behind Uterus.—No history of sudden
onset, not accompanied by inflammatory symptoms,
nor those due to loss of blood, is painless, and in-
creases in size instead of diminishing.

Course.—In most cases the patient recovers from
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the shock and the symptoms due to loss of blood and
the peritonitis, in a few weeks; the blood is absorbed
in several weeks or months, and nothing but a small
fibrous mass, which gives rise to no inconvenience,
remains, When a great deal of blood has been lost,
the patient may die from the effects of this—but this
1s rare,

The mass may be discharged by vagina, rectum,
bladder, or, rarely, peritoneum (in the last case it ex-
cites fatal peritonitis). Should the mass suppurate
through artificial opening or spontaneously, septic-
semia often ensues, and is then usually fatal.

Proayosis.—Depends upon the amount of blood
lost, and the intensity of the subsequent peritonitis.
Usually it is favorable.

TrEATMENT.—Same in each form. 1. A¢ the Time of
Hemorrhage.— Absolute quiet on back, head lowered
if great anemia exists, ergot by mouth or hypoder-
matically (5 fluid extract every ten minutes—four
doses), ice-bags to abdomen, stimulants to prevent
heart-failure, and warmth to the extremities,

If collapse is threatened, increase stimulants and
give hypodermatic injections of gr. 1 digitalin and
5 whiskey, or brandy 3ij and ether 3ss.

2. After reaction sefs in, treat the case as you would
one of idiopathic pelvie peritonitis.

3. Locally.—Do not interfere with the effused blood ;
in most cases it becomes absorbed ; whilst, if you in-
cise, you increase the risk from hemorrhage and from
septiceemia. If, however, the mass has begun to sup-
purate, and the patient is beginning to show signs of
septic derangement, it should be opened and treated
like pelvic abscess,



CHAPTER XIII.

DISORDERE OF . MENSTRUATION-—CILOROSIS.

Physiology of menstruation—Amenorrhea—>Menorrhagia and metror-
rhagia—Dysmenorrhea—Chlorosis.

THESE include :
Amenorrheea.
Menorrhagia.
Dysmenorrhea.

These are, properly speaking, merely symptoms of
pathological conditions, which are in most cases defi-
nitely known, and have been considered in wvarious
parts of this book. DBut it is very convenient to treat
separately of these abnormalities of menstruation.

PuysioLocy or MEeNsTRUATION.—Menstruation con-
sists of a periodical bloody discharge from the external
genitals in the female. This usually occeurs about every
twenty-eight days, and is dependent on ovulation. At
each period a Graafian follicle reaches maturity, and
approaches the surface of the ovary, causing a pro-
tuberance; this is accompanied by marked congestion
of the ovaries, tube, and uterine mucous membrane,
The Graafian follicle and the overlying ovarian stroma
burst, and the contents of the former, with some of
the membrana granulosa attached, escape, are grasped
by the Fallopian tube and conveyed to the uterus.
The emptied ovisac fills up with blood, and undergoes
changes which convert it into the corpus luteum.

Whilst ovulation is going on, or before, or directly
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after—this has not been exactly determined—the en-
gorged mucous membrane of the uterus sheds its super-
ficial layer in fragmentary débris; this, together with
a certain amount of blood derived from its ruptured
vessels, and mucus, constitute the menstrual discharge.

It 1s difficult to give a standard menstrual flow, tor
it varies so much, even in health. In general terms, it
is one which does not produce any deleterious effects
upon the general health, and is accompanied only by a
very slight pain in the back, a feeling of fulness in the
pelvis, and a slight general malaise, and in which
about four or five ounces of blood are lost; it lasts on
the average five days—on the first day there is a mucous
or mucopurulent discharge, on the second a little blood
is added, on the third and fourth it is largely bloody,
and on the fifth again becomes mucous or mucopuru-
lent. DBut it may last longer than five days, or more
than five ounces of blood may be lost, and yet be per-
fectly normal,

Menstruation continues between puberty (about
fifteen) and menopause (about forty-five), excepting
during pregnancy, and generally ceases during lacta-
tion; exceptionally, menstruation may extend far be-
yond the limits in years just given.

Amenorrheea.

Derinirion.—Absence of menstruation in a woman
in whom it should naturally be present. This does
not include cases of atresia; for here there is men-
struation, but the discharge cannot escape.

OccurreNCE.—It is met with frequently, more espe-
cially in the higher classes,

Varreries.—1. Primary or congenital amenorrheea,
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or emansio-mensium, where the discharge has never
appeared.

2. Secondary or acquired amenorrheea, or suppressio-
mensium, in cases in which it has previously regularly
appeared.

Eriorocy. 1. Primary: a. Local.—Absence of uterus

or ovaries,

Rudimentary uterus or ovaries.

. Constitutional.—Chlorosis.

Plethora.

Tubereulosis.

2 Secondary : a. Local.—Atrophy of the uterus.

Superinvolution of the uterus.

Atrophy of both ovaries.

Disease of both ovaries (especially cystic).

Pelvic peritonitis and cellulitis.

Exposure to wet and cold during menstruation.

b. Constitutional.—Chlorosis.

Plethora.

Tuberculosis.

Obesity.

Chronic diseases of liver and kidney (occasion-
ally).

Acute diseases, especially fevers.

General debility from indolence and luxury, un-
healthy occupations, want of exercise and fresh
air, and bad sanitary conditions.

Change of mode of life.

Change of climate (seen in emigrants).

Mental emotion.

Parnorocy.—Is indicated by a perusal of the causes.

Menstruation is absent during pregnancy, before
puberty, after the menopause, and in most cases during
lactation; but it is not uncommon to find a woman
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nursing her child and yet menstruating, even a few
months after delivery.

Under certain circumstances the onset is retarded ;
it may not appear until the sixteenth or seventeenth
year or even later. The menopause may occur very
early—even as early as twenty-five, though this is rare.

Amenorrhea must be differentiated from atresia by
physical examination.

In rare cases, menstruation may be vicarious, and
take place from the nose, gums, stomach, lungs, ulcers,
hemorrhoids, intestines, or into the retina, or beneath
the skin.

Course AND Procxosis.—Depend upon the cause
and upon whether the condition be primary or secon-
dary. If the cause be one which can be removed, the
prognosis i1s good, for menstruation will then re-
appear.

TrearMENT.—Consists in discovering and removing
the cause. Whilst this is being done, we can with
advantage make use of local stimulating treatment to
hasten the result.

Constitutional Treatment.—The treatment of most ot
the constitutional causes has already been given or
will be detailed under chlorosis (vide p. 352); or else
it belongs to medical works.

Plethora is treated by abstraction of blood from time
to time, non-stimulating and light diet, avoidance of
alcoholics, use of considerable exercise, and catharsis
by salines two or three times a week.

Local Treatment.—W hen the uterus is absent we can
do nothing except to abstract a small amount of blood
at each epoch, should there be any distressing symp-
toms. In other cases the local treatment may consist of':

Emmenagogues.
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Enemata.

Baths,

Cupping.

Tents.

Sounds.

Intra-uterine stem pessaries.

Electricity. -

Emmenagogues are very often of no service; but still
in some cases they cause local congestion and stimula-
tion, and are decided aids. The best is potassium per-
manganate in doses of one or two grains three times
a day. Dr. Fordyce Barker, who was the first to bring
this drug prominently before the profession, reports
most excellent results from its use, and these reports
are corroborated by others. It is beat given in pill
form, but owing to its irritating effects upon the
stomach, the patient should be instructed to drink at
least a tumblerful of water immediately after taking
the pill. Binoxide of manganese and apiol have also
proven beneficial in some cases.

The less useful emmenagogues are iron and aloes,
myrrh, tansy, ergot, rue, and savine. The use of em-
menagogues is not unattended with danger of produe-
ing inflammation.

Vaginal enemata of hot water, plain or medicated with
aloes or salt, are useful.

Baths, as hot as the patient can bear them—foot-
baths with mustard, or hip-baths—may prove valuable,

Cupping the cerviz by a syringe, consisting of a eylin-
der of hard rubber, from which the air is exhausted by
the piston, is of service.

Tents may, by irritation produced, be followed by
success,
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The sound, passed daily for weeks, is often followed
by good results.

Intra-uterine stem pessaries supply continuous stimu-
lation and irritation, and are of great value. The best
are those in which the stem is composed of two metals
—copper and zinec—whereby a feeble electric current
is excited. They are held in place by ahdominal bands.

Lllectricity may also be applied by using the battery;
one pole is applied over the lower part of the spine and
the other introduced into the uterus,

Local treatment should be persevered in for some
time in all cases; it may take even a year before the
desired effects are accomplished.

Menorrhagia and Metrorrhagia,

Derinrrion,.— Menorrhagia is too great a loss of blood
at the menstrual period; since the normal quantity ot
blood lost at each period is subject to great variations,
the profuse discharge mmnst give rise to deleterious .
effects in order to constitute menorrhagia; this symp-
tom is popularly known as “ flooding.”

Metrorrhagia is any loss of blood from the uterus
occurring during the intervals of menstruation. It is
considered in connection with menorrhagia for con-
venience’ sake, and because almost everything which
is said of the latter applies to the former; it is not,
however, a disorder of menstruation,

OccurrENCE.—They are of very frequent occurrence.
They are merely symptoms of very common pathologi-
cal conditions,

Erronogy. 1. Constitutional Causes.— Angemia and

chlorosis,

General debility.
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Proaxosis.—Depends upon the cause; usually it is
favorable; if the cause be removable, the chances of
cure are good.

TrEATMENT.—Is curative and palliative.

1. Curative Treaiment.—This consists of the removal
of the cause, after this has been determined ; the details
of treatment of these various conditions have been
given in different parts of this volume, or are to be
found in treatises upon the practice of medicine.

Exceptionally, the menorrhagia or metrorrhagia is
salutary—in certain cases of diseases of the heart,
liver, or kidneys.

2. Palliative Treatment.—This is to be employed to
check the flow until cure can be established.

The woman is to be kept quiet in bed, opium used
to insure this; iced cloths applied to lower part of the
abdomen, the bowels moved by an enema, food to be ice-
cold; and iced lemonade, or ice water, to which thirty
drops of aromatic sulphuric acid have been added, is
to be given; the foot of the bed is to be raised somewhat.

As hsemostatics, the most valuable are :

1. Extr. ergot. fl. 3s8 ad 5j; by mouth, rectum, or
hypodermically.

2. Ergotin or extr. ergotae, gr. v ad x; in pill or by
rectal suppositories,

3. Acid. gallici, gr. v ad xx.

4. Tinet. cannab. ind., m xx ad xl.

5. Extr. cannab. ind., gr. 1.

6. Extr. cannab. ind. fluid., m j.

7. A very useful pill is:

R .—Ergotin. . . : . . . « Zr. B8,
Quinine sulphat. . : ¢ . - gr.fij.
Exir. nueis vom. . : 3 : . gr. }.—M.

S.—0One pill t. i. d.
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These should be administered in the doses given,
every two or three hours, until the desired effect is
produced.

If the hemorrhage still continues, vaginal tampons
gshould be employed; if the simple ones are unsue-
cessful, others soaked in alum, tannin, or iron subsul-
phate (diluted 1 to 3) are applied to the cervix and
then the vagina retamponed.

Should all these means fail, nothing is left to us but
to dilate the cervix and swab out the interior of the
uterus with a dilute solution of iron subsulphate, alum,
or iodine; or we may inject these solutions gently.
This procedure is not free from danger, but it is proper
as a last resort.

Dysmenorrheea.

Derinition.—Excessively painful menstruation.

OccurrENCE.— Very frequent.

Errorocy.—It is due to some abnormal state of the
uterus, its appendages or surroundings, or to the
general condition of the woman; but there are many
cases which occur without assignable cause.

Varieries.—It is customary to speak of the fol-
lowing :

Neuralgic dysmenorrheea.

Congestive dysmenorrhcea.

Obstructive dysmenorrheea.

Membranous dysmenorrheea.

Ovarian dysmenorrheea.

Very often we cannot differentiate between these
varieties; there may be a combination of two or more
forms.
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Neuralgic Dysmenorrheea.

DerinrrioNn.—In this form we can discover no strue-
tural cause for the pain; it is apparently due to a
peculiar nerve-state accompanying neuralgia in gen-
eral, the irritation being supplied by the local conges-
tion attending menstruation.

Sy~oNyMs.—Sympathetic dysmenorrheea, spasmodic
dysmenorrheea (the latter is of doubtful correctness).

OccurreENCE.—Very frequent.

ErroLogy.—That of neuralgia elsewhere:

Angemia.

Chlorosis.

Malaria.

Gout and rheumatism.

Lead poisoning.

Enervating habits.

Masturbation and excessive venery.

Debilitating diseases.

Unhealthy occupations.

Sedentary occupations,

Excessive mental application.

All these causes tend to produce the so-called
“ neuralgic diathesis.”

SymproMs.—The pain accompanying this form of
dysmenorrheea is of a neuralgic character; either a
sharp and fixed, or a lancinating or colicky pain,
usually referred to the pelvis; sometimes it radiates
from here down one thigh or up into one shoulder; 1t
may be referred to the entire abdomen, or, rarely, to
an entirely different part of the body.

It usually shows itself some hours before the flow
commences ; it may disappear when the menses come
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on, or continue, usually less severe, throughout the
period.

It is always an annoying pain; sometimes it is
excruciating, and may render the patient almost
maniacal for the time.

During the intermenstrual period, the woman often
has neuralgias elsewhere.

DIFFERENTIAL DI1AGN0SIS FROM OTHER FORMS OF Dys-
MENORRH®EA.—In Congestive or Inflummatory, there are
constitutional disturbances, signs of uterine or peri-
uterine disease, which persist in the intermenstrual
period, and the dysmenorrhea does not usually oceur
with every period.

In Obstructive Dysmenorrhea, the pain is expulsive in
character; it increases until a quantity of blood es-
capes, and then it stops, but soon increases again until
the contents of the uterus are expelled; the discharge
consists of clots; on examination we find an obstruction,

In Membranous Dysmenorrhea, there 18 increasing ex-
pulsive pain until the membranous cast 1s expelled.

In Ovarian Dysmenorrhea, pain usually comes on a
few days before the discharge; it usually ceases when
the discharge appears; the ovary is often swollen and
tender; the pain is over one or other ovary; there are
often mammary irritation, vomiting, and hysteria.

Course.—If the etiological factor be not removed,
it has a tendency to become worse, and often leads to
the other forms of dysmenorrheea,

Proaxosis.—Is good, if the patient be able to adopt
medical measures to insure a cure, such as entire
change of mode of life in some cases; if this cannot
be done the prognosis is unfavorable as regards cure,
but amelioration of the pain can usually be obtained.
Parturition effects a cure in most cases.
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TrEaTMENT.—Ascertain the predisposing cause and
treat this.

If chlorosis exists, this should be treated as given
elsewhere ; if malaria, this should receive proper at-
tention, ete.

In the intermenstrual periods, local treatment of the
uterus by sounds, tents, intrauterine stem galvanic
pessaries, and electricity, as used in amenorrhea, may
be beneficial,

For the pain there are certain remedies which will
remove it entirely or partially; the best of these ano-
dynes are tinct. cannab. ind., m xx; chloral, gr. xv;
potass. brom., gr. xxx; chlorodyne, m xxx; supposi-
tories of extr. opii, gr. ss,, and extr. bellad., gr. ss, or
extr. hyoscyam., gr. j; or apiol, m v; or hot water
enemata, containing tinct. asafeetidee, or a hot hip or
general bath.

These remedies are to be repeated two or three times
a day, p. r. n. Beware of giving opium by the mouth
or subcutaneously, since this may be the starting-point
of the opium habit.

Congestive and Inflammatory Dysmenorrheea.

DEeriNiTIoN.—This form is accompanied by, and has
for its apparent cause, some abnormal condition of the
uterus, its appendages or pelvic surroundings; these
parts, owing to their abnormal state, become exces-
sively congested, and in some cases inflamed, during
the catamenia; this gives rise to pain.

OccURRENCE.—Quite common. It usually oceurs in
women who have menstruated before, but it may be
primary.
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ErioLogy.—The most frequent causes are :

Plethora.

Exposure to wet and cold at menstrual period.

Displacements of uterus.

Uterine fibroids.

Chronic metritis.

Endometritis.

Pelvic peritonitis and cellulitis.

Salpingitis.

SymproMs.—At the menstrual period the patient is
seized with a severe pain in the pelvis; this lasts
throughout the epoch, though sometimes becoming
gradually less.

With this pain, there is a variable amount of con-
stitutional disturbance—fever, rapid and full pulse,
headache, anorexia, nausea, constipation, and nervous
irritability.,

DIFFERENTIATION FROM OTHER FORMS OF DYSMENOR-
RHEA.—This will usually be easy. The presence of
constitutional disturbance, the non-expulsive character
of the pain,the absence of neuralgias elsewhere in the
intermenstrual period, the absence of obstruction and
of ovarian tenderness, and the diagnosis of some
abnormal condition of the uterus, appendages, or
surroundings, will distinguish it.

Pgocyosis.—Depends upon whether the condition
causing it is remediable, If the pathological condi-
tion is one amenable to treatment, the prognosis is
favorable.

TreEsaTMENT.—Consists in removing the causes; the
methods of accomplishing this have been described in
different parts of this work.

If due to plethora—depletion by leeches or lancet,
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cathartics, active exercise, and non-stimulating diet are
indicated.

When due to exposure to wet and cold—rest, warm
baths, and diaphoretics are serviceable.

In all cases, rest during the flow is necessary; the
treatment of the pain is identical wtth that desecribed
in the neuralgic variety.

Obstructive Dysmenorrheea.

DeriNiTioN.—A form of dysmenorrhea due to some
mechanical impediment to the free escape of the flow,
This obstruction may exist in the cervix or in the
vagina, Some cases are thought to be due to an
altered condition of the menstrual discharge—this
becomes clotted and contains fragments which will not
pass through the os internum or externum.

SyNoNyYM.—It is also known as mechanical dysmen-
orrheea.

ErroLo6y.—The most frequent causes of such ob-
struction are :

- Contraction of the cervical canal, or of its external
or its internal os; congenital, or acquired by the
use of caustics, result of labor, ete.

Displacements of the uterus.

Small polypus in uterus acting as ball-valve.

Uterine fibroids affecting cervix,

Stricture of vagina.

Minute opening in hymen.

Symeroms.— A fter sufficient blood has accumulated
in the uterus to distend it, this organ is stimulated to
contraction, and endeavors to dispel the blood; this
gives rise to a paroxysm of severe uterine tenesmus,
which lasts until the contents of the uterus are ex-
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pelled, usually in the form of clots, Relief is then
obtained ; but as the flow again accumulates, the same
process is repeated. The pain is situated in the pelvis,
and is of a colicky, expulsive character.

DIrFERENTIAL IDIAGNOSIS FROM OTHER FORMS OF
DysmenorrH®A.—This is easy. The diagnosis is made
positive by the discovery of the point of obstruction
by physical examination.

Sometimes we find that, although the case evidently
belongs to the obstructive variety, we can readily pass
a probe into the uterus. These cases are explained by
supposing the existence of some spasm at the time of
menstruation; or possibly by the fact that the men-
strual discharge is so abnormally clotted, that it will
not pass through an opening sufficiently large to admit
a probe.

In the congenital cases of cervical constriction, the
external os is usually contracted, giving rise to the pin-
hole os, and the cervix is often elongated.

Proeyosis.—As in the other forms, depends upon
the prospects of curing the condition which is the cause
of the symptom.

TreEATMENT.—Consists in endeavoring to remove the
condition causing the obstruction. _

If a displacement of the uterus exists, the appropri-
ate treatment should be instituted; even a very slight
displacement may be the cause of the trouble.

Vaginal stricture is to be treated by dilatation or
division; if the hymen is at fault it is to be incised ;
polypi are to be removed ; fibroids, also, when possible.

Treatment of Constriction of the Cerviz.—This may be
effected by dilatation and by incision. Such a con-
striction may be due to an anteflexion, and is then
opposite the internal os, or it may be congenital, or
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due to the application of caustics or the effects of par-
turition, when it will be usually found at the external
0s; it may involve the entire canal,

Dilatation can be practised :

1. By graduated metallic sounds; these are intro-
duced and kept in a few minutes, and then a larger
size used, until the canal is pervious to the desired ex-
tent; thisis done at one or at several sittings; it is best
to aneesthetize the woman during their use,

2, Sea-tangle or tupelo tents may be used to dilate
the cervix to the required degree.

3. Dilating instruments, the diameter of which can be
increased after introduction and the canal thus dilated
gradually, can be used.

4. Divulsors may be used with or without previous
dilatation by tents; they are introduced, and the canal
forcibly expanded ; good results have been obtained.

In all these methods of practising dilatation, anti-
septic precautions should be used; after the desired
size of the cervical canal has been obtained, it should
be kept from recontracting by introducing a glass plug
for some time.

Inecision.—1. Simpson’s operation consists in the use
of the hysterotome; the woman being in Sims’s posi-
tion, and the speculum introduced, this instrument is
passed up to the internal os closed, the canal having
been dilated previously with tents, if necessary; after
it is in position, pressure upon the handle causes the
extrusion of the blade, the instrument being withdrawn
with the blade exposed, and the latter pushed out more
as the instrument is drawn out, an incision results
which is wider below than above; the other side is
treated in the same way.

2. Double hysterotomy; by instruments similar to
15%
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that of Simpson’s, but with two blades, so that both
sides can be incised at the same time.

3. Sims’s operation: The woman being placed in
Sims’s position and the speculum introduced, the cervix
is cut on each side by scissors; the inner blade reaches
up to the internal os, the outer to the cervico-vaginal
junection; the knife is then used to deepen the upper
part of the incision at the internal os; hemorrhage is
checked by pressure, the wound kept open by a strip
of lint soaked in solution of perchloride of iron, and
the vagina tamponed. The woman is kept quiet in bed
for a week. In three or four days the lint is removed
from the cervix, and the canal is kept pervious by the
daily introduction of the sound, or the use of the intra-
uterine glass stem. Antiseptic precautions are essential
during the operation.

4, Thomas’s modification of Sims’s operation. The
woman being placed as before, the vagina is syringed
out with 1 to 30 carbolized water, and filled with the
same solution, so that the cervix is bathed in it through-
out the operation. The cervix being drawn down and
steadied, a long slender bistoury is used to make an
incision from a little above the internal os downward
and outward through the cervix and external os, so as
to cut entirely through the latter. The other side is
treated in the same way and hemorrhage checked; a
glass plug one and a half inches long is then inserted,
the upper end passing through the internal os; it is
retained by a vaginal tampon, the upper end of which
is rendered astringent; this tampon is replaced in
thirty-six hours by a pessary. The vagina is irrigated
night and morning with carbolized water, and the pa-
tient kept in bed for two weeks; the glass stem should
be worn for two months to prevent recontraction,
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Very good results often follow these various methods
of division.

Membranous Dysmenorrheea.

Derinition.—The expulsion of the lining membrane
of the uterus in one piece or in shreds, at the menstrual
period.

SyNoNYM.—Decidua menstrualis.

OccurrENceE.—It is not of frequent occurrence,

Erroroay.—This is not exactly settled; many views
have been advanced. It has been attributed to metritis,
to endometritis, to exaggerated congestion and irrita-
tion, to endometritic exudation, an exaggerated condi-
tion of the normal physiological effects, ete. Though
a diseased condition of the uterus may be present in
some cases, it is certainly not found in all; we have
not yet discovered the real cause of this condition.

Parnoroay.—The expelled mass consists of the lin-
ing membrane of the uterus; it may be in one piece
and then presents three openings—one for the cervical
and two for the tubal openings; or it may be divided
into a variable number of shreds. It may be turned
" inside out. When consisting of one piece, it is of tri-
angular form, the internal surface soft and mucous, the
external rough and shaggy ; it presents numerous per-
forations—the openings of the utricular glands.

The exact cause of the separation is unknown ; some
believe it to be due to fatty degeneration between the
mucous membrane and the underlying muscular tissue.
Oldham’s view is that at some time between the periods
it is separated and ready for extrusion at the time of
menstruation, the casting-off being due to an irritant
influence transmitted to the uterus from the congested
ovaries,
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On microscopical examination the extruded coat
reveals the ordinary structure of the endometrium,
somewhat hypertrophied in all its elements, just as in
the early months of pregnancy.

SymMproMs.—As soon as menstruation begins there
are pains of an expulsive character, like those of abor-
tion; they are due to the same cause—the contraction
of the uterus in its desire to get rid of the foreign body.
These pains increase in severity and cause the cervix
to dilate sufficiently for the mass to pass. The extru-
sion usually takes place at the second or third day, and
then there is relief from pain.

Menorrhagia and metrorrhagia commonly follow
this occurrence; endometritis also, is commonly es-
tablished afterward.

The process may not be repeated; or it may occur
again at the next or second epoch, or at longer in-
tervals.

D1rFERENTIAL DiaeNosis.—It is easily distinguished
from other varieties of dysmenorrheea.

It might, however, be confounded with :

Early abortion.

False moles; blood or fibrinous casts of the uterus,

True moles,

Exfoliation of the vaginal mucous membrane.

Diphtheritic endometritis.

From early abortion, it is distinguished by the
absence of all signs and symptoms of pregnancy, by
its often being repeated at regular intervals, and by
the absence of chorionie villi; the history of the case
is often of more value than the examination of the
cast, since a dysmenorrheal cast may be difficult to
distinguish from that due to an early abortion. Of
the other conditions, these same remarks apply to true
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moles; the other affections are readily differentiated
by the aid of the microscope.

Proaxosis,.—As to life, is good ; as to cure, unfavor-
able. Sterility is the usual but not the invariable
result; parturition may eftect a cure.

TrearMENT.—Quiet the pain by methods already
given ; it may be so severe as to require an anwsthetic.

During the intermenstrual period, if we discover any
pathological condition, we endeavor to remove it.

The application of iodine, carbolic and nitrie acids,
iron, silver, and iodoform to the cavity of the uterus,
is recommended in cases in which we can discover no
causg to treat.

Ovarian Dysmenorrheea.

DerinirioN.—A form of dysmenorrheea in which the
ovaries are found the seat of chronic inflammation or
other pathological change, and in which we can find
no other cause for this symptom.

Parnorocy.—This is not really dysmenorrheea, for
the pain has no connection with menstruation, but is
associated with ovulation.

The congestion of the ovary, the ripening of the
Graafian follicle, and the extrusion of the ovum, in
an organ which is not in a normal condition, give rise
to pain.

Symrroms.—Several days before the appearance of
the flow, the patient suffers from pain of a dull char-
acter referred to the pelvis or iliac fossa, most fre-
quently the left, and radiating down the thighs. This
pain diminishes as the flow becomes established. It
18 often accompanied by sympathetic mammary pain
and tenderness, by nausea or even vomiting, and by
hysterical phenomena,
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The ovaries may be found enlarged, tender, and may
be prolapsed.

Proeyosis.—Is unfavorable. The affection is a very
obstinate one.

TrearMeENT.—The pain should be quieted in the
manner already referred to. The general health is to
be put into the very best general condition.

As a last resort, Battey’s operation is justifiable; 1t
has been followed by favorable results and not infre-
quently by cure.

Chlorosis.

DeriNirron.—A disease, the exaet nature of which
is unknown, occurring in young women, characterized
by an altered condition of the blood, and baving
ansemia for its most prominent symptom.

SyNoNYMS.—Chloro-anzemia; green sickness. It is
sometimes called angemia, spanemia, hydremia, and
oligeemia; but these belong properly not to the dis-
ease, but to 1ts most prominent symptom,

OccurrenceE aND Erronogy.—It is of very frequent
occurrence in young females at or about puberty.

The predisposing cause is puberty with its demands
upon the strength of the female for the purpose of
perfecting her sexual system.

The most common excifing causes are :

Enervating habits among the rich.

Unhealthy occupations,

Sedentary occupations.

Improper hygiene.

‘Want of sunlight.

Overcrowding.

Habitual mental or physical overfatigue,

Loss of sleep.
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Anxiety.

Prolonged grief or fear.

Disappointment in love or otherwise.

Masturbation.

Constitutional diseases of an enfeebling nature, ete.

Parnorocy.—There are always found changes in the
blood which are often identical with those occurring
in anmemia. The number of red blood-globules may
be normal or diminished; their composition is often
altered, and there are usunally present a considerable
number of smaller or larger size than normal. In a
few cases, congenital smallness of the aorta and other
parts of the wvascular system is found; these may
have peculiarly thin walls,

It is usually classified as a blood disease; some sup-
pose it to be a functional derangement of the sympa-
thetic system.

Symproms —Onset insidious.

Pallor of ekin and mucous membrane (exceptionally

the color remains good).

Moderate emaciation,

Dyspneea on exertion.

Palpitation and irritability of the heart.

Angemic systolic murmur at base of heart.

Venous hum over jugular veins,

Tendency to attacks of syncope.

Loss of muscular strength.

Cough.

Loss of appetite,

Perverted appetite.

Nausea and vomiting,

Pain over region of the stomach.

Tenderness along spine,

Constipation ; occasionally diarrhcea,



352 DISORDERS OF MENSTRUATION.

Amenorrheea,

Menorrhagia (occasionally).

Neuralgias in various parts of the body, especially

face and head.

Curious sensations in various parts of the body.

Nervous irritability.

Melancholia.

Dropsy.

The cases differ very much in their severity; only a
few, or all of these symptoms may be present.

D1rFERENTIAL DrAGNosis.—From simple ansemia, per-
nicious angemia, functional and organic disease of the
heart, phthisis, and ulcer of the stomach.

Jourse AND Proexosis,—Course is often lengthy.
Prognosis depends upon the possibility of removing
the exciting cause, upon the social condition of the
patient, and the thoroughness of treatment; when
these conditions are favorable, the prognosis is good.

TreaTMENT.—Remove the cause, if possible.

Place the patient in the very best hygienic surround-
ings. Complete change of air and scenery, pleasant
company, exercise in the open air, a sea-voyage, and
sea bathing are very useful, General massage and
electricity are of service.

Iron in some form; generally the subcarbonate,
Blaud’s pills, reduced iron, dialyzed iron, liq. ferri
albuminat., or the sulphate, are best borne.

Inhalations of oxygen for ten to fifteen minutes
twice daily should be combined with the administration
of the chalybeate.

All preparations of iron produce digestive disturb-
ances in some persons; if this be the case, oxygen
inhalations should be used alone until the iron can be
borne. Dr. McLane advises the administration of the






CHAPTER XIV.
DISTURBANCES OF THE REPRODUCTIVE FUNCTION.

Or these we will consider sterility and extra-uterine
pregnancy.

Sterility.

DEeriNITION.—An interference with the capability for
conception,

SyxoNyMs,—DBarrenness. Infecundity.

Occurrexnce.—Its frequency, according to A. R.
Simpson, is 1 to 8 or 8} marriages in the community ;
among members of the peerage, 1 in 6.11.

Kehrer estimates that in one-fourth the cases the
husband is at fault; this may be an exaggeration, but
the male is certainly very often the faulty party.

PuystoLoGy oF CoNcEPTION.—Our knowledge of this
function is limited.

The seminal fluid of the male is ejaculated at the
time of the orgasm during connection; some of the
spermatozoa passing through the uterus into the Fallo-
pian tubes meet with the ovule here, or passing through
the tube to the ovary meet and impregnate the ovule
at the surface of the latter organ; exactly where the
ovule meets the spermatozoa we do not know. After
being impregnated, the ovum travels through the
Fallopian tubes into the uterus and fixes itself to its
mucous membrane which has been previously prepared
by vascularity and softness, so as to serve as a nidus.
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ErioLocy.—By remembering these facts, it will be
seen that (supposing no fault to lie with the male) to
have impregnation, five conditions are essential :

1. It must be possible for the seminal fluid to enter
the uterus and the Fallopian tube.

2. It must be possible for the ovum to pass to the
uterus.

3. The ovule must be healthy.

4. The vitality of the ovum must not be interfered
with.

5. The mucous membrane of the uterus must be in
a condition favorable for the reception and fixation of
the ovam.

The special causes may be subdivided into mech-
anical, inflammatory, and constitutional.

1. Mechanical Causes.—a. Preventing entrance of semen
into uterus :

Vaginismus.

Absence or rudimental development of the vagina.

Absence or rudimental development of the uterus.

Malformations of vulva and vagina.,

Imperforate hymen.

Atresia of vagina.

Atresia of the cervix.

Elongated cervix.

Valvular external os,

Cervical endometritis (through existence of the

mucous plug).

Uterine polypi.

Tumors of the uterus.

Uterine displacements,

b. Preventing the passage of the semen to the ovary, or the
ovum to the ulerus :

Stricture of Fallopian tubes.
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Displacement of Fallopian tubes or ovary,
Absence of Fallopian tubes.
e. Preventing the production of ovules :
Absence or rudimentary condition of ovaries.
2. Inflummatory Causes.—a. Preventing the fixation of
the impregnated ovum :
Corporeal endometritis.
Membranous dysmenorrheea.
Menorrhagia (more properly the conditions which
produce it). :
Metrorrhagia (more properly the conditions which
produce it).
Uterine fungosities.
Chronic metritis.
Subinvolution of the uterus.
b. Causing abnormal secretions of the generative passages :
Vaginitis,
Jervical endometritis.
Corporeal endometritis.
¢, Preventing the production of healthy ovules :
(‘hronie ovaritis.
Cystic disease of the ovaries.
Cellulitis and peritonitis, by binding down and com-
pressing ovaries.
3. Chnstitutional Causes.—Usually only predisposing.
General debility.
Excessive anemia,
Indolent and luxurious habits.
Obesity.
Procyosis.—Depends upon whether or not the cause
1s removable, and hence differs in each case.
TreaTMeNt—First ascertain the cause by thorough
examination. Eliminate the chance of the trouble being
impotence or sterility in the male.
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Having discovered the cause, treat it as you would
under other circumstances, the desecription of which
will be found under the respective titles in various
parts of the books,

In obstinate cases, if the desire for offspring is very
great and both parties are willing, the deposit of re-
cently ejaculated semen into the uterine cavity by a
long-nozzled syringe may be resorted to. Thesemen is
drawn from the vagina or from a condom immediately
after copulation. There must, of course, be an absence
of causes of sterility above the cervix., Only a few
drops of the semen are deposited ; the time selected is
just after the act and after the cessation of a mens-
trual period. This method exposes the woman to the
dangers of intra-uterine injections, is only successful
in a minority of cases, and is open to strong moral
objections; hence it is rarely employed,

Extra-uterine Pregnancy.

Derintrion.—The arrest and development of the
impregnated ovule outside the cavity of the uterus.

SyYNoNYMs.—Extra-uterine gestation. Hetopic gesta-
tion. Extra-uterine feetation.

Variertes.—1, Tubal ; the most common ; the ovam
develops within the tube proper.

2. Interstitial ; when the ovum is developed in that
part of the tube which passes through the uterine wall.

3. Tubodvarian ; when it develops at the fimbriated
extremity of the tube.

4. Abdominal; when it attaches itself to some part
of the abdominal wall or its viscera.

. Primary ; where the ovam falls into the peritoneal
cavity immediately after impregnation,
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b. Secondary; where it drops into the abdomen trom
the Fallopian tube.

5. Ovarian; when the ovum grows in the ovary;
existence of this form is denied by many.

6. Hernial ; an excessively rare occurrence ; when an
impregnated ovum falls into and continues to develop
in a hernial sac.

OccurreENCE.—It is quite rare; Bandl reports one
case to 12,000 pregnancies. Itis more common on the
left than on the right side. It occurs more frequently
in middle-aged than in young women, and is especially
common in those who conceive after having been sterile
many years,

ErioLocy.—It may be due to any condition which
impedes the passage of the ovum to the uterus but
which does not prevent the passage of spermatozoa to
- the ovary. As examples of such conditions may be
mentioned :

Stricture of the Fallopian tube, due to

Inflammation.

Inspissated mucus,

Small polypoid or other growths.

Adhesions and contractions of inflammatory pro-
ducts of peritonitis and cellulitis.

Pressure from abdominal tumors.

Displacement of Fallopian tube,

Parnornoay.—The impregnated ovum having attached
itself to its abnormal site, the latter undergoes altera-
tions in an attempt to take the place of the uterus. If
it attaches to some part of the tube, the mucous mem-
brane hypertrophies and a decidua is formed ; if upon
the peritoneum, this beecomes vascularized, and softened
for the ovum.

In the case of tubal pregnancies, since the muscular
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coat is thin, and although hypertrophying somewhat,
it cannot resist increased distention, rupture usually
results at the end of one, two, or three months; rarely
this is postponed until later; in one case pregnancy
went on to term. After rupture has taken place death
may ensue from shock and collapse, or peritonitis may
result, which may terminate fatally or in recovery; in
the latter case, encapsulation of the feetus and its en-
velopes occurs, and it then undergoes fatty, putrid, or
lithopeedic degeneration, and remains thus, or is dis-
charged by fistulous passages through rectum, bladder,
vagina, or abdominal walls.

In the interstitial variety, there being a greater pro-
portion of muscular tissue, the case not infrequently
goes on to term, and very often no rupture takes place.

In the abdominal, tubotvarian, and ovarian forms,
there is sufficient room for expansion, and the case
often goes on to term, rupture not taking place; the
feetus then usually dies, since it cannot escape, and
liquefies and putrefies, or is converted into adipocere
or a lithopwedic mass, which may remain in the ab-
dominal cavity, or be discharged by fistulous openings.

In all these forms the uterus undergoes changes
similar to those accompanying normal pregnancy, but
less in degree; it develops a decidua; these changes
are the more marked, the nearer to the uterus the
implantation is.

Symproms.—1. Symploms of early pregnancy :

Cessation of menses.

Morning sickness.

Enlargement of uterus.

Congestion of vulva and vagina,

Mammary changes, ete.
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2. Premonitory Symploms.—These may or may not be
present:

Irregular hemorrhages.

Casting off of decidual shreds or masses,

Severe pain in either iliac fossa,

After the fourth month (should rupture not yet have
occurred) there may be:

Interference with micturition and defecation due
to the abnormally placed tumor pressing upon
bladder and rectum,

3. Sympioms of Rupture of Sac.—These may appear
suddenly, and without any premonitory symptoms ;
they are those of hematocele—the symptoms of ab-
dominal shock and loss of blood:

Syncope.

Severe pelvie pain.

Pallor.

Dimness of vision.

Rapid and feeble heart action.

Shallow, sighing respiration.

Nausea and vomiting.

Singultus.

Clear intellect.

Surface cold and covered with clammy perspiration.

This condition terminates either in collapse and
immediate death, or the woman rallies only to be
attacked by peritonitis or by septiceemia, usually ending
fatally, but not necessarily so.

In abdominal, tubodvarian, and ovarian pregnan-
cies, since the cases usually go on to full term, the
symptoms of pregnancy take place at this time: the
sac is occasionally ruptured, and shock, followed by
death, or peritonitis or septicaemia, results. But usually
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this does not take place; the feetus undergoes the
various changes already mentioned.

The danger of peritonitis and septicemia always
exists as long as the altered mass is retained in the
abdominal cavity; these are especially liable to occur
whilst the putrefied and liquefied mass is being ex-
truded through fistulous openings.

The causes of death in all forms may be:

Shock.

Hemorrhage.

Peritonitis.

Septiceeruia.,

Perforation of viscera.

Exhaunstion following prolonged process of extru-
sion.

Puysican Siays.—There are the mammary evidences
of pregnancy. The vulva is congested and the uterus
1s found enlarged, elevated, and displaced to one side
or forward ; when we investigate the cause of this dis-
placement, we find a tumor usually to one side or
somewhat behind the uterus; this tumor is not very
sensitive, almost immovable, grows rapidly, and some-
times ballottement can be made out. Dy rectal exami-
nation we may learn counsiderable. The use of the
sound, unless the certainty of the pregnancy being
extrauterine exists, or excepting as a last resort, is
contraindicated.

DirrERENTIAL DiaeNosis.—It is most likely to be
confounded with :

Normal pregnaney.

Retroflexed gravid uterus.

Impregnation of one side of a double or bicorned
uterus,

Cyst of ovary or broad ligament.
16
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Uterine tibroma or cysto-fibroma.

Hematocele,

Periuterine inflammation.

Pelvic abscess.

In the first three conditions we can sometimes feel
the uterus to be separate from the tumor, and the latter
does not contract as does the impregnated uterus;
should we have exhausted all methods of examination
without definite conclusions, it would be justifiable to
use the sound and to dilate the cervix, even at the cost
of terminating a natural pregnancy, should one exist,
since the diagnosis is so urgently required.

The other conditions in the above list are not accom-
panied by the mammary and other symptoms of preg-
nancy, and give a different history. In certain cases,
puncture and examination of the obtained fluid (if
any) will aid the diagnosis, and may at the same time
be curative, as will be presently explained.

The differential diagnosis is in many cases difficult;
when impossible, it is generally better to assume extra-
uterine pregnancy, and to treat accordingly.

DirFERENTIATION oF THE VARIETIES.—This is in
most cases difficult, and in many cases impossible.

Thomas says: “ In general terms it may be said that
the interstitial form is very rare, that the tumor con-
sists of an irregular enlargement of the uterine body,
and that the tumor moves with the uterus, while at
the same time this organ is empty; that tubal preg-
nancy gives an enlargement at the side of the uterus,
yields ballottement more generally than the other
forms, and is marked by a tumor somewhat separated
from the uterus, and which does not decidedly move
with it; and that abdominal pregnancy is generally
detected late, at a period when the rolling of the child’s
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body in the abdomen can be detected, while at the
same time the uterus is found to be empty.”

Proaxosis —Whilst formerly the prognosis was con-
sidered bad in all forms, it is now regarded as favor-
able since the diagnosis is often made early, and then,
electricity to produce the death of feetus produces very
good results; thus in 75 cases lately reported there
were only 4 deaths; this applies to the tubal variety.
The prognosis is less favorable in the abdominal form,
but even here, laparotomy has diminished the mortality
very much ; even without such operative interference
the case may recover—the feetus may die and extensive
adhesions take place between the tumor and sur-
rounding parts.

Thomas gives the mortality of cases of extrauterine
pregnaney in general as 33} per cent.

TrREATMENT.—This may be summarized as follows :

1. To destroy life of fwtus.

a. Tapping and drawing off liquor amnii.
b. Injecting morphine.
e. Electricity.
2. To remove feetus.
. Incision through wall of vagina.
b. Incision through abdominal wall.

In all cases excepting abdominal, interference is
called for as soon as the diagnosis is established.

In the abdominal variety, where the child is living,
laparotomy should be performed at term ; if child is
dead, the operation should be delayed, so as to allow
atrophy of placenta and of feetus, or where suppura-
tion results, to permit Nature to indicate where exit
is to take place.

Tapping the Sac and drawing off Liquor Amnii.—A
small needle should be employed, and strict anti-
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sepsis used. This method, though sometimes suecess-
ful, often causes the death of the patient, and, hence,
1s inferior to the following ones,

Injection of Morphine into the Sae.—This is done through
the abdominal or the vaginal wall, with a long, slender
hypodermic needle antiseptically cleansed ; ten or fif-
teen minims of Magendie’s solution are used. This
method is a good one, but is not absolutely certain in
its effects.

Electricilty—This is decidedly the preferable method
of causing the death of the feetus and checking the
advance of pregnancy; it is applicable to the tubal
form; since this variety is the most frequent, the im-
portance of this plan of treatment cannot be over-
estimated. Brothers (American Journal of Obstetrics and
Diseases of Women and Children, Feb, 1890) has col-
lected statistics of 75 cases treated by electricity, in
which only 4 deaths occurred; all the other cases
were cured.

Electricity should not be resorted to after the foetus
has advanced to the fourth month.

Either a strong faradic current, or a galvanic current
of twelve cells, interrupted from time to time, may be
used. Kach sitting should not be over five minutes,
or less if any symptoms of depression show themselves;
it should be repeated several times. One electrode is
applied in the rectum or vagina, and the other over
the prominent part of the tumor on the abdominal
surface.

This procedure simply destroys the life of the feetus;
the latter then undergoes mummification or macera-
tion, or is converted into a lithopsedion, and may re-
main for an indefinite period, or be extruded by fistu-
lous openings in various directions.
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Should signs of septiceemia be developed, we should
interfere and extract the fcetus and wash out the sac ,
the opening for extraction is made either through
vagina or by laparotomy, with knife or cautery.

Eztraction by Laparotomy.—In the abdominal form
of pregnancy, we allow the case to progress to term,
and then extract the child, if we believe it to be alive;
if dead, we wait some time, but operate by laparotomy
as soon as there is any danger from septicemia to the
mother. The most favorable cases for laparotomy are
those in which the feetus and its membranes have
become isolated from the rest of the abdominal con-
tents, by adhesion to the anterior abdominal wall, so
that when we open the latter, we can extract the feetus
and wash out the sac, without disturbing the perito-
neal cavity. If such adhesions do not exist, we must
stitch the edges of the sac to the opening in the ab-
dominal wall, and thus separate it from the abdominal
cavity. In all cases in which we remove the feetus, we
leave the placenta to come away by itself, as it does in
a few days.

Fxtraction by Vagina.—A fetus may, in certain favor-
able cases, when low down in the pelvis, be extracted
at term, by an opening in the vaginal wall; the sac
being then washed out gradually contracts, when the
opening in the vagina is allowed to heal.

If the pregnancy be interstitial, the feetus should be
destroyed by electricity; we should try to extract it
some time afterward, through an incision into the
uterine wall at the seat of the distention, or we may
extract it by incision through the vaginal or abdominal
wall, or, in some cases, leave it alone.

16%
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BDOMINAL ovariotomy, 292
palpation, 26
Abscess of labium, 56
of vulvovaginal gland, 47
pelvie, 317, 323, 328
Adenoid eysts of ovary, 264
Adenoma of the uterus, 193
Adhesive vaginitis, 91
Alexander’s operation, 146
Amenorrhea, 331
etiology of, 332
pathology of, 332
treatment of, 333
Amputation of cervix uteri, 228
for cancer, 156
of uterus in inversion, 157
Angioma, urethral venous, 49
Anteflexion of uterus, 132
etiology of, 133
symptoms of, 133
phys=ical signs of. 134
treatment of, 135
operation for cure of, 138
Aunteversion of uterus, 139
Apoplexy of ovary, 308
Ascent of nterus, 123
Atresia of the female generative
tract, 113
etiology of, 113
symptoms of, 114
results of, 114
prognosis of, 116
treatment of, 117
Atrophy of uterus, 230
Auscultation in gynecological exami-
nations, 26

BAT‘I‘EY"E operation, 306
Bladder, prolapse of, 75
Bozeman's operation for urino genital
fistulwe, 102
Bulbo-cavernosi muscles, 43

ANCER of the uterus, 176
oceurrence of, 176
etiology of, 177

Cancer of the uterus, pathology of,
177
symptoms of, 179
hri.'sicﬂl signs of, 180
differential diagnosis of, 182
course and prognosis of, 182
treatment of, 183
svmptomatie treatment of,
183
surgieal treatment of, 185
application of causties to, 185
seraping out of, 186
amputation of cervix for, 186
hysterectomy for, 188
of the body of the uterus, 189
of the ovary, 257
of the vagina, 85
Caruncle of the urethra, 49
Caruncula= myrtiformes, 41
Cellulitis, pelvie, 310
etielﬂ%y of, 311
pathology of, 311
symptoms of, 311
eourse of, 312
Sh}rsiml signs of, 313
ifferential diagnosis of, 313
complications of, 315
results of, 515
prognosis of, 316
treatment of, 316
Cervieal endometritis, chronie, 203
Cervix, amputation of, 228
for cancer, 156
atresia of, 114
constriction of, 344
Simpson’s operation for, 345
Sims's operation for, 346
cystic degeneration of, 215
dilatation of, 36
follicular degeneration of, 215
granular degeneration of, 214
hypertrophy of, 231
laceration of, 231
Chlorosis, 350
occurrence of, 350
etiology of, 350
pathology of, 351
symptoms of, 351
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Examinations of the female gene-
rative organs, 25
Extraperitoneal method of ovari-
otomy, 297 '
Extrauterine pregnaney, 357
varieties of, 357
etiol of, 358
pathology of, 358
symptoms of, 350
Sh zical signs of, 361
ifferential diagnosis of, 361
prognosis of, 363
treatment of, 363 |

ALLOPIAN tubes, affections of, | |
238
anatomy of, 237 '
malformations of, 238
displacements of, 239
stricture and ocelusion of,243
patent condition of, 243
imflammations of, 239
dilatation and distention of, |
244
. new growths of, 259
Tait’s operation of removal
of, 246
Feeal fistulae, 103
Ferguson’s speculum, 30
Fibro-cystie tumor of uterns, 171
Fibroid tumors of the uterus, 158 |
pathology of, 159
complications of, 161
symptoms of, 162 ,
qhysical signs of, 163
differential diagnosis of,
163
course and prognosis of,
L5
treatment of, 166
palliative treatment of,
166
ergot in, 167
electrolysis in, 167
removal by vagina, 168 |
by abdominal i-
cision, 170 |
Fibroma of the ovary, 256 !
of vagina, 85
Fibromyomata of vagina, 85
Fissure of vulva, 65
Fistulwe, fecal, 103
of ﬁama.le generative organs, 95
perineal, 104
peritoneal, 104
simple vaginal, 104
urino-genital, 95 .
treatment of, 97 :
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Fistule, wurino-genital, Bozeman's
operation for, 102

Sims's operation for, 09

SBimon’s operation for, 101

Follienlar degeneration of the cervix,

215
vulvitis, 55

Foreign bodies in vagina, 104

Fossa navieularis, 40

Fountain syringe, 38

Fourchette, 40

Freund's method of hysterectomy,
188

 Fungoid degeneration of the endo-
metrium, 216

ANGRENOUS vulvitis, 57
Gastrotomy for removal of fi-
broids, 170

- Genu-pectoral position, examination

in, 29
| Glands, vulvo-vaginal, 43
| Gonorrheeal vaginitis, 88
| Goodell’s eervieal dilator, 36

Granular degeneration of the Cervix,

214
initis, 80
Gynﬂcn crgma] examination, general,
L
local, 26
external, inspection, 26
palpation, 26
percussion, 26
anseultation, 26
menszuration, 26
suoecussion, 26
internal, 26

HJEMATGGELL and hsmatoma,

lvie, 323

etlﬂfe of, 323

vnrnetles of, 324

sources of hemorrhage in,

324
pathology of, 325
symptoms of, 325
hysieal signs of, 326

glfﬁamntml diagnosis of, 327

ecourse of, 328

prognosis of, 329

treatment of, 329
Heematocele, valvar, 48
Ha-mntnma of ovary, 308
| Hiematosalpinx, 245
Hemorrhage, vulvar, 65
Hermaphroditism, 44
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CCLUSION of the Fallopian tubes,
243
Oiiphoritis, 302
Operation, Alexander’s, 146
Battey's, 306
for lacerated cervix, 234
Kelly’'s, 147
Tait's, 246
() of Rosenmiiller, 249
Ostinm vaginge, 41
Ovaries, atfections of, 248
abnormalities in development of,
250
adenoid eysts of, 264
anatomy of, 248
carcinoma of, 257
cystomata of, 265
sto-carcinoma of, 260
cysto-fibroma of, 260
cysto-sarcoma of, 260
dermoid cysts of, 261
displacements of, 251
fibroma of, 256
heematoma or apoplexy of, 308
hernia of, 254
hydrops folliculorum of, 260
inflammations of, 302
malformations of, 250
physical examination of, 249
prolapse of, 251
sarcoma of, 259
tumors of, 255
Ovariotomy, 280
vaginal, 290
abdominal, 292
Owaritis, acute, 302
etiology of, 302
patho%:;gy of, 303
symptoms of, 303
treatment of, 304
chronie, 304
etiol of, 304
puthouﬁg}r of, 304
symptoms of, 305
treatment of, 305

ALPATION, abdominal, 26
Papilloma of the uterus, 194
Parovarian cysts, 287
Parovarium, 249
Patent condition of the Fallopian
tubes, 243
Pelvie abscess, 317, 328
cellulitis, 310
connective tizssue, affections of,
310
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| Pelvie hematocele and hamatoma,
323 -
Pereussion in gynecological exami-
| nations, 26
| Perineal body, anatomy of, 67
: rupture of, 67
| fistula, 104
Perineum, anatomy of, 67
Perineorrhaphy, 69, 132
Peritoneal fistula, 104
| Peritonitis, pelvie, 318
etiology of, 318
pathology of, 319
svmptoms of, 320
physieal signs of, 321
differential diagnosizs of, 321
course and results of, 321
prognosiz of, 322
treatment of, 322
Pessaries, 38, 130
in anteflexion of the uterus, 137
in prolapse of uterus, 130
in retrotlexion of the uterns, 145
introduction of, 145
Polypi, uterine, 173
pathology of, 174
symptoms of, 174
physical signs of, 175
treatment of, 175

| Pregnancy, extra uterine, 357
| Probe, uterine, 34
| Prolapse of intestine, 76

of bladder, 75
of ovary, 251
etiology of, 252
symptoms of, 252
treatment of, 253
of rectum, 76
of urethral mucous membrane, 65
of uterus, 123
of vagina, 74
! vagina, bladder, rectum, and in-
' testines, treatment of, 76
Pruritus vulvee, 58
Pudendal hemorrhage, 65
hernia, 45
Pudendum, 39
| Puralent valvitis, 52
' Pyosalpinx, 244

ECTAL touch, 28
Rectum, prola of, TH
Repositor, Sims's, 144
Reproductive function, disturbances
of, 354
Rosenmiiller, organ of, 249
Hetractor, 34
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Retroflexion of uterus, 141 Suecussion in gynecological examina-
etiology and occurrence of, tions, 26
141 Supports of the uterus, 121

symptoms of, 141
physieal signs of, 142
treatment of, 144
Retroversion of uterus, 147
Round ligament, shortening of, 146
Rupture of hymen, 66
of perineal body, 67

SAG. dartoid or pudendal, 40
Balpingitis, 239
acute, 240
chromie, 240
tubercular, 242
" Barcoma of ovary, 259
of uterus, 191
pathology of, 191
symptoms of, 192
physical signs of, 191
treatment of, 193
of vagina, 85
Seirrhous cancer of uterus, 178
Senile vaginitis, 91
Schrider’s method of hysterectomy,
188
Shortening of round ligament, 146

TAIT’E operation of removal of

ovary and tube, 246
of perineorrhaphy, 73

' Tampons, vaginal, 37
Tenaculum, 34
Tents, 36
Trachelorrhaphy, 234
Tubal pregnaney, 357
Tubercular vaginitis, 91

salpingitis, 242

Tubes, affections of, 238
 Tumors of Fallopian tubes, 239

of ovary, 255
solid, of ovary, 256
cystie, of ovary, 260
of uterus, 158

of vagina, 83

of vulva, 46

UH[VAL‘LTE speculum, 31

Urethra, anatomy of, 41
prolapse of mucous mem-
brane of, 65

Simon’s operation for obliterating Urethral caruncle, 49
the vagina, 98 venous angioma, 49
urino-genital fistulae, 101 Urino-genital fistulee, 95
speenlum, 32 Uterine moles, 196
Simpson’s operation for anteflexion polypi, 173
of the uterus, 138 Uterus, adenoma of, 193

Sims’s operation for anteflexion of
the uterus, 138
of colporrhaphy, 78
for urino-genital fistula,
99
for vaginismus, 62
position, 28
speculum, 31
Sinuses, vaginal, 104
Solid tumors of the ovary, 256
Sounds, uterine, 34
Speculum, vaginal, combination, 30,
32
segmented tubular, 30
gimple tubular, 30
univalve, 31
Sims's, 31
Simon's, 32
Sterility, 354
etiology of, 355
treatment of, 356
Stricture of Fallopian tube, 243
Subinvolution of the nterus, 221

affections of, 106

amputation of cervix of, 228
in inversion, 157

anatomy of, 106

anteflexion of, 132

anterior displacements of, 132

anteversion of, 139

ascent of, 123

atrophy of, 230

cancer of, 176

cancer of body of, 189

eolloid eancer of, 179

deseent of, 123

displacements of, 119

epithelioma of, 177

fibro-cystie tumors of, 171

fibroid tumors of, 158

hernia of, 149

hypertrophy of, 230

inflammations of, 200

inversion of, 150

lateral displacements of, 149

malformations of, 111
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condensed, by Samuel W. Gross, M.D. Inone octavovolume of
574 pages, with 170 illus. Cloth, $4 50.

A PRACTICAL TREATISE ON FOREIGN BODIES IN THE
ATR PASSAGES. Inone 8vo.vol. of 468 pages. Cloth, $2 75.

G_E[]ES (SAMUEL W.) A PRACTICAL TREATISE ON IMPO-
TENCE, STERILITY, AND ALLIED DISORDERS OF THE
MALE SEXUAL ORGANS. New (third) edition. In one hand-
some octavo vol. of 163 pages, with 16 illustrations. Cloth, 1 50.

ABERSHON (8. 0.) ON THE DISEASES OF THE ABDOMEN,
AND OTHER PARTS OF THE ALIMENTARY CANAL. Second
American, from the third English edition. In one handsome Bve.
volume of 554 pages, with illus. Cloth, $2 50.

HAHIL‘I‘DH (ALLAN Mc¢LANE). NERVOUS DISEASES, THEIR
DESCRIPTION AND TREATMENT. Secondandrevisededition
Inoneoctavo volume of 598 pages, with 72 illustrations. Cloth, $4.

H&HILTEH (FRANK H.) A PRACTICAL TREATISE ON FRAC.
TURES AND DISLOCATIONS. Seventh edition, thoroughly re.
vised. In one handsome 8vo. vol. of 998 pages, with 352 illustra-
tions. Cloth, $5 50; leather, §6 50.

HﬁRTEEDRHE (HENRY). ESSENTIALS OF THE PRINCIPLES
AND PRACTICE OF MEDICINE. Fifth edition. In one 12mo.
volume, 669 pages, with 144 illustrations. Cloth, $2 75; half
bound, £3.

A HANDEOOK OF ANATOMY AND PHYSIOLOGY. Inone

12mo. volume of 310 pages, with 220 illusirations. Cloth, $1 75.

A CONSPECTUS OF THE MEDICAL SCIENCES. Com-
prising Manuals of Anatomy, Physiology, Chemistry, Materia
Medica, Practice of Medicine, Surgery and Obstetrics. Second
edition. In one royal 12mo. volume of 1028 pages, with 477 illus-
trations. Cloth, $4 25; leather, §5 00.

ERMANN (L) EXPERIMENTAL PHARMACOLOGY. A Hand-
book of the Methods for Determining the Physiological Actions of
Drugs. Translated by Robert Meade Smith, M.D. In one 12mo. vol.
of 199 pages, with 32 illustrations. Cloth, 81 50.

ILL (BEREKELEY). SYPHILIS AND LOCAL CONTAGIOUS DIS.
ORDERS In one8vo.volumeof479 pages. Cloth, $3 25.
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HILLIER (THOMAS). A HANDBOOK OF SKIN DISEASES. 2d ed.
In oneroyal 12mo. vol. of 353 pp.. with two plates. Cloth, $2 25.
HDBLTH (RICHARD D.) A DICTIONARY OF THE TERME USED
IN MEDICINE AND THE COLLATERAL SCIENCES. In one
12mo. vol. of 520 double-columned pp. Cloth, 81 50; leather, $2

HDDGE (HUGH L.) ON DISEASES PECULIAR TO WOMEN, IN.
CLUDING DISPLACEMENTS OF THE UTERUS. Second and
revised edition. In one Svo. volume of 519 pages. Cloth, £4 50.

THE PRINCIPLES AND PRACTICE OF OBSTETRICS. Inone
large 4to. vol. of 542 double-columned pages, illustrated with large
lithographieplatescontaining 159 figuresfrom original photographs,
and 110 woodeuts. Strongly bound in eloth, $14.

HHFFIILHH (FREDERICK) AND POWER (FREDERICK B.) A
MANUALOF CHEMICAL ANALYSIS, as Applied to the Examina-
tion of Medicinal Chemiecals and their Preparations. Third edition,
entirely rewritten and much enlarged. In one handsome octavo
volume of 621 pages, with 179 illustrations. Cloth, $4 25.

OLDEN (LUTHER). LANDMARKS, MEDICAL ANDSURGICAL.
From the third English edition. With additions, by W. W. Keen,
M.D. In oneroyal 12mo. vol. of 148 pp. Cloth, $1.

HOLL&HII (SIRHENRY). MEDICALNOTESE ANDREFLECTIONS.
From 3d English ed. In one 8vo. vol. of 493 pp. Cloth, §3 50.

HULHEE (TIMOTHY). A SYSTEM OF SURGERY. With notes and
additionsby varions American authors. Edited by John H. Packard,
M.D. In three very handsome 8vo. vols. containing 3137 double-
columned pages, with 979 woodeuts and 13 lithographie plates.
Cloth, $18; leather, $21; very handsome half Russia, raised bands,
$£22 50. For sale by subscription only.

A TREATISE ON SURGERY. Its Principles and Practice. A
new American from the fifth English edition. Edited by T. Pickering
Pick, F.R.C.8. In one handsome octavo volume of 1008 pages, with
428 engravings. Cloth, $6; leather, $7. Just ready.

HL‘IRHER (WILLIAM E.) SPECIAL ANATOMY AND HISTOLOGY.
Eighth edition, revised and modified. Intwolarge8vo.vols. of 1007
pages, containing 320 woodeuts. Cloth, $6.

HUDEDH (A.) LECTURES ON THE STUDY OF FEVER. In
one octavo volume of 308 pages. Cloth, $2 50.

HUT{}EIHBDH (JONATHAN). SYPHILIS. In one pocket-size 12mo.
volume of 542 pagss, with S chromo-lithographic plates. Cloth,
$2 25. Bee Series of Clinical Manuals, p. 13.

HYDE (JAMES NEVINS). APRACTICAL TREATISEON DISEASES
OF THE SKIN. New (seoond) edition. In one handszome octavo
volume of 676 pages, with 85 engravings and 2 colored plates.
Cloth, 24 50 ; leather, $5 50.

JDHEB (C. HANDFIELD). CLINICAL OBSERVATIONS ON FUNC-
TIONAL NERVOUS DISORDERS. Second Americanedition. In
one octavo volume of 340 pages. Cloth, $3 25,

JULEE (HENRY) A HANDBOOK OF OPHTHALMIC SCIENCE
AND PRACTICE. InoneS8vo. volume of 460 pages, with 125 wood-
cuts, 27 chromo-lithographic plates test types of Jaeger and Snellen
and Holmgren's Color-blindness test. Cloth, $4 50; leather, $5 50.
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KIHG (A. F. A) A MANUAL OF OBSTETRICS. New (fourth)
edition. In one 12mo. volume of 432 pages, with 141 illustrations.
Cloth, $2 50. Just ready

KLEIH (E.) ELEMENTS OF HISTOLOGY. Fourth edition. In
one pocket-size 12mo. volume of 376 pages, with 194 engravings.

. Cloth, $1 75. 8ee Students’ Series of Manuals, p. 14.

LA.HDIE (HENRY G) THE MANAGEMENT OF LABOR. In one
handszome 12mo. volume of 329 pages, with 28 illus. Cloth, £1 75.

LA ROCHE (R.) YELLOW FEVER. Intwo 8vo.vols. of 1468 pages.
Cloth, 7.

PNEUMONIA. Inone8vo.vol.of 490 pages. Cloth, $3.

Lﬁ.UREHCE (J. Z.) AND MOON (ROBERT C.) A HANDY-BOOK
OF OPHTHALMIC SURGERY. Second edition, revised by Mr.
Laurence. Inone 8vo. vol. pp. 227, with 66 illus. Cloth, $2 75.

Lﬁ.WSﬂH (GEORGE). INJURIES OF THE EYE,ORBIT AND EYE-
LIDS. From thelast English edition. In one handsome octavo
volume of 404 pages, with 92 illustrations. Cloth, $3 50.

LEA (HENRY C.) SUPERSTITION AND FORCE ; ESSAYS ON THE
WAGER OF LAW, THE WAGER OF BATTLE, THE ORDEAL
AND TORTURE. Third edition, thoroughly revised and greatly
enlarged. Inonehandsomeroyall2mo. vol. pp. 552. Cloth, $2 50.

STUDIES IN CHURCH HISTORY. The Riseofthe Temporal

Power—Benefit of Clergy—Excommunication. New edition. In

dne handsome 12mo. vol. of 605 pp. Cloth, $2 50.

AN HISTORICAL SKETCH OF SACERDOTAL CELIBACY

IN THE CHRISTIAN CHURCH. 8Second edition. Inonehand-

gome octavo volume of 684 pages. Cloth, $4 50.

LEE (HENRY) ON SYPHILIS. In one8vo volume of 246 pages.
Cloth, $2 25.

LEHIII&]’IH (C.G.) A MANUAL OF CHEMICAL PHYSIOLOGY.
In one 8vo. vol. of 327 pages, with 41 woodeuts. Cloth, $2 25.

EISHMAN (WILLIAM). A SYSTEM OF MIDWIFERY. Ineclud-
ing the Diseases of Pregnaney and the Puerperal State. Third
American, from the third Englich edition. With additions, by
J. 8. Parry, M.D. In one octavo volume of 740 pages, with 205
illustrations. Cloth, $4 50 ; leather, $5 50.

LUEAE (CLEMENT). DISEASES OF THE URETHRA. Preparing.
Bee Series of Clinical Manwuals, p. 13.

UDLOW (J. L.) A MANUAL OF EXAMINATIONS UPON ANAT-
OMY, PHYSIOLOGY, SURGERY, PRACTICE OF MEDICINE,
OBSTETRICS, MATERIA MEDICA, CHEMISTRY, PHARMACY
AND THERAPEUTICS. To which iz added a Medical Formulary.
Third edition. In one royal 12mo. volume of 816 pages, with 370
woodeuts. Cloth, $3 25; leather, $£3 75.

YONS (ROBERT D.) A TREATISE ON FEVER. In one octavo
volume of 362 pages. Cloth, $2 25.

AISCH (JOHN M.) A MANUAL OF ORGANIC MATERIA MED-
ICA. New (fourth) edition. In one handsome 12mo. volume of
550 pages, with 258 beautiful illustrations. Cloth, $3. Just ready.




LEA BROTHERS & CO.’S PUBLICATIONS. 11

ARSH (HOWARD). DISEASES OF THE JOINTS. In one 12mo.
volume of 468 pages, with 64 illustrations and a colored plate.
Cloth, $2. Bee Series of Clinical Manwuals, p. 13.

AY (C. H) MANUAL OF THE DISEASES OF WOMEN. For the
use of Btudents and Practitioners. New (second) edition. In one
12mo. volume of about 350 pages. Preparing.

MEIGS (CHAS.D.) ON THE NATURE,SIGNS ANDTREATMENT
OF CHILDBED FEVER. InoneSvo.vol.of 346 pages. Cloth, $2.

MILLEE (JAMES). PRINCIPLES OF SURGERY. Fourth American,
from the third Edinburgh edition. Inonelarge octavo volume of
688 pages, with 240 illustrations. Cloth, $375.

MII-I.-ER (JAMES). THE PRACTICE OF SURGERY. Fourth
American, from the last Edinburgh edition. In one large octavo
volume of 652 pages, with 364 illustrations. Cloth, §3 75.

MITEHELL (8. WEIR). LECTURES ON NERVOUS DISEASES,
ESPECIALLY IN WOMEN. Second edition. In one 12mo. vol-
ume of 258 pages. Cloth, £1 75.

ORRIS (HENRY). SURGICAL DISEASES OF THE KIDNEY.
12mo., 554 pages, 40 woodecuts, and 6 colored plates. Cloth, $2 23.
See Series of Clinical Manunals, p. 13.

ULLER (J.) PRINCIPLES OF PHYSICS AND METEOROLOGY.
In one large 8vo. vol. of 623 pages, with 538 cuts. Cloth, $4 50.
ILL (JOHN) AND SMITH (FRANCIS G.) A COMPENDIUM OF
THE VARIOUS BRANCHES OF MEDICAL SCIENCE. In one
handsome 12Zmo. volume of 974 pages, with 374 woodeuts. Cloth,
$4: leather, raised bands, 84 75.

ETTLESHIP'S STUDENT'S GUIDE TO DISEASES OF THE EYE.
New (third) edition. In oneroyal 12mo. volume of 470 pages, with
164 illustrations, test-types and formulse. Cloth, $2.

NUEEIB AND OLIVER ON THE EYE. In one 8vo.volume of about
300 pages, with illustrations. Preparing.

OWEH (EDMUND). SURGICAL DISEASES OF CHILDREN. 12mo.,
525 pages, 85 woodeuts, and 4 colored plates. Cloth, $2. See Series
of Clinieal Manwuals, p. 13.

PEERIBH{EDW&RD]. ATREATISE ON PHARMACY. Withmany
Formule and Preseriptions. Fifth edition, enlarged and thoroughly
revised by Thomas 8. Wiegand, Ph.G. In one octavo volume of
1093 pages, with 257 illustrations. Cloth; $5; leather, $6.

P.&REY (JOHN 8.) EXTRA-UTERINE PREGNANCY, ITS CLIN-
ICAL HISTORY, DIAGNOSIS, PROGNOSIS AND TREAT-
MENT. In one octavo volume of 272 pages. Cloth, $2 50.

ARVIN (THEOPHILUS). THE SCIENCE AND ART OF OBSTET-

RICS. New (second) edition. In one handsome 8vo. volume of
about 700 pages, with 225 engravings and a colored plate. Pieparing.

PL‘FY (F.W.) A TREATISE ON THE FUNCTION OF DIGESTION,
ITS DISORDERS AND THEIR TREATMENT. From the second
London edition. Inone octavo volume of 238 pages. Cloth, $2.

AYNE (JOSEPH FRANE). A MANUAL OF GENERAL PATHOL-
ogy. Designed as an Introduction tv the Practice of Medicine.
Handsome octavo volume of 524 pages with 153 engravings and 1
colored plate. Cloth, $3 50.
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PEPPER (A.J.) FORENSIC MEDICINE. In press. Bee Students’
Sertes of Manuals, p. 14.

SURGICAL PATHOLOGY. In one 12mo. volume of 571 pages,
with 81 illus. Cloth, $2. Bee Students’ Series of Manunals, p. 14.

PIUK (T. PICKERING). FRACTURES AND DISLOCATIONS.

In one 12Zmo. volume of 530 pages, with 93 illustrations, Cloth, $2.
See Series of Clingeal Manuals, p. 13.

PIRRIE (WILLIAM). THE PRINCIPLES AND PRACTICE OF SUR-
GERY. In one handsome octavo volume of 780 pages, with 316
illustrations. Cloth, $3 75.

PL&YFAIR (W.5) ATREATISE ON THE SCIENCE AND PRAC-
TICE OF MIDWIFERY. New (fith) Ameriean from the seventh
English edition. Edited, with additions, by R. P. Harris, M.D.
In one octavo volume of 664 pages, with 207 woodeuts and five
plates. Cloth, $4; leather, $£5. Just ready.

THE SYSTEMATIC TREATMENT OF NERVE PROSTRA.

TION AND HYSTERIA. Inone 12mo. vol. of 97 pages. Cloth, $1.

PDLITEER (ADAM). A TEXT-BOOK OF THE EAR AND ITS DIS-
EABSES. Translated at the Author’s request by James Patterson
Cassells, M.D., F.F.P.8. In one handsome octavo volume of 800
pages, with 257 original illustrations. Cloth, $5 50.

PDWEE (HENRY). HUMAN PHYSIOLOGY. Second edition. [In
one 12mo. volume of 396 pages, with 47 illustrations. Cloth, $1 50.
Bee Students’ Series of Manuals, page 14.

PUEIIY ON BRIGHT'S DISEASE AND ALLIED AFFECTIONS OF
THE KIDNEY. Octavo, 288 pp., with 18 handsome illus. Cloth, $2.

R,ELI..FE (CHARLES H.) CLINICAL CHEMISTRY. In one 12mo.
volume of 314 pages, with 16 illustrations. Cloth, $1 50. See
Students’ Series of Manuals, page 14.

AMSBOTHAM (FRANCIS H.) THE PRINCIFPLES AND PRAC-
TICE OF OBSTETRIC MEDICINE AND SURGERY. Inoneim-
perialoctavo volume of 640 pages, with 64 plates, besides numerous
woodeutsinthe text. Strongly bound in leather, $7.

EMSEN (IRA). THE PRINCIPLES OF CHEMISTRY. New (third)
edition, thoroughly revised, and much enlarged. In one 1Zmo.
volume of 318 pages. Cloth, $2.

REYHDLDS (J. RUSSELL). A SYSTEM OF MEDICINE. Edited,
with Notes and Additions, by HeExry HArTsROoRNE, M.D. In three
larga 8vo. vols., containing 3056 closely printed double-columned
pages, with 317 illustrations. Per volume, cloth, $5; leather, $6;
very handsome half Russia, $6 50. For sale by subscription only

ICHARDSON (BENJAMIN W.) PREVENTIVE MEDICINE. In
one octavo vol., of 729 pp. Clo., $4; leather, $5.

RUBERTS (JOHN B.) AND MORTON (THOS. 5. K.) THE PRIN-
CIPLES AND PRACTICE OF MODERN SURGERY. In one
oetavo volume of about 500 pages, fully illustrated. Preparing.

RﬂBERTE (JOHN B.) THE COMPEND OF ANATOMY. For usein
the Dissecting Room and in preparing for Examinations. In one
l6mo. volume of 196 pages, Limp cloth, 75 cents.
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OBERTS (WILLIAM). APRACTICAL TREATISE ON URINARY
AND RENAL DISEASES, INCLUDING URINARY DEPOSITS.
Fourth American, from the fourth London edition. Inonevery
handsome Bvo. vol. of 609 pages, with 81 illustrations. Cloth, 3 50.

R{I'BERTEEH (J. McGREGOR). PHYSIOLOGICAL PHYSICS. In
one 12mo. volume of 537 pages, with 219 illustrations. Cloth, $2 00.
See Students’ Series of Manuals, p. 14.

Rﬂﬂﬂ (JAMES). A HANDBOOK OF THE DISEASES OF THE
NERVOUS SYSTEM. Inone handsome octavo volume of 726 pages,
with 184 illustrations. Cloth, $4 50; leather, $5 50.

Sl?ﬁﬂE (GEORGE H.) INSANITY AND ALLIED NEUROSES,
PRACTICAL AND CLINICAL. Inone 12mo.volume of 551 pages,

with 18 typical illustrations. Cloth, $2 00. See Series of Clinical
Manuwals, p. 13.

SEHEFEE (EDWARD A) THE ESSENTIALS OF HISTOLOGY,
DESCRIPTIVE AND PRACTICAL. For the use of Students. In

one handsome octavo volume of 246 pages, with 281 illustrations.
Cloth, $2 25.

CHMITZ AND ZUMPT'S CLASSICAL SERIES. In royal 18mo.

ADVANCED LATIN EXERCISES. Cloth, 80 cents ; halfbound,
T0 cents.

SALLUBT. Cloth, 60cents; half bound, 70 eents.
NEPOE, Cloth, 60 cents; half bound, 70 cts.
VIRGIL. Cloth, 85 cents; half bound, £1.
CURTIUS. Cloth,80cents; half bound, 90 cents.

SGHUE]}LEE (FREDERICK) AND MEDLOCK (HENRY). WONDERS
OF NATURE. An elementary introduction to the Sciences of
Physice, Astronomy, Chemistry, Mineralogy, Geology, Botany, Zool-

ogy and Physiclogy. In one 8vo. vol., with 679 ilius. Cloth, $3.
SEHREIHEE (JOSEPH). A MANUAL OF TREATMENT BY MAS.
SAGE AND METHODICAL MUSCLE EXERCISE. Translated

by Walter Mendelson, M.D., of New York. In one handsome oetavo
volume of 274 pages, with 117 fine engravings. Cloth, $2 75.

EILER (CARL). A HANDBOOK OF DIAGNOSIS AND TREAT-
MENT OF DISEASES OF THE THROAT AND NASAL CAV-
ITIES. New (3d) edition. In one very handzome 12mo. volume

of 373 pages, with 101 illustrations, and 2 beautifully colored plates.
Cloth, $2 25.

SEI'IH (NICHOLAS). SURGICAL BACTERIOLOGY. In one hand-
gome octavo volume of 259 pages, with 13 plates, 9 of which are
ecolored. Cloth, $1 75.

ERIES OF CLINICAL MANUALS. A series of authoritative mono-
graphs on important elinical subjects, in 12mo. volumes of about 550
pages, well illustrated. The following volumes are now ready:
Ball on the Rectum and Anus, $2 25; Carter and Frost’s Ophthalmie
Surgery, $2 25 ; Hutchinson on Syphilis ($2 25) ; Marsh on Dizeases
of the Joints (£2); Morris on Surgieal Diseases of the Kidney ($2 23);
Owen on Surgical Diseases of Children ($2); Pick on Fractures and
Disloeations ($2); Butlin on the Tongue ($3 50); Savage on In-
sanity nand Allied Neuroses ($2), and Treves on Intestinal Obstrue-
tion ($2). The following are in press: Broadbent on the Pulse ;
Luecas on Diseases of the Urethra.

For separate notices, see under various anthors’ names.

SIHDH (W.) MANUAL OF CHEMISTRY. A Guide to Lectures

and Laboratory work for Beginners in Chemistry. A Text-book
specinlly adapted for Students of Pharmaecy and Medicine. New
(2d) edition. In one Bvo. volume of 480 pages, with 44 wood-
cuts and T eolored plates of deposits. Cloth, $3 25.
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KEY (FREDERIC C.) OPERATIVE SURGERY 1In one 8vo.vol.

of 661 pages, with 81 woodeuts. Cloth, $3 25.

SLADE (D.D.) DIPHTHERIA ; ITS NATURE AND TREATMENT.
Second edition. In one royal 12mo. vol. pp. 158. Cloth, $1 25.

SHITH (EDWARD). CONSUMPTION; ITS EARLY AND REME-
DIABLE STAGES. InoneSvo.vol.of 253 pp. Cloth, $2 25.

MITH (J. LEWIS). A TREATISE ON THE DISEASES OF IN.

FANCY AND CHILDHOOD. Sixthedition,revisedand enlarged.
In one large 8vo. volume of 867 pages, with 40 illustrations. Cloth,
£4 50 ; leather, §5 50.

SIIIII'H (STEPHEN). OPERATIVE SURGERY. New (second) and
thoroughly revised edition. In one very handsome 8vo: volume,
of 892 pages, with 1005 illustrations. Cloth, §4 ; leather, 85.

Sﬂui: (ALFRED). CHOLERA, ITS ORIGIN, HISTORY, CAUSA-
TION, SYMPTOMS, LESIONS, PREVENTION AND TREAT.
MENT. In one handsome 12Zmo. volume of 163 pages, with a chart
showing routes of previous epidemics. Cloth, $1 25.

STILLE (ALFRED). THERAPEUTICS AND MATERIA MEDICA.
Fourth revised edition. Intwo handsome octavo volumes of 1936
pages. Cloth,$10; leather, $12; very handsome half Russia, $13.

TILLE (ALFRED) AND MAISCH (JOHN M.) THE NATIONAL
DISPENSATORY : Containing the Natural History, Chemistry,
Pharmacy. Actions and Uses of Medicines. Including those ree-
ognized in the latest Pharmacopeias of the United States, Great
Britain and Germany, with numerous references to the French
Codex. New (fourth) edition, revised and enlarged with an Appen-
dix. In one magnificent imperial octavo volume of 1794 E
with 311 accurate engravings on wood. Cloth, $7 25; leatgar,
raised bands, $8; very handsome half Russia, raised bands and open
back, $9. Also,furnished with Ready Reference Thumb.letter Index
for $1 in addition to price in any of the above styles of binding.

TIMSON (LEWIS A.) A TREATISE ON FRACTURES AND
DISLOCATIONS. Intwo handsome octavo volumes. Vol. I., Frae-
tures, 582 pages, 360 beautiful illustrations. Vol. IL., Dislocations,
540 pp., 163 illustrations. Complete work, cloth, $5 50; leather,
$7 50. Either volume separately, cloth, $§3; leather, §4.

A MANUAL OF OPERATIVE SURGERY. New edition. In

one royal 12mo. volume of 503 pages, with 342 illustrations.

Cloth, $2 50.

TUDENTS' SERIES OF MANUALS. A series of fifteen Manuals by
eminent teachers or examiners. The volumesz are pocket-gize
12mos. of from 300-540 pages, profusely illustrated, and bound in
red limp eloth. The following volumes may now be announced :
Bruce's Materia Medica and Therapeutics (fourth edition), 1 50 ;
Treves’ Manual of Surgery (monographs by 33 leading surgeons),
3 volumes, each $2 00; Bell’s Comparative Physiology and Anatomy,
$2 00; Robertson's Physiclogical Physics, $2 00; Gould’s Surgical
Diagnosis, $2 00; Klein’s Elements of Histology (4th edition),
$1 50; Pepper’s Surgical Pathology, $2 00; Treves' Surgical Ap-
plied Anatomy, $200; Power's Human Physiology, second edition,
£1 50 ;: Ralfe’s Clinieal Chemistry, $1 50; and Clarke and Lock-
wood’s Dissector’s Manual, $1 50. The following is in press: Pep-
per’s Forensic Medicine.

For separate notices, see under various authors’ names.

STUREEE (OCTAVIUS). AN INTRODUCTION TO THE STUDY
OF CLINICAL MEDICINE. In one 12mo. vol. Cloth, $1 25.




LEA BROTHERS & CO 'S PUBLICATIONS. 15

AIT (LAWSON). DISEASES OF WOMEN AND ABDOMINAL
BURGERY. In two handsome octavo volumes. Vol. I. containing
546 pages and 3 plates, is jutt ready. Cloth, $3 00. Vol. II. In
Press.

TLHHER (THOMAS HAWKES). A MANUALOF CLINICALMEDI.
CINE AND PHYSICAL DIAGNOSIS. Third American from the
gecond revised English edition. Edited by Tilbury Fox, M. D. In
one handsome 12mo. volume of 362 pp., with illus. Cloth, $1 50.

ON THE SIGNS AND DISEASES OF PREGNANCY. From
the second Englizh edition. In one 8vo. voluvme of 490 pages, with
four colored plates and numerous woodeuts. Cloth, $4 25.

AYLOR (ALFRED §.) MEDICAL JURISPRUDENCE. Eighth
American from tenth English edition, specially reviced by the
Author. Edited by John J. Reese, M.D. In one large octavo
volume.

ON POISONS IN RELATION TO MEDICINE AND MEDICAL
JURISPRUDENCE. Third American from the third London edi-
tion. In one octavo volume of 788 pages, with 104 illustrations.
Cloth, $5 50; leather, $6 50.

AYLOR (ROBERT W.). A CLINICAL ATLAS OF VENEREAL
AND SKIN DISEASES. Ineluding Diagnosis, Prognosis, and
Treatment In eight large folio parts, measuring 14 x 18 inches,
and comprising 213 beautiful figures on 58 full-psge ehromo-litho-
graphic plates, 85 fine engravings, and 425 pages of text. Com-
plete work, just ready. Price per part, ¢2 50. Bound in one
volume, half Russia, $27; half Turkey Morocco, $§28. For sale by
subseription only. Address the Publishers. Specimen plates by
mail on receipt of ten cents.

THE PATHOLOGY AND TREATMENT OF VENEREAL DIS.
EASES. Being the sixth edition of Bumstead and Taylor. In one
very handsome Svo. volume of about 900 pages, with about 150 en-
gravings as well as chromo-lithographic plates. Preparing.

THOHAS (T. GAILLARD). A PRACTICAL TREATISE ON THE
DISEASES OF WOMEN. Fifth edition, thoroughly revised and
rewritten. In one large and handsome octavo volume of 810
pages, with 266 illustrations. Cloth, $5; leather, $6; very hand-
some half Russia, $§6 50.

THDHPEDH (SIR HENRY). CLINICAL LECTURES ON DISEASES
OF THE URINARY ORGANS. Second and revized edition. In
one octavo volume of 203 pages, with illustrations. Cloth, $2 25.
TEDHPEUH (SIR HENRY). THE PATHOLOGY AND TREAT-
MENT OF STRICTURE OF THE URETHRA AND URINARY
FISTULAZA. From the third English edition. In one octavo vol-
ume of 359 pages, with illustrations. Cloth, 3 50.

TIIIIY (CHARLES MEYMOTT). LEGAL MEDICINE. Volumes I.
and II. Two imperial octave volumes containing 1193 pages, with
2 colored plates. Per volume, cloth, §6; leather, $7.

Tﬂl}]] (ROBERT BENTLEY). CLINICALLECTURESON CERTAIN
ACUTE DISEASES. In one8vo.vol. of 320 pp., cloth, $2 50.

REVES (FREDERICK). A MANUAL OF SURGERY. In Treatises
by 33 leading surgeons. Three 12mo. volumes, containing 1866
pages, with 213 engravings. Price per set, $6. Bee Students’
Sertes of Manuals, p. 14.

SEURGICAL APPLIED ANATOMY. In one 12mo. volume of

540 pages, with 61 illustrations. Cloth $2 00. See Students’ Series

of Manwals, page 14.

INTESTINAL OBSTRUCTION. In one 12mo. volume of 522
pages, with 60 illustrations. Cloth, $2 00. Bee Series of Clinical
Manuals, p. 13.

TIJKJE{I]AHIEL HACK). THE INFLUENCE OF THE MIND UPON
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