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ESSENTIALS OF GYNACOLOGY.

What is included in the term external genitals?

That portion of the genital tract which is visible when the patient
is in the dorsal position, with knees elevated and the labia separated
with the fingers, viz. : Mons Veneris, Labia Majora, Labia Minora,
Clitoris, Vestibule, Fourchette and Fossa Navicularis.

What other terms are in common use for the external
genitals ? '
Pudendum and Vulva.
The term vulva is inexact, as it originally applied to the labia,
nevertheless it 1s in common use.

What comprise the internal organs of generation?

The Uterus, Fallopian tubes and Ovaries.

The Vagina connects the external with the internal generative
organs. :
- Budin regards the Hymen as anatomically a folding in of the

vaginal walls,

Describe.

The Mons Veneris is a triangular projection, or cushion of adipose
tissue, situated over the symphysis pubis. Anatomically, in addition
to atipose tissue, it contains fibrous and elastic tissue.  After
puberty it is covered with hair, which has a tendency to eurl, and
is usually somewhat darker than the hair of the head. Numerous
sebaceous and sweat glands are present.

Labia Majora.
Desecribe them.

The labia majora are two folds of skin which extend from the
mons veneris in front to meet in the fourchette posteriorly ; they
2 17

Mons Veneris.






CLITORIS. 19

eonsist of two halves, corpora cavernosa, separated by an imperfect
septum.

The crura are two prolongations of erectile tissue with a dense
fibrous sheath ; they arise from the anterior borders and inner sur-
faces of the pubic and ischiatic rami, and extend forward to unite
i the body just beneath the pubie arch.

Give the vascular supply of the clitoris.

The arterial supply is from the two terminal branches of the in-
ternal pudic. The blood 1s returned by the dorsal vein which empties
into the vesical plexus,

Describe the lymphatics of the clitoris.
The clitoris is surrounded by a plexus of lymphatics which termi-
nate in the inguinal glands.

Describe the nerve supply of the clitoris.

The clitoris receives numerous filaments both from the sympa-
thetic system and from the pudie nerve.

According to Savage, ‘*small as this organ is compared with the
penis, it has in proportion four or five times the nervous supply of
the latter.”’

What are the differences between the clitoris and the penis?
The clitoris has neither corpus spongiosum nor urethra, both of
which are present in the penis.

What are the points of resemblance between the clitoris and
the penis?
They are both erectile.
They each consist of a glans, a body and two crura,
They each have two corpora eavernosa separated by an incomplete
septum. The glans in each is partly covered by a prepuce, with
its fraenum attached below.

What do we find in the female as the analogue of the corpus
spongiosum in the male?
The bulbs of the vagina and the labia minora, which, in the
female, lie at the side of the urethra, correspond to the corpus
gpongiosum in the male.
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_ Vulvo-Vaginal Glands.
Describe.

The vulvo-vaginal, or Bartholinian glands are small oval bodies
about the size of an almond, lying just behind the lower extremities
of the bulbs ; they lie behind the anterior layer of the triangular
ligament, and each gland has a duct about half an inch in length
which opens just in front of the hymen on each side,

They secrete a glairy mucus which lubricates the parts,

Hymen.
Describe.

The hymen is a fold of mueous membrane which surrounds the
ostium vaging ; it has a connective tissue framework, and contains
blood vessels and nerves.

According to Budin, it is an infolding of the entire vaginal wall.

The hymen may be of several forms ; the most common being the
crescentic. Other forms are the annular, making a ring about the
ostium ; the eribriform, perforated by numerous small holes ; and
the fimbriated, with a fringed edge. It is sometimes imperforate,
a pathological condition.

What value has the hymen as a criterion of chastity?
Very slight, as neither is its absence proof that intercourse has

taken place, nor is its presence an absolute proof to the contrary.

What are the caruncule myrtiformes ?

They were formerly regarded as the remains of the hymen, but
are now considered the tags resulting from the laceration, sloughing
and cicatrization incident to childbirth.

Vagina.
Describe.

The vagina is spoken of by Hart and Barbour as ** a mucous slit in
the pelvic floor;"” it is the canal connecting the uterus and the
vulva, lying between the bladder and urethra in front and the
rectum behind ; its walls, which are anterior and posterior, are
normally in contact.
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The lymphatics from the upper three-fourths of the vagina join
with those from the cervix and bladder, and enter the iliaec glands.
According to Le Bee, they enter the obturator glands,

Describe the nerve supply of the vagina.

The vagina is supplied by branches of the inferior hypogastric
plexuses of the sympathetic system. These plexuses lie on either
side of the vagina.

Give the relations of the vagina.

The anterior vaginal wall is connected in its lower half with the
urethra, in its upper half with the neck and fundus of the bladaer;
the former connection is much more intimate than the latter. The
posterior vaginal wall in its lower fourth lies in connection with the
perineal body, in its middle two-fourths with the rectum, in its upper
fourth with the cul-de-sac of Douglas. The anterior fornix is distant
1} inches from the utero-vesical pouch, and through this fornix can
normally be felt the body of the uterus and the angle it makes with
the cervix.

The posterior fornix is in contact with the cul-de-sac of Douglas.
The lateral fornices are in relation with the bases of the broad liga-
ments, and through these fornices can normally be felt the vessels of
the broad ligament, and oceasionally the ovary and tube of that side.

The vagina makes an angle of 60° with the horizon when the
woman is erect.

Uterus.
Give the gross anatomy.
. The uterus, the organ of gestation, is a hollow, pear-shaped organ,
flattened antero-posteriorly, situated in the pelvis between the bladder
and rectum. It measures in the virgin about 3 inches in length, £
inches in breadth, at the level of the Fallopian tubes, and one inch
in thickness. The weight of the virgin uterus varies from 1 to 1} oz.

It consists of three portions : the eervix, body and fundus.

As viewed externally, the uterus, on its anterior surface, is nearly
flat, its posterior surface convex ; a little below the centre is a slight
constriction called the isthmus,

The cervix is that portion of the uterus below the isthmus, and
which projects in part into the vagina.
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The infra-vaginal portion of the cervix (a) is that below the level
of the attachment of the anterior vaginal wall.

The supra-vaginal portion (¢) is that above the level of the attach-
ment of the posterior vaginal wall.

The intermediate portion (b) is that between the infra- and supra-
vaginal portions.

What portions of the cervix project into the vagina ?

The infra-vaginal portion of the anterior lip, and the infra-vaginal
and intermediate portions of the posterior lip.

For practical purposes, it is sufficient to divide the cervix into the
supra-vaginal portion, that above the attachment of the vagina;
and the infra-vaginal, that within the vagina.

What are the three elements in the structure of the uterus?
1. The mucous membrane.
2. The muscular coat.
3. The peritoneal coat.

Mucous Membrane of the Uterus.

Describe that of the cervix.

The mucous lining of the cervix differs from that of the body of
the uterus, In the cervix it is thrown into folds presenting the
arbor vitee appearance, there being a central ridge on both anterior
and posterior walls, and from these ridges secondary ridges extend-
ing obliquely.

The anterior and posterior ridges are not directly opposite, but fit
past one another. The epithelium is eiliated on the ridges, non-
ciliated in the depressions (de Sinéty).

The mucous membrane covering the vaginal portion of the cervix
closely resembles that of the vagina, consisting of vaseular papillae
covered hy squamous epithelinm.

Describe the mucous membrane of the body of the uterus.
The mucous lining of the body of the uterus is smooth, velvety
and of a grayish red color; it is directly connected with the musen-
lar eoat, with no submucous layer. Tt averages about 55 of an inch
in thickness, and consists of eolumnar, ciliated epithelium, on a base
of connective tissue between whese fibres numerous lymph spaces
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it gives off numerous lateral branches to the uterus, anastomosing
with those of the opposite side; these are very tortuous and are
called the ** curling arteries of the uterus.”

Fia. 2.

Distribution of ovarian, uterine and vaginal arteries ( Hyril).

a, ovarian artery; a’ and b, branches to tube; ¢, branches to ovary ; b, branch to
round ligament; e, branch to fundus; d, branch to join uterine artery : e, uterine
a;te% : f, anterior branch of internal iliac; g, vaginal arteries ; &, azygos artery
Ol VAglna.
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It is now sufficient for practical purposes to say that the uterus,
when the pelvie organs are normal and when bladder and rectum are
empty, lies slightly anteflexed and slightly anteverted ; but the posi-
tion is constantly changing with the degree of distention of the blad-
der and rectum, especially the former.

What are the ligaments of the uterus?

There are two utero-vesical ligaments, two round, two broad and
two utero-sacral.

Describe the utero-vesical ligaments.
They are two folds of peritoneum passing between the bladder and
the lower portion of the uterus on each side.

Describe the round ligaments.

They are two musculo-fibrous cords, 4-5 inches in length, which
extend from the superior angles of the uterus, in the anterior folds
of the broad ligaments and below the Fallopian tubes, forward and
outward to the inguinal canal ; thence through this canal where they
terminate in three points of insertion : the external, middle and
internal. The external blends with the outer pillar of the ring néar
(imbernat’s ligament. The middle terminates in the upper portion
of the external ring. The internal unites with the eonjoined tendon.
Besides muscular and fibrous tissue, these ligaments contain areolar
tissue, vessels and nerves.

They are of importance as being those shortened in Alexander's
operation,

Describe the broad ligaments.

They are two folds of peritonenm which extend from the sides of
the uterus to the wall of the pelvis, “‘along a line which is situ-
ated between the great sacro-sciatic notch and the margin of the
obturator foramen as far down as the level of the ischial spine.”
The inner and greater part of its superior border, on each side, is
occupied by the Fallopian tube ; the part of the superior border not
s0 occupied is called the infundibulo-pelvic ligament.

What two folds are made in the broad ligament in addition
to that occupied by the Fallopian tube ?
An anterior fold caused by the round ligament and a posterior fold

caused by the ovarian ligament.
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brize), both primary and secondary, the lattér arising from- the
former, which are 4-5 in number. The longest of the primary
fimbrize lies to the inner side, is grooved, and is attached to the
ovary : this is called the fimbria ovariea.

The tubes, on section, are seen to consist of four layers or coats ;
the peritoneal eoat ; two muscular coats, the outer being longitudinal,
the inner eircular ; and a mucous coat.

There is no submucous layer.

The mucous membrane is thrown into longitudinal folds ; the epi-
thelium is columnar and eiliated.

Give the arterial supply of the Fallopian tubes,

The Fallopian tubes are supplied by the ovarian arteries, which
send branches directly to the outer and inner portions of the tube
and supply the middle third through branches from the plexus
about the ovary.

Describe the veins, lymphaties and nerve supply of the Fal-
- lopian tubes.
The veins of the tubes enter the pampiniform plexus on either
side.
The lymphatics join with those from the upper part of the uterus
and from the ovary, and terminate in the lumbar glands.
The nerve supply is from the inferior hypogastrie plexuses.

What is the supposed direction of the current in the motion

of the ciliee of the epithelium in the uterus and tubes?

In both cases toward the fundus: in the uterus, from below

upward ; in the tubes, from the fimbriated extremity toward the
uterus,

Ovaries.

Give their gross anatomy.

The ovaries are two ** flattened ovoid '’ bodies lying in the plane
of the brim of the pelvis, on either side of the uterus. According
to Coe, they are attached to the anterior folds of the broad liga-
ments, and project through the posterior. They are situated below
the outer extremities of the tubes.

They present for consideration two borders, an anterior and pos-
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surrounding the vitellus or yelk. At one point of the latter is secn
the germinal vesicle, and within this the germinal spot. A Graafian
follicle measures from {5 to o5 inch in diameter ; a germinal spot
not over ggyg inch.

Give the arterial and venous supply of the ovaries.

The ovaries are supplied by the ovarian arteries, which arise
directly from the aorta. |

The veins of the ovary emerge at the hilum and enter the collec-
tion of veins ecalled the ** bulb of the ovary.”” This communicates
with the veins from the Fallopian tube and upper portion of the

Fis. 3.

Diagrammatic Section of Graafian Follicle.

1. Ovum. 2. Membrana granulosa. 3. External membrane of Graafian follicle.
4. Its vessels. 5. Ovarian stroma. 6. Cavity of Graafian follicle. 7. External
covering of ovary.

uterus, forming a collection called the pampiniform or ovarian
plexus ; from this springs the ovarian vein, which, on the right side,
terminates in the inferior vena ecava, on the left side, in the left
renal vein. The left ovarian vein has no valve at its termination.
Some apply the term pampiniform plexus to all the veins in the

broad ligament.

Give the lymphatics and nerve supply of the ovary.

The lymphatics join with those from the tube and upper portion
of the uterus and terminate in the lumbar glands. The nerve sup-
ply is from the inferior hypogastric plexus,

o
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The meatus urinarius, the outer extremity of the urethra, is situ-
ated in the median line at the base of the vestibule.

Describe Skene's tubules.

Just within the meatus, on each side, are the openings of Skene’s
tubules;, which he describes as lying near the floor of the urethra,
just beneath the mucous membrane, and extending parallel to the
canal about three-fourths of an inch. Their function is unknown.

Bladder.
Describe it.

The bladder is a hollow museulo-membranous organ, situated in
the pelvis ** between the symphysis pubis in front and the vagina
and uterus behind.”’

The bladder presents for consideration a body, a base or fundus,
and a neck. The body is all that portion above the lines joining the
ureteric openings and the centre of the symphysis pubis.

All below these lines is the base or fundus. The portion of the
fundus between the urethral and ureteric orifices is the trigone.

The constricted portion continuous with the urethra is the neck.

The wall of the bladder consists of three coats: a peritoneal, a
musecular and a mucous,

The peritoneal coat is found only on the summit of the bladder
and on the upper part of the posterior surface. The muscular coat
consists of two layers: an outer longitudinal and an inner circular ;
the latter being most marked around the urethral orifice.

The mucous membrane consists of several layers of transitional
epithelinm resting on a membrana propria ; the superficial cells are
SUAINOUS.

The mucous membrane is thrown into numerous folds, except at
the trigone, where it is more closely connected with the underlying
tissue,

The mueous membrane is supported by a submucous layer of fibrous
and elastic tissue, containing blood vessels, lymphatics and nerves.

- What is the arterial supply of the bladder and urethra ?

The bladder receives its arterial supply from the superior, middle
and inferior vesical, and from branches of the uterine and vaginal
arteries,
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Rectum.
Describe.
The rectum is the lower extremity of the large intestine, about 8
inches in length, extending from near the left sacro-iliac synchron-
drosis to terminate in the anus between the coceyx and perineum.

Fig. 4.

Drawing from a dissection made to show relations of ureters, uterine arteries,
bladder, ete. (J. Greig Smith.)

ur., ureter; wi.Ar., uterine artarg; ou., 08 uteri ex by an incision, x, made
through the top of the vagina ; bl., bladder, the walls of which are cut down to the
insertion of the ureters into its base, Vag., vagina.

It presents three curves :—

1. Downward, backward and inward to the 3d sacral vertebra.
2. Forward to the apex of the perineum.

3. Backward to the anus.

The rectum is invested by peritoneum at its upper part.
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rectum to the sacrum ; at its lower part by fibrous tissue to the
sacrum and coceyx.

On each side it receives the insertion of the levatores ani and is
surrounded below by the sphincter ani.

Pelvic Floor.

Describe the segments of the pelvie floor.

According to Dr, Hart, the pelvie floor consists of two segments :
the pubic and sacral ; the pubic consisting of the bladder, urethra,
bladder peritoneum and the anterior vaginal wall ; the sacral com-
prising the rectum, perineal body and posterior vaginal wall.

According to the same authority, also, the pubic segment is made
up of loose tissue, loosely attached to the pubes, and is drawn up
during labor ; the sacral segment is made up of dense tissue, closely
attached to sacrum and coccyx, and is driven down during labor.

Describe the muscles and fascia of the pelvic floor, as dis-
sected from above.

On examining the pelvie floor from abo e, we find the pelvic fascia
attached laterally to the brim of the pelvis, to the spine of the
ischium behind, to the lower portion of the symphysis pubis in
front, and to a tendinous band—"* white line "’—joining the two latter
points. Behind the spine of the ischium the pelvie fascia is con-
tinuous with a thin layer covering the pyriformis muscle. At the
“white line’’ the pelvie fascia divides into the recto-vesical fascia,
which covers the upper surface of the levator ani muscles, and the
obturator fascia, covering the obturator museles, The recto-vesical
fascia arising from the ** white line”” extends downward and inward,
and unites in the median line with its fellow of the opposite side.
This forms a fascial diaphragm which is perforated by the rectum
and vagina, to each of which it is firmly attached and furnishes a
gheath from that point downward. The bladder and rectum also
receive ligaments from this fascia.

On removing this fascial diaphragm, we meet with a muscular
diaphragm formed by the levator ani and coccygeus muscle of each
side meeting in the median line.
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Muscles of the Perineum.

Name and describe them.,

On each side of the vaginal orifice we find three muscles : bulbo-
cavernosus, ischio-cavernosus or erector clitoridis, and the trans-
versus perinel.

The bulbo-cavernosus arises from the perineal body on each side
of the vagina, with its fellow encircles the vaginal bulbs and vesti-
bule, and divides into three slips ; one going to the posterior surface of
the bulb, another to the under surface of the corpus cavernosum of
the clitoris, and the third to the mucous membrane of the vestibule,

The bulbo-cavernosi compress the bulbs of the vagina.

The transversus perinei arises from the ramus of the ischium and
is lost in the perineal body.

The ischio-cavernosus or erector clitoridis, arises from the front of
the tuberosity of the ischium and is inserted into the crus clitoridis,

These muscles are supplied by the internal pudic artery and by
branches of the pudie nerve.

The veins enter the pudic veins.

The lymphatics terminate in the inguinal glands.

Ischio-rectal Fossa.

Give its gross anatomy.

It is a pyramidal-shaped area, largely filled with fat, situated on
either side of the rectum ; the sides are formed by the obturator
internus without and the levator ani within ; the base by the trans-
versus perinei and the lower edge of the gluteus maximus,

Describe the fascia covering the pelvic floor below.

From without inward we find the superficial fascia in two layers,
the external being continuous with the general superficial fascia of
the body. The deep layer is attached to the border of the pubic
arch in front and laterally ; posteriorly, it passes around the trans-
versus perinei muscles and 1s attached to the base of the anterior
layer of the triangular ligament.

Beneath the perineal muscles we find the triangular ligament, con-
sisting of two layers of fascia, the anterior and posterior, filling in
the pubic arch.
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What should you notice on inspection of the external gen-
. itals?

1. Notice whether or not the vulva i1s the seat of venereal sores
warts, abscesses, pediculi, ete.

2. Separate labia and notice condition of hymen and perineum,
whether intact or lacerated ; the shape of hymen if intact. If peri-
neum lacerated, notice whether through the sphineter ani or not ;
notice, also, condition of urethra.

3. Tell patient to strain, and with labia still separated, notice
whether anterior or posterior vaginal walls prolapse or not, thus
forming cystocele or rectocele.

4. During this inspection it is well to pass the thumb and fore-
finger along each labium majus to ascertain whether the vulvo-
vaginal glands or their ducts are enlarged or not.

What are the principal elements in a complete external ab-
dominal examination ?

1. Position and Preparation of patient.—Patient should be on
back with knees drawn up ; the abdomen should be uncovered as
low down as the pubes ; the latter not being exposed ; bladder and
rectum should be empty. :

2. Inspection.—Observe the form and color; notice whether
irregularities in form are present or not.

3. Palpation.—Use both hands ; they should be warm ; use the
palms and palmar surface of fingers rather than their tips: employ
very little force. If a tumor is present, notice whether it is solid or
fluctnating, whether fixed or mobile ; if possible, determine whether
or not it is attached to one of the pelvie organs,

Notice whether it pulsates or is the seat of intermittent contrae-
tions,

Palpate inguinal regions for enlarged glands or hernize.

4. Percussion.—Patient should be first percussed in usual manner
while lying on back and then when turned on either side.

Vaginal Examination.
Describe the method of performing it.

Have the patient on back ; knees drawn up ; if a married woman,
employ two fingers, if unmarried, use one.
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Condition of 0s :—
Size ;
Shape ;
Projections through it.

Bimanual Examination.

What is the method of performing it ?

The position of the patient and the method of introducing fingers
are the same as for the vaginal examination just described. As
regards which hand shall be used internally, the right is usually
employed first ; but to make a complete bimanual, it is best to
employ internally the right hand for the right side of the pelvis,
and the left hand for the left ; in this way the palmar surfaces of
the internal and external fingers are approximated, and any depart-
ure from the normal, on either side, is better mapped out than
when the right hand alone is used for the internal examination.

Describe the use of the external hand in the bimanual.

The ulnar surface of the external hand should be used rather than
the palm ; it should be applied to the abdomen a little above the
pubes and steadily depressed toward the opposing fingers within the
vagina, while the patient relaxes her abdominal muscles and breathes
quietly, with mouth open.

Describe the use of the internal examining fingers in the
bimanual.

While the ring and little fingers are strongly flexed into the palm
and the thumb lies on the pubes or between the thighs, place the
middle examining finger on the cervix and the index in the anterior
fornix and raise the uterus toward the external hand. The first
step for the student in aequiring skill in the bimanual is to feel,
through the abdominal wall, a body which transmits motion from
the external hand to the finger on the cervix. This, in a normar
case, 18 the fundus of the uterus; future examinations will enable
one to map out more and more the shape of the fundus,

What is a good order to follow in making a bimanual exam-
ination?
1. Determine the position of the uterus by attempting to approxi-












INSTRUMENTS—SPECULA. 49

What are the disadvantages of Sims’ speculum ?

It requires an assistant with some training to hold it.

It requires, in most cases, the use of a vaginal depressor, thus
employing one hand.

What is the proper position of the patient for the use of Sims’
speculum ?

A patient in the so-called ** Sims position "’ should lie on her left
side, with left buttock on the left corner of the table, as vou face it ;
the head being at the right corner of the head of the table, the left
arm behind the patient; the right arm should lie over the right
edge of the table, the right shoulder being kept as near the table as

F16. 6.

possible. The knees should be drawn up, the right a little above
the left.

How would you introduce a Sims speculum ?

Having placed the patient in the correct Sims position, select the
blade you are to use; warm and lubricate the convex side of it :
take the speculum in the right hand with the index finger lying in
the concavity of the blade, and introduce finger and blade together.
The breadth of the blade should be in line with the labia until it
has entered the vaginal orifice ; it should then be rotated till the
~ convexity lies in apposition with the posterior vaginal wall, which it
should hug closely till the posterior fornix is reached and the index
finger detects the cervix in front of it ; the speeulum is then given
to an assistant to hold. Some introduce the finger first and pass
the blade along it.

4
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What is a Simon's speculum ?

A very valuable speculum of the spatular variety is called Simon’s
(see Fig. 7.) It consists of a common handle into which fit, at
right angles to it, blades of different sizes and shapes. It is of
especial value with the patient in the dorsal position, for retracting
the perineum in curetting the uterus or operating upon the cervix.

FiG. 8.

Fergusson's Speculum.

What is one of the best examples of a cylindrical speculum ?
Describe it.

The eylindrical speculum of Fergusson (see Fig. 8) is probably the
best of its class ; it is a cylinder of glass or hard rubber, with one
extremity beveled and the other trumpet-shaped.

The glass ones usually present a mirrored surface from within,

The beveled extremity is the one first introduced.

What are the merits of the Fergusson speculum ?

It is of very limited use; it may be employed for inspecting the
cervix or making applications to it. It is useless for operations on
the cervix ; it is only partially self-retaining, and its introduetion in
nulliparee is painful.

How would you introduce a Fergusson speculum ?

In this country the Fergusson speculum is usually employed with
the patient in the dorsal position.

Separate the labia with the fingers of the left hand ; holding the
trumpet-shaped extremity with the right hand, introduce the
beveled extremity into the vaginal orifice having the shorter side
anterior ; depress well the perineum, directing the speculum toward
the hollow of the sacrum ; by slight vertical, horizontal or rotatory
motion of the speculum while looking into it, the cervix is now
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What are the merits of Brewer's speculum ?
For inspection of, and applications to, the cervix, it is very valu-
able ; it is self-retaining, thus obviating the necessity of an assistant.
The long instrument is better than the short, as with it the
vaginal walls are not as likely to obstruet the view by falling in be-
vond the blades, and at the same time it accomplishes all that the
short instrument does.

Fi6. 10, What are the disadvantages of Brewer's
3 speculum ?

It distorts the cervix, obscures the anterior
vaginal wall, and cannot be used for operations
on the cervix or vagina.

Volsella.
Describe it.

The Volsella, or valsellum foreeps (see Fig. 10)
consists of a pair of hooks with scissor handles
and joint; the hooks usually consist of two or
more teeth ; the handles fasten with a catch,

What are the uses of the Volsella ?

In all operations on the cervix, trachelor-
rhaphy, dilatation, ete., the volsella, or one of
its substitutes, is almost indispensable, to draw
down and hold the cervix.

For applications to, or operations on, the
C __ interior of the body of the uterus, the volsella

The Volseils. is also of great value.
The use of the volsella to draw down the
cervix, in connection with the finger in the rectum, in the combined
rectal examination, is of great importance,

CLENTZ % 50NS.PHILA.

How would you introduce and apply the Volsella ?

The position for most operations on the cervix is the Sims position,
- eonsequently the volsella is most often used in this position. It may
be introduced either without or with the use of the speculum ; if
without the speculum, the first two fingers of the right hand are
introduced till the anterior lip of the cervix is felt ; the volsella is
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The sound of A. R. Simpson (see Fig. 12) 12 only 9 mches long ;
it has a prominent ring at 2} inches and two rings at 4} inches;
there are also markings at 3} and 5} inches. This sound has an
advantage over the preceding in that, being only 9 inches long, the
handle, which is broad, can rest firmly on the ball of the little finger
even when the tip of the index finger is on the 2} inch ring, thus
giving one a complete control of the instrument when the finger is
in the vagina with the sound. This is impossible with the sound of

Fi16.12.

.

A. R. Simpson's Sound. .H'arr and Barbour.)

Sir J. Y. Simpson, as in similar circumstances the handle is far
above the hand, and one can only grasp the shank, which readily
rotates. The presence of the double ring is also an advantage in an
enlarged uterus,

What are the contraindications to the use of the sound?
Patient has skipped a menstrual period.
Menstruation present.
Acute inflammation present in uterus or neighborhood.
Malignant disease of uterus.

What are the preliminaries to the use of the sound?
1. Be sure that the patient has not skipped a menstrual period.
2. Determine position of uterus by a careful examination,
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How would you pass the sound in a marked case of ante-
flexion ?
If the uterus is anteflexed, the introduction of the sound is facili-
tated by curving the sound sharply, and drawing down and steady-
ing the cervix with a bullet forceps.

How would you introduce the sound with patient in Sims’
position?

Here, as in the dorsal position of the patient, the introduction
of the sound should be preceded by the introduction of the specu-
Jum and the cleansing of the vagina and cervix ; the sound rendered
aseptic is then passed by sight directly into the os without being
allowed to touch the vaginal walls; in this way the introduction of
sepsis into the uterus is avoided. The further introduetion of the
sound may be continued with the concavity forward, or starting
with the concavity backward the semicireular motion of the handle
from behind forward may sometimes be employed with advantage.

If the uterus lies posterior, the sound ean usually be introduced
directly with its concavity backward.

What are the uses of the uterine sound?
(@) To determine—1. The length of uterine canal.
2. Its permeability.
3. Tts direction.
4. Condition of endometrinm.
5. Growths in uterus.
6. Relation of uterus to tumors.
(5) To replace a displaced uterus.
The mobility of the uterus and the relation of cervix and body
should be determined by the bimanual, not by the sound.
The sound is wisely much less used now than formerly.

What are the dangers in the use of the sound ?
1. Pelvie peritonitis or cellulitis, from introduction of sepsis.
2. Abortion. .
3. Hemorrhage, especially in malignant disease.
4. Perforation of uterine walls.
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The tupelo tent is the best of all. It expands evenly and smoothly,
and is the least liable to cause sepsis.
The cornstalk is feeble in action and seldom used.

What are the indications for the use of tents?

1. To dilate the cervieal canal for purposes of diagnosis or opera-
tion.

2 To check hemorrhage.

What are the merits of tents for these uses?

The employment of tents has greatly, and very wisely, diminished
of late. For diagnostic purposes they are still oceasionally employed
to dilate the cervical eanal, so that the finger can be introduced, but
they are dangerous, slow and painful, and we have, in most eases,
better means, in dilators of the glove-stretcher variety or Allen’s
pump, for accomplishing the same result.

The use of tents to check hemorrhage was chiefly in abortion ; the
dilatation of the canal being sought for at the same time. We now
have better means.

What are the preliminaries to the use of tents ?

All antiseptic precautions should be observed. Patient should
have an antiseptic vaginal douche.

You should determine aceurately the position of the uterus.

Tents should be curved to the direction of the canal.

A string should be passed through the tent, for ease in with-
Arawal.

Patient should be in Sims’ position.

How would you introduce a tent?

1. Introduce Sims’ speculum ; draw down cervix with volsella,
then taking the tent in a pair of dressing forceps or on a tent car-
rier, pass it into cervical canal by sight ; insert a tampon and give
an opium suppository.

What should be the future treatment of the case ?
Tents should not be left in over 6-12 hours; sponge tents not
over 6 hours. In removing a tent, do not rotate it.

Patient must remain in bed for 24 hours, and not leave the house
for 3-4 days.
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Graduated Hard Dilators.

Describe them,

There are several varieties in common use, among which are Peas-
lee’s, Kammerer's, Hank’s, ete.

The first two resemble male sounds, except that the curve is less
acute, and at 2} inches there is a bulb.

Hank’s dilators consist of two sounds on each handle, one at each
end. They are often made in sets of six and of hard rubber.

Ordinary male sounds, Nos. 15 to 18, French, may often be sub-
stituted for the dilators just mentioned.

What are indications for the use of graduated hard dilators?
1. By themselves to dilate a stenosis of the cervix causing dys-
menorrheea or sterility,.  Under stenosis here is included that caused
by flexions. :
2. To maintain a dilatation produced by one of the more power-
ful dilators. |

Describe the mode of employment of these graduated hard
dilators.

Give patient an antiseptic douche; place her in Sims’ position ;
introduce Sims’ speculum ; draw down and hold cervix with a tenacu-
lum or volsella ; introduce dilator by sight, as you would the uter-
ine sound, beginning with the smallest size and increasing to the
largest. Cleanse the vagina with an antiseptie solution (bichloride
1-5000), insufflate iodoform against the cervix and insert an ilodo-
form gauze tampon; keep patient in bed 12-24 hours,

Oceasionally, the curve of the uterus is such that it is easier to
introduce the dilators with patient in the dorsal position and with
the aid of the bivalve speculum.

In employing these graduated dilators for stenosis of cervix
causing obstructive dysmenorrheea, how often should
they be introduced?

Tt is usually necessary to introduce them once a week during the
first month, and once or twice a month for a few months afterward ;

exercising each time the same antiseptic precauntions.

Describe the dilators of the glove-stretcher variety.
The two chief styles of these are the Sims and Ellinger’s ; in the



INSTRUMENTS —GRADUATED HARD DILATORS. 61

latter of which the blades are caused to move parallel, and on the
handle there is a graduated scale. There are numerons modifica-
tions of these dilators, among which may be mentioned Wylie's and

Goodell’s,

What are the indications for the employment of these dila-
tors ?
The same indications obtain as for the preceding, and in addition
where a more complete dilatation of the cervix is desired.
The first and more complete dilatation is often performed with a
dilator of this class, and then the dilatation maintained by the
graduated hard dilators,

What are the preliminaries to the use of the glove-stretcher
dilators?
The patient should have an antiseptic douche, and for complete
dilatation, ansesthesia.

Describe the method of employing these dilators.

The patient is usually placed in the dorsal position. Retract the
perineum with a Simon’s speculum ; thoroughly cleanse the vagina
and cervix ; draw down and steady the cervix with a bullet forceps
and introduce dilator to the shoulder, separate blades gradually to
the desired extent, being careful that the instrument does not slip
suddenly and lacerate the cervix. While most of the dilatation is
performed in the lateral-diameter of the cervix, it is often well to
rotate the dilator and dilate somewhat in other diameters. The
dilatation may also be performed with the patient in Sims' posi-
tion and with the aid of Sims’ speculum.

To what extent should you carry the dilatation?
Usually from # to 1 inch,
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a. For diagnosis, to scrape away some of' the contents of the
uterus, for examination, to determine the cause of’ hemorrhage.

b. For treatment, to scrape away villous growths, which, by their
vascularity, easily cause hemorrhage.

In malignant disease of the uterus, the curette is also of value to
remove sloughing masses.

What are the preliminaries to the use of the curette ?

The patient should have an antiseptic douche, and all antiseptic
precautions should be observed in regard to instruments, hands, ete.

She should be placed in the dorsal position; the perinenm re-
tracted with a Simon’s or Sims’ speculum ; cervix drawn down and
steadied with a bullet forceps; the cervix should be dilated.

If the sharp curette is to be used, it is better to use ansesthesia ; if
only the blunt curette is to be employed, anaesthesia is unnecessary.

Describe briefly the method of curetting.

If the operation is to be curative, serape the interior of the uterus
carefully till the walls feel smooth ; then wash out uterus with an
antiseptic solution, with the aid of a double current catheter; dry
the vagina, then touch the interior of the uterus with earbolie acid
or the so-called iodized phenol, consisting of iodine, gr. xl, carbolic
acid 3j. A strip of iodoform gauze has of late been introduced
into the uterus after curetting and irrigating ; this is of advantage
in draining and causing contraction of the uterus. The patient
should be confined to bed for several days.

What are the dangers of the curette ?

Inflammation of the uterus or its adnexa.

Peritonitis.

Hemorrhage.

Septicemia.

Vulvitis.

What are the varieties ?
[ 1. Simple eatarrhal, acute or chronie :
a. Occurring in both | 2. Gonorrheeal ;

children and adults : 1 3. Phlegmonous ;
4. Diphtheritic ;

| 5. Grangrenous ;
b. Occurring in adults : Follicular,
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by nitrate of silver (gr. x-3j) applied to the vulva ; bismuth or
borax being dusted on between the lotions.

I[I. GONORRHEAL VULVITIS.
What is the etiology ?

It is produced either direetly by intercourse with one who has
contracted gonorrheea, or indirectly by soiled linen, instruments, ete,

What is the diagnostic value of Neisser's gonococcus, found
in the discharge?

Dr. W. J. Sinclair, in his work on ** Gonorrheeal Infection in
Women,"" arrives at the following conclusions :—

1. ** If gonoeoeci are present in the discharge from an inflamed
mucous membrane, the discharge is of’ gonorrheeal origin. ™

2. ** A secretion containing gonocoeei, when brought into contact
with a mueous membrane capable of infeetion, gives rise with cer-
tainty to a gonorrheeal inflammation ; and conversely, a secretion,
whatever its origin may be, which does not contain gonococel, is
incapable of giving rise to a gonorrheeal inflammation. ™

What is the differential diagnosis between gonorrheeal vul-
vitis and acute simple catarrhal vulvitis ?

In gonorrheeal vulvitis, the onset is more violent ; more fever,
pain and cedema ; the inflammation extends up the vagina and
urethra ; pus can often be pressed out of' urethra ; gonococei can be
found in the discharge ; often warts or buboes are present, and
sometimes gonorrheeal rhenmatism,

What is the treatment of gonorrheeal vulvitis?

Keep patient quiet ; give light diet ; keep bowels open ; irrigate
parts with bichloride 1-1000 or 2000, ar ereolin 1-100 or 200 ; then
dust with calomel, bismuth, or borax. If discomfort is very great,
lead and opinum wash may be frequently applied to the vulva, and
patient may take warm sitz-baths. The labia should be kept sepa-
rated with lint or gauze smeared with some simple antiseptic oint-
ment.

If the vulvitis tends to become chronie, apply nitrate of silver,
gr. x-3j.

5
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How would you differentiate phlegmonous wvulvitis from
hydrocele of the round ligament ?

Pllegmonous Vulvitis vs. Hydrocele of Round Ligament.
Signs of acute inflammation. No signs of acute inflammation.
Opaque. Translucent.

Never communicates with ab-  Sometimes communicates with
dominal cavity. abdominal cavity.

How would you differentiate phlegmonous vulvitis from
h@matoma of vulva ?

Phlegmonous Vulvitis vs. Heematoma of Vulva,
Gradual formation. Sudden onset.
Less frequent during parturi- More frequent during parturi-
tion. tion.
First hard, then soft. First soft, then hard,
Less often preceded by varicosi-  More often preceded by varicosi-
ties, ties.

What is the treatment of phlegmonous vulvitis ?
Tonies : Arsenie, quinine, ete.
Sedatives : Hot lead and opiam.
When pus formed, open, drain and dress antiseptically.

IV. Drearaeritic VULVITIS.

Give the etiology, symptoms and treatment.

Diphtheritic vulvitis is an expression of constitutional diphthenia ;
the membrane sometimes appears first on vulva ; it resembles that
usually found in the throat. The constitutional symptoms are those
of diphtheria, and should be treated as such; the loeal condition
demands antisepties.

V. GaNGrENOUS VULVITIS.
~ Give the etiology and treatment.

Gangrenous vulvitis is most frequently found complicating preg-
nancy, severe types of acute exanthemata, and very violent cases of
vulvitis of other varieties. The treatment consists of constitutional
tonics and local antiseptics.
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Cyst and Abscess of Vulvo-vaginal Gland.
CysT OF VULVO-VAGINAL (GLAND.

Give the etiology and pathology.

A eyst of the Bartholinian or vulvo-vaginal gland is formed by a
distention of the duet, or gland itself, caused by any occlusion of the
duct, especially from inflammation, either simple eatarrhal or gon-
orrheeal. A cyst of the duct is more elongated than of the gland
itself'; a cyst of the gland is occasionally multiple.

ABSCESS OF THE VULVO-VAGINAL GLAND.
What is the etiology ?
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What are the symptoms ?
Pain ; heat ; swelling and redness, especially near orifice of duct ;
it is tender on pressure ; at first hard, later fluctuating.

How could you differentiate a cyst from an abscess of the

vulvo-vaginal gland ?
Cyst s, Abscess.
Gives no signs of inflammation.  Shows inflammation .
Insensitive to pressure. Sensitive to pressure,
Duration long, Duration shorter.

What is the treatment of a cyst of the vulvo-vaginal gland ?

The usunal treatment is to excise an elliptical area of mucons mem-
brane over the sac on its inner surface; this exposes the sac;
now cut out a large ellipse from it; empty the sac, pack it with
iodoform gauze, and apply an antiseptic outside dressing.

A better plan is usually to dissect out the whole sae, if possible,
and bring together the edges of the wound with catgut ; then apply
an antiseptic dressing as before.

- From what may you get considerable hemorrhage in extir-
pating the sac?

From the transversus perinei artery, and from the bulbs of the
vagina,






PUDENDAL HAEMATOCELE. T1

What are the symptoms ?

The patient experiences a feeling of discomfort, especially on
walking, and finds a swelling, which, if intestine, presents the fol-
lowing features: It gives an impulse on coughing; is tympanitic
on percussion; can usually be reduced, and, unless strangulated,
or injured, presents no signs of inflammation.

If the hernia consists of an ovary, it gives the ovarian sensation
on pressure, and its size and tenderness are both increased during
menstruation.

What is the treatment ?

Place patient on her back, with knees elevated ; reduce by gentle
taxis, if possible, and apply a suitable truss. If strangulation has
occurred, a surqical operation is necessary. If the hernia consists
of an ovary which has become adherent, protect it from pressure by
a hollow pad, or if it occasions great distress, remove it.

T'udendal Hematocele.

What are the synonyms ?
Haeematoma or thrombus of vulva.

Define.

Pudendal haematocele (better haematoma) consist of an effusion
of blood into the tissue of the vulvo-vaginal region, usnally into one
labium, or into the areolar tissue surrounding the vaginal walls,

What is the etiology ?

Pudendal haematocele is predisposed to by any condition causing,
or accompanied by, a dilatation of the vessels of the vulva :—

Pregnancy ;
Tumors ;
Varicocele ;
Labor.
The exciting causes are blows, falls, muscular efforts, ete.

Describe the symptoms and course.
The patient experiences pain of a tearing character, which, if the
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Skin Diseases Affecting the Vulva.

What are the most common?
Eryvthema and eczema are most frequently seen ; the laiter may
be acute or chronic,

Erythema of the Vulva.

Give the etiology, symptoms and treatment.
Etiology.—Frythema is most apt to occur in fleshy people, espe-
cially in hot weather. The exciting causes are :(—
Lack of cleanliness ;
Trritating discharges ;
Exercise.
Symptoms.—The parts become red, sensitive, often excoriated and
painful, especially in walking.
Treatment.—Cleanliness ;
Attention to bladder and urine ;
Desiccating powders, such as bismuth subnitrate,
oxide of zine, or ealomel.

Eczema of the Vulva.

Give the etiology.

Eczema is predisposed to by functional disturbance of the gastro-
intestinal tract, gout or rheumatism ; it is especially apt to occur in
women near the menopause. The most frequent exciting cause is
an irritating discharge from the cervix or vagina.

What are the symptoms ?

The disease may be acute or chronie. In the acute form, the parts
become reddened and cedematous ; vesicles appear, break and dis-
charge a thick, tenacious fluid, which forms crusts. The subjective
symptoms are severe burning and itching.

In the chronic form, the parts become thickened and secaly ; the
subjective symptoms resemble those of the acute, but are a little

less marked.
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Symptoms.—There is an intense pruritus, worse when the body is
warm. The diagnosis is made by finding the burrows on other parts
of the body, especially between the fingers.

TPreatment.—A warm soap and water bath, followed by an oint-
ment composed of sulphur alone, or combined with balsam of' Peru.

New Growths of the Vulva.

Mention the principal new growths occurring on the vulva?
a. Papillomata—
1. Simple ;
2. Pointed condylomata ;
3. Syphilitic condylomata.
bh. Cyst of vulvo-vaginal gland.
e. Carcinoma.
d. Sarcoma.
e. Elephantiasis.
/. Fibromata,
¢. Lipomata.,
h. Neuromata.
t. Lupus.

Simple Papillomata.

What is the etiology and treatment ?
Etiology.—A simple papilloma, or wart, occurs rarely on the
vulva ; it is usually congenital and of little importance.
Treatment.—It may be destroyed with nitric acid, or it may be
excised under cocaine, and the wound closed with fine sutures.

Pointed Condylomata.

What is the etiology and appearance ?

Pointed condylomata, or gonorrheeal warts, are caused by the
gonorrheeal poison ; they are always multiple, and oceur most fre-
quently on the inner surfaces of the labia majora, on the perineum
and about the anus; they are of a grayish color and often pediculated ;
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COCCYGODYNIA.

What is the etiology?

The predisposing causes are—
1. A narrow vagina.
2. A dense, thick hymen.
3. Malposition of the vulva.

The exciting causes are—
1. Disturbances of the sexual function.
2. Masturbation.
3. Imability of the male to complete the sexual act.

What is the treatment ?

Pulliative.—Forcibly dilate the hymen, under anasthesia, by insert-
ing and separating the thumbs; then insert one of Sims’ glass
vaginal plugs.

Radical. —Excise the hymen and insert one of Sims’ plugs.

Coccygodynia.
Define and give the etiology.

Coceygodynia, or coceyodynia, is a ** painful affection of the mus-
cles, tendons, and nerves of the coceyx, with or without disease of
the bone itself.”’ (Mann).

It oceurs most frequently after childbirth, but is also produced by
mechanical causes, such as blows, falls, kicks, etec. Among other
canses are disease of the pelvie organs, rheumatism and gout. Hys-
teria largely predisposesto it ; in some cases no cause can be assigned.

What are the symptoms?

Pain in the coceygeal region, increased by motion bringing into
play the muscles attached to the coceyx ; especially rising after sit-
ting, defecation, coitus, sometimes even walking,

Pressure on the coceyx elicits the characteristic pain.

The condition must be differentiated from disease of the rectumn
or anus, and from pure hysteria.

What is the treatment ?

First attend to the general eondition, rheumatism, hysteria, cte.,
if this fails, we have two operations :—

1. Cutting the attachments of the muscles to the coceyx,

2. Extirpation of the coccyx.
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Prolapse of the Urethral Mucous Membrane.

\
Describe.

Prolapse of the urethral mucous membrane may involve the whole
circumference of the meatus, or only a portion ; if the latter, it is
the lower portion which is usually affected ; a slight redundaney at
the meatus 1s common ; a prolapse sufficient to form a tumor is rare,
At first the exposed mucous membrane is of its normal pink eolor ;
later it assumes an angry red color, often becomes excoriated and
sensitive ; urethritis and cystitis may result.

What is the etiology ?

Frequent child-bearing, dilatation of the urethra and a lax condi-
tion of the tissue, from whatever cause, undoubtedly predispose to
prolapse of the urethral mucous membrane. The exciting causes
are usually vesical and rectal irritation, accompanied by straining.

What are the symptoms ?
Frequent micturition, which soon becomes painful, tenesmus, and
if’ vesical tenesmus previously existed, it becomes much aggravated.

What is the treatment ?

If the prolapse is recent, an attempt at cure may be made by
reducing the mucous membrane, keeping the patient quiet in bed,
making astringent applications to the urethra and removing the
cause of previous vesical or rectal tenesmus, if' present.

If these procedures fail, remove the prolapsed portion by one of’
the following methods :—

1. Ligate and excise.

2. Emmet’s ** button-hole " operation.

3. Remove with a galvano caustic wire, and keep catheter in the

bladder for a few days.

Malformations of the Vulva.

What are the principal malformations of the vulva?
1. Absence of the vulva.
2. Hypospadias, in which the posterior wall of the urethra is

defective.
6
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The objective symptoms are a muco-purulent vaginal discharge
which may irritate the vulva; the vagina appears red, perhaps gran
ular or cystic in places,

The chronic form resembles the acute except in degree ; in it the
subjective symptoms, save itching caused by the leucorrheea, are
usually absent,

What is the treatment of simple catarrhal vaginitis ?

In the early stages, keep the patient quiet ; keep the bowels open,
and give light diet; if there is much pain, allow an opium supposi-
tory; keep the urine bland by alkaline diluents. If theitchingissevere,
let the patient take frequent warm alkaline sitz-baths ; in addition,
irrigation of the vagina with warm water containing either of the
following will be found of value : Liquor plumbi subacet, 3j-0j ;
borax 3j-0j.

After irrigation it is well to dust some desiccating powder, like
bismuth, upon the vulva.

When the vaginitis becomes subacute or chronie, make applica-
tion to the vagina of nitrate of silver gr. x-xxx-3j, or pyroligneous
acid.

Let the patient uge daily vaginal douches of hot water containing
horax, 3j-0j: or sulphate of zine, 3ss-3j-0j ; or alum, 3j-0j.

The douches should be taken while the patient is in the dorsal
position, not sitting.

Gonorrheeal Vaginitis.

How does gonorrheeal vaginitis differ from the simple catar-
rhal ?

a. The onset is usually more acute.

bh. The discharge is more purulent, viseid and offensive than in
the simple catarrhal.

e. Urethritis is more common,

d. Sometimes a history of exposure to infection can be ob-
tained.

e. Often gonorrheeal warts or buboes are present.

/. The most certain diagnostic point is the presence of gonococel
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Diphtheritic Vaginitis.
What is the etiology and treatment?
Diphtheritic vaginitis is an-expression of constitutional diphtheria,
with its regular etiology and symptoms.
The treatment should consist of local antiseptics and the con-
stitutional treatment for diphtheria.

Pelvic Peritoneum.
Describe.

The pelvic peritoneum is a continuation of that lining the inner
surface of the walls of the abdomen ; it covers, more or less com-
pletely, the pelvie organs (the ovary is regarded as not covered by
peritoneum), lines the pelvie walls and also the floor of the pelvis.
Traced from before backward, in the median line, it leaves the
anterior abdominal wall about 1% inches above the symphysis, is
reflected over the fundus of the bladder and down its posterior
surface to about the level of the internal os; it then passes over
to the uterus, covers its anterior surface above that point, passes
over the fundus and down its posterior surface to the vaginal
junction, thence down the vaginal wall for about an inch ; it then
passes to the rectum, covers the anterior surface of the middle
portion, and surrounds the upper portion completely. The pelvie
peritoneum 18 thrown into several folds and forms several pouches,

Describe the folds and pouches of the pelvie peritoneum.

The principal folds are the broad, utero-vesical and utero-sacral
ligaments (so-called). The broad ligaments, extending from the
sides of the uterus to the sides of the pelvis, in front of the
sacro-iiiac synchondrosis, divide it into two fossee, the anterior and
pusterior ; these are also subdivided, the anterior by the utero-
vesical ligaments, the posterior by the utero-sacral. The pouch
between the utero-vesical ligaments is called the utero-vesical pouch;
that between the utero-sacral, the pouch of Douglas, which is the
deepest part of the peritoneal eavity.

The pouches between the utero-vesical and broad ligaments are
calied the para-vesical pouches ; those between the utero-sacral and
broad ligaments are called by Polk the ** retro-ovarian shelves,”
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ovaries or tubes ; in a large majority of the cases, inflammation of

| the tubes.

There is, usunally, first an endometritis, then a salpingitis, and
then a peritonitis.

Individual eauses are as follows :—

a. Catching cold during menstruation.

b. Introduction into the uterus of septic instruments.

e. Gonorrheea.

d. Injection of fluids through uterus and tubes into the peritoneax
cavity.

e. Introduction of sepsis during parturition, abortion or opera-
tions.

. Tubercular or cancerous disease of the pelvie organs.

g. Pelvic cellulitis and peritonitis are often associated as being
produced by the same causes.

What are the symptoms ?

Pelvie peritonitis may be either acute or chronie.

Acute pelvie peritonitis is usually ushered in by a rigor; this,
however, is not always present. There is pain and tenderness in the
lower part of the abdomen ; patient lies on the back, with knees
elevated ; the pulse is small, wiry and rapid ; the temperature is
elevated, sometimes 104°-5°, usually lower ; nausea and vomiting
are common ; more or less tympanites is present ; the bowels are
constipated ; there is frequently irritability of the bladder ; often
menorrhagia.

Chronic peritonitis may exist and present scarcely any symptoms
save a dull pain in the pelvis; usually, there is vesical and rectal
irritability, dyspareunia, lencorrheea, and a disturbance of menstrua-
tion, especially menorrhagia.

Chronie peritonitis may follow the acute, or may begin as chronie,

Pelvie peritonitis is often characterized by exacerbations.

What are the physical signs of acute pelvic peritonitis?

The vagina is hot and dry ; pressure in either fornix, or on the
abdomen, is intensely painful ; the bimanual is impracticable ; the
uterus, tubes and ovaries are usually bound fast; the slightest
attempt to move them causes intense pain. The fornices may seem
to be covered by a hard, flat roof, formed by a matting together of
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What is the etiology of pelvic cellulitis ?

The etiology of pelvie cellulitis may almost invariably be summed
up in two words—traumatism and sepsis; the traumatism being,
usually, labor, abortion, or operations on the cervix.

Pelvie cellulitis was formerly considered very common, but in the
light of recent experience, gained by laparotomies, the ** masses,”’
“* thickenings,”” etc., are most often found to be salpingitis and
peritonitis,

In other words, pelvie cellulitis, although it does exist, is com-
paratively infrequent.

What is the pathology?

There is an exudation of serum, fibrin and white cells ; this may
resolve, it may form new connective tissue, cicatricial tissue, or it
may, and often does, suppurate. If suppuration occurs, the pus
may point above the pubes ; this is especially common in puerperal
cases. It frequently ruptures into the vagina, bladder or rectum,
sometimes into the uterus : it occasionally makes its way through
the sciatic or obturator foramen ; rarely, it ruptures into the peri-
toneal cavity.

What are the symptoms of pelvic cellulitis ?

The disease is usually ushered in by a rigor, which is often marked ;
the temperature rises, 103°-105° ; the pulse is full and rapid ; the
pain is not very acute ; nausea is occasionally present ; vomiting is
usually absent, unless peritonitis is a complication. If pus forms,
septic symptoms become pronounced. There is often irritability of
bladder and rectum.

Chronic cases may present few symptoms save a feeling of weight
in the pelvis, irritability of bladder and rectum, and menorrhagia.

What are the physical signs ?

Usually, there is a tense, elastic tumor bulging into the vagina,
most commonly on the left side, pushing uterus over to the right;
it is sensitive, but not acutely so. Sometimes the inflammatory
process involves nearly all the connective tissue of the pelvis, and the
exudation can be felt in the iliac fossse and above the pubes. When
pus forms you have the physical signs of an abscess—tenderness,
fluctuation, ete,
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How would you differentiate impaction of feces from pelvic
peritonitis or cellulitis?

In impaction of faeces, the mass is sausage-shaped, has a doonghy
feel, and is less closely connected with the uterus than an exudation
of peritonitis or eellulitis ; it is not as tender on pressure, and gives
no history of acute inflammation. The diagnosis is made certain by
clearing out the rectum.

How would you differentiate a small ovarian tumor from
pelvic peritonitis or cellulitis ?

There are no signs of acute inflammation as in cellulitis or perite-
nitis ; the ovarian eyst is usually fluctuating ; its multilocular char-
acter can sometimes be felt. The menstrual disturbances common
in peritonitis and cellulitis are usually absent in cases of ovarian cysts;
an ovarian cyst gradually increases in size,

How would you differentiate pelvie cellulitis from salpin-
gitis?

By a eareful bimanual, in a case of salpingitis, you ean generally
map out an enlarged, tortuous tube, usually distended, extending
from the side of the uterus to the region of the ovary ; if distended
with fluid, you may detect fluctuation. It does not bulge into the
vagina as does cellulitis.

The history of the case is of value in the diagnosis.

What is the treatment of pelvic cellulitis?

1. Prophylactic :—

Strict cleanliness and antiseptic precautions during labor, abortion,
operations, ete,

2. Abortive :(—

Put patient to bed, give a diaphoretic, as Dover's powder, and
administer prolonged hot-water vaginal douches.

3. When exudation has occurred :—

Apply hot poultices to the abdomen, administer hot-water vaginal
douches, move bowels, and attend to the general health,

4. When the exudation suppurates:—

If the abscess points, incise under antiseptic precautions and
drain. The two most favorable sites for incision are through the
vagina and through the abdominal wall just above Poupart’s liga-
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when such a varix exists, but a slight traumatism is needed for a
blood effusion.
What are the symptoms of pelvic heematocele?
- A sudden sharp pain, and symptoms of shock and hemorrhage.
The face becomes pallid, the expression anxious ; the pulse is rapid
and feeble: temperature subnormal ; surface covered with a cold
perspiration : perhaps nausea and vomiting. Later if’ the patient
survive, we have symptoms of peritonitis and of pressure, either
from the effusion or the displaced uterus. The pain and tenderness
continue for several days; there is usually painful defecation and
dysuria ; usually metrorrhagia is present. Ina few days, if sup-
puration does not occur, the effusion diminishes in size and the
symptoms abate. If suppuration occurs, septic symptoms appear.
The above are the symptoms of a well-marked case; where the
effusion is small the symptoms may be much less severe.

How do the symptoms of pelvic hematoma compare with
those of pelvic hsematocele?

In pelviec haematoma there is, as a rule, less pain and less shock.
If the effusion is large, however, there may be the symptoms of
shock and hemorrhage.

What are the physical signs of pelvic heematocele ?

At first no tumor is felt; only an indistinet sensation of fulness
in the pouch of Douglas; as the blood coagulates and is roofed in
by adhesions, one can feel a boggy tumor bulging downward in the
posterior vaginal fornix and pushing the uterus forward.

What are the physical signs of pelvic heematoma?

In this case there is felt a distinct tumor even at first ; it bulges
down on one side of and behind the cervix; pushes the uterus for-
ward and to the opposite side; seems attached to the side of the
pelvis and can be felt above Poupart’s ligament when it has opened
out the folds of the broad ligament and lifted up the peritoneum
from the pelvis. A finger introduced into the rectum will usnally
detect a stricture.

What is the prognosis of pelvic hematocele ?

The prognosis is usually that of ruptured ectopic gestation and
will be discussed under that condition.
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How would you differentiate pelvic hematocele from an
ovarian cyst?

Pelvic heematocele 3. Ovarian eyst.
Acute history of pain, shock and  History of slow growth, with few
hemorrhage. general symptoms,
More sensitive to pressure. Less sensitive to pressure.

First elastic and soft, then hard.  Usually fluctuating throughout.

How would you differentiate pelvic hematocele from im-
pacted feeces?
By the history, rectal examination, and thorough emptying of the
rectum.

How would you differentiate pelvic h@matocele from retro-
uterine carcinoma ?

Felvic heematocele vs.  Retro-uterine carcinoma,
Acute history of pain, shock and  History of a chronic disease.
hemorrhage.

Uterus usually pushed forward.  Uterus but little displaced.

How would you differentiate pelvic heematoma from pelvic
cellulitis?
Pelvic hematoma vs. Prelvie cellulitis,
History of sudden, sharp pain, History of labor, abortion, or
perhaps symptoms of shock operation on the cervix.
and hemorrhage.
Signs of acute inflammation ab- Signs of acute inflammation
sent at first. from the first.
Less sensitive. More sensitive.

What is the treatment of pelvic hematoma ?

Keep the patient quiet in bed: at first apply cold, later heat,
both externally in the form of poultices and per vaginam by hot
water douches. If suppuration occurs, open and drain through
the vagina. If repeated hemorrhages are added to this haematoma
two courses are open according to the size of the tumor. If the
tumor is small and low in the pelvis, incise through the vagina,
clean out clots, ete,, and drain. If the tumor is large and extends
high in the pelvis it is probably better to open the abdomen, incise
the sac from above, clean out the clots ete., and stitch the sac in
the lower angle of the abdominal wound.
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MENSTRUATION—AMENORRH(EA.

What iz the etiology of amenorrheea ?

The most frequent cause is anamia, especially that form called
chlorosis. Other causes are phthisis, or other debilitating diseases ;
acute diseases at puberty ; non-development of'the generative organs;
atrophy of the generative organs; increasing obesity ; removal of
ovaries and tubes by operation.

What are the symptoms?

Amenorrheea is itself more a symptom than a disease, and the
svmptoms which usually accompany amenorrheea are those of the
disease which causes it—most frequently ansemia or phthisis. Thus,
from ansemia we have :—

Pallor.

Dyspneea and palpitation of the heart on exertion.
Depraved appetite.

Constipation.

Headache.

(Edema.

Murmur at the base of the heart.

Neuralgic pains,

Hysteria.

From phthisis we get the regular symptoms of cough, emaciation
and night sweats,

What is the prognosis ?

When associated with simple ansemia the prognosis is good.
When due to non-development, of the generative organs the amen-
orrheea usually continues.  When associated with phthisis or other
wasting disease, the prognosis is that of the disease.

What is the treatment of amenorrheea ?

@. When due to ansemia :—

Some form of iron, as Blaud's pills; oxygen ; nourishing food ;
fresh air; regulation of the bowels, and attention to the mode of
life. Permanganate of potash and the black oxide of manganese
are recommended, but their nsefulness is doubted by many.

6. When due to imperfect, or non-development of the generative
organs :—

Determine, under ansesthesia, whether ovaries are present or not ;
if absent, do not attefupt to induce menstruation. If the ovaries are

7
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The most common ecauses are situated in the uterus itself, and
among them are the following :—
1. Subinvolution of the uterus ;
2. Retained secundines ;
3. Submucous, or interstitial fibroids :
4. Polypi;
5. Carcinoma ;
6. Fungous granulations of the endometrium.
The last is the most common cause of all.

What is the treatment of menorrhagia and metrorrhagia?

When due to causes acting outside of the uterus, the treatment is
that of these causes; at the same time, there will often be found
fungous granulations of the LIIdU!IlLt.I‘]'IlIll which magnify the influ-
ence of the distinet causes; unless otherwise contraindicated, these
fungosities need to be removed by the enrette under antiseptic pre-
cautions ; the uterine cavity i1s then washed out, and drained with a
strip of 1odoform gauze introduced into it, or an application of
iodine or earbolic acid or a mixture of the two is made to the endo-
metrium.  In mild cases of menorrhagia or metrorrhagia ergot and
hydrastis canadensis are of value even without the use of the
curette, and in nearly all except malignant cases after curetting, Dis-
eases of the tubes and ovaries and ectopic gestation require their own
treatment.  Fibroids may demand removal of the ovaries and tubes
or hysterectomy. Polypi require removal. Carcinoma indicates hys-
terectomy. Fungous endometritis demands curetting as above.

Dysmenorrhcea.
Define.

** Dysmenorrheea may be defined as the oceurrence of pain just
before, during or after the menstrual period "’ (Hart and Barbour).

What are the varieties of dysmenorrheea ?
The following varieties are mentioned, but seldom distinctly
differentiated : —
1. Obstructive ;
2. Congestive ;
3. Neuralgic;
4. Ovarian ;

5. Membranous,
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c. Metritis ;

d. Endometritis ;

e. Displacements of the uterus ;
J. Pelvie tumors ;

g. Pelvie peritonitis.

What are the symptoms ?

Between the periods there are usnally symptoms of pelvie trouble,
or defective general eirculation.

Just before the flow begins, there appear feelings of weight and
heat in back and pelvis, headache, flushing of the face, and some
rise of temperature ; the pulse is rapid. The symptoms are usually
relieved by a free flow,

What is the treatment?
a. During the attack—
1. Hot mustard foot-baths ;
2. Hot sitz-baths ;
3. Diaphoreties ;
4. Hot pelvie applications,
L. During the intermenstrual periods—
1. Seek to remove the cause ;
2, Scarify cervix occasionally ;
3. Employ glycerine tampons ;
4. Avoid excessive coitus and exertion.
Just before the flow begins, use hot-water vaginal douches.

NEURALGIC DYSMENORRH(EA.
What is the etiology ?

This frequently occurs in combination with some of the other
forms of dysmenorrheea, especially the congestive ; it is most often
associated with an indolent, indoor life, ansemia, malnutrition,
chronic malarial disease or hysteria. Sometimes no cause can be
assigned.

What are the symptoms?

Pain, sometimes referred to uterus, sometimes to ovaries, some-
times elsewhere ; it changes its situation ; is often shooting in char-
acter ; usually begins a little before the flow ; is sometimes relieved
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often intermittent ; thus the symptoms resemble those of obstructive
dysmenorrhea. The course is usually protracted.

How would you differentiate membranous dysmenorrheea
from an early abortion ?
By the absence of chorionie villi and by the repeated occurrence

Fia. 13.
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Sketch of a Dysmenorrheeal Membrane as seen under Water (Sir J. Y. Simpson).

What is the treatment?

a. Between the periods—

Dilate the cervix, curette the uterine canal, and apply to the
endometrium iodized phenol, pure carbolie, or tincture of iodine.

b. During the menstrual period—

Use hot baths, hot applications to the pelvis, and diaphoretics,
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The uterus and tubes may become distended, forming haemato-
metra or haemato-salpinx, and may rupture.

The atresia may rupture.

After rupture, septiceemia may oceur.

Where else in the genital tract than in the vagina may
atresia occur? Give the etiology and symptoms.

Atresia may oceur at the cervix.

Atresia of the cervix may be congenital, or acquired from cicatri-
zation following parturition, the use of caunstics, or from a too close
trachelorrthaphy. Symptoms appear when the menstrual blood ac-
cumulates behind the atresia, and resemble those of atresia vaginze.
The amenorrheea and enlargement of the uterus may make one
suspect pregnancy.

What are the results of atresia of the cervix if unrelieved by
operation?

If it is present during menstrual life, the uterus and tubes become
distended, and are liable to rupture, with the danger of peritonitis
and death. If it occurs for the first time after the menopause, it
may cause little trouble, or the atresia may rupture.

What is the character of the retained fluid?

During menstrual life the blood is of a brownish, choeolate color;
it is grumous and treacle-like in consistency, kept from clotting by
the mucus.

After the menopause, the retained fluid is honey-like.

What is the treatment of atresia of the genital tract with
retention of the menstrual blood ?

Aspirate slowly; under strict antisepsis, incise the obstruction,
and maintain the opening by iodoform gauze or a glass plug.

What are the dangers of rapid evacuation of a hemato-
metra ?

The tubes are probably distended, and have formed adhesions ;
the rapid collapse of the uterus would tend to tear the tubes from
their adhesions, with the danger of rupture of the tubes, and perito-
nitis, '
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Describe the uterus unicornis.

The body of the uterns in this variety (see Fig. 16) is long and
narrow, and is directed to one side; its fundus has attached to it one
Fallopian tube and ovary; on the opposite side of the body is seen
the representative of the other horn, which is either solid or hollow ;

Uterus Bipartitus (Rokitansky). V, va%ina: U, uterus; h, rudimentary horn; 0,
ovary; T, tube; r, round ligament; b, broad ligament.

Fi1a. 16.

f N L

Uterus Unicornis (Schroeder). R, right side; L, left side. The left horn (A) is well
developed and communicates with the uierine cavity. The right horn is in the
form of an elongated band; its point of connection with the Fallopian tube is
indicated by the insertion of the round ligament, which is hypertrophied. Other
letters as in preceding diagrams.

connected with this, and separated from it by the attachment of the
round ligament, are the tube and ovary of that side.

Describe the uterus bicornis.

In this form (see Fig. 17) the division into two horns is distinetly
visible externally : the division is usually seen also in the interior of
the uterns on section. |
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Fic. 17,

Uterus Bicornis Unicollis (Schroeder). r, round ligament.

Fia. 18.

Uterus Didelphys. a, right cavity; b, left cavity; e, right ovary; d, right round
ligament : e, left ronnd ligament; 7, left tube; g, left vaginal g:ninu. h, right
vaginal portion; i, right vagina; j, left vagina; &, partition between the two
vaging, (From De Sinety, after Ollivier.)
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What is the uterus didelphys?

Here the two halves of the uterus are separated throughout (see
Fig. 18). This condition is very rare,

Describe the uterus septus.

Here the division is entirely internal (see Fig. 19) ; beginning at
the fundus, it extends a variable distance toward the os externum,
sometimes reaching it. There is no indication of the division from
the outside.

Fi1G. 19. Fra. 20.

v

Uterus Septus in Vertical Transverse Section (Kuss-
maul). F(uterus), placed on septum which divides
cavity intotwo lateral portions; T, Fallopian tubes;
¥V, vagina divided into lateral cavities by prolonga-
tion of septum downward.

Infantile Uterus
(Schroeder).

‘What is an infantile uterus?

In this condition (see Fig. 20) the cervix is 2-3 times longer than
the body, the relation of cervix to body remaining as at birth. The
uterus as a whole 1s smaller than normal.

What is meant by congenital atrophy of the uterus?
The relative lengths of cervix and body (see Fig. 21) conform to
those of a virgin uterus, but the whole uterus is atrophied.
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What is the difference between a ‘‘version” and a “‘flexion?”
It a “*version " the eanals of the cervix and body are in the same
straight line ; in a **flexion "’ they make an angle with each other.

ANTEVERSION,
What is the pathology?

The uterine axis is straightened (see Fig. 22), so that the fundus
lies forward, and the eervix is directed backward toward the hollow

Fia. 22,

Anteversion of the Uterus (Schroeder).

of the sacrum; the uterus is usually enlarged and more rigid,
especially about the internal os. The anteverted uterus may be
fixed or movable.

What is the etiology?

The chief causes are those of a metritis, and pelvie peritonitis or
cellulitis, thus : Subinvolution, laceration of the cervix, with sepsis,
and other causes of pelvic inflammation.

What are the symptoms ?
They are the symptoms of the accompanying metritis, peritonitis
or cellulitis.  One of the most marked symptoms is frequent mictu-
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What are the symptoms ?
a. Dysmenorrheea ;
b. Sterility ;
e. Disturbance of bladder functions—frequent micturition ;
d. Leucorrheea ;
e. Other symptoms are those of the accompanying inflammation.

What are the physical signs?
The cervix lies rather high; the os is directed downward and
forward ; as you pass the finger up along the anterior wall of the

Fic. 23.

Anteflexion of the Uterus (Schroeder),

cervix, it runs into a marked angle between cervix and body. The
body can be felt lying in front of the cervix, just above the anterior
vaginal wall. The cervix is often long and the os small. The uterus
is gometimes both anteflexed and retroverted.

From what must you differentiate an anteflexion ?
ﬁbm—l. A fibroid tumor in the anterior wall of the uterus;
2. An inflammatory deposit in front of the cervix.
8
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How would you differentiate an anteflexed uterus from a
fibroid tumor in the anterior wall?

In an anteflexion you cannot feel the fundus elsewhere, and a
sound passes when sharply curved
into the body felt in front of the
CErvix.

In a fibroid in the anterior wall
(see IMig. 24) the sound does not
pass into the body felt in front of
the cervix, but behind it, and the
fundus can be felt above and behind
the fibroid.

How would you differentiate
an inflammatory deposit
from an anteflexion?

The former is comparatively rare,
but when present 1s usually more
sensitive than an anteflexion; in
the case of an inflammatory deposit
Sound passed to show that a Fibroid in front of the cervix, a careful

of the Anterior Wall is not an . . . ¢

Anteflexion (Leblond). bimanual examination will usunally

show the fundus elsewhere.

During the acute, inflammatory period the sound is contra-

indicated.

What is the treatment of anteflexion?

First treat all existing pelvie inflammation. by means of hot-water
douches, counter-irritation and glycerine tampons.  When all inflam-
matory symptoms have subsided, dilate the cervix, under antiseptic
precautions, with one of the glove-stretcher dilators, and pack
the cavity with iodoform gauze leaving it for forty-eight hours.
Maintain the dilatation by the introduction of the graduated
hard dilators, or sounds, once or twice a month for two or three
months,

Fia. 24.

ol i e, 2 me o
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RETROVERSION AND RETROFLEXION.
Define.

** Retrdversion may be defined as the permanent dislocation back-
ward of the fundus uteri, when the form of the uterus is such that
axis of body and axis of cervix are identical. Retroflexion denotes
the permanent backward dislocation of the fundus uteri, with simul-
taneous flexion of the uterus over the posterior surface.” (Harrison. )

‘What is the etiology and pathology?
Retroversion (see Fig. 25) may exist by itself, but with retroflexion
shere is always more or less retroversion.  Usually the uterus is first

Retroversion of the Uterus (Schroeder.)

retroverted, and then intra-abdominal pressure continuing, if the
uterus is flexiblé, the fundus is pushed backward and downward.
The combination of the two is thus most common, and is deseribed
as retroversio-flexio (see Fig, 26). Retroversio-flexio is most fre-
quent in multiparse following parturition, where the ligaments are
lax and patient lies on the back, and especially if the patient rises
before involution has occurred. It may oceur, however, in nulliparse
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8. Abortion ;
9. Sterility ;
10. Reflex neuroses.

What are the physical signs ?

On making the bimanual examination, you find the eervix nearer
the vulva than normal, the fundus absent in front, and the os pointing
more or less forward ; on running the vaginal fingers along the pos-
terior wall of the cervix, you find a body which, in a retroversion,
continues the line of this wall, in a retroflexion makes an angle with
it. This body moves as a part of the uterus; the sound passes
into it.

From what must you differentiate retroversio-flexio?
1. Fibroid tumor on posterior wall of the uterus ;
2, Faeces in the rectum ;
3. Inflammatory deposits ;
4. Prolapsed ovary or small ovarian tumor,

How would you differentiate retroversio-flexio from a fibroid
on the posterior wall?

Make a careful bimanual examination. In case of a backward
displacement of the uterus, we find an absence of the fundus in front,
the cervix points more or less forward, and the sound, when intro-
duced, goes backward.

In case of a fibroid on the posterior wall, the fundus may be felt
in front of it, and the sound passes forward. The tumor may feel
more irregular and harder than the uterus.

How would you differentiate the fundus uteri from faces in
the rectum ?

On bimanual examination, the fundus can often be felt forward,
and the sound passes forward ; the fieces have a more doughy feel
than the uterus; if doubt exists, always empty the rectum before
making a diagnosis,

How would you differentiate the fundus uteri from inflam-
matory deposits in the pouch of Douglas?
During the stage of acute inflammation this may be very difficalt,
as the sound is then contraindicated. Finding the fandus in front
is the chief element in the diagnosis.
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eervix with the volsella, and press fundus uteri toward the bladder,
with the finger in the rectum.
When the uterus in a retroversio-flexio is rigid at the angle of

flexion, we do not expect to remove the flexion, but only to correct

the version.

What are the methods of replacing a retroverted or retro-
flexed uterus when fixed by adhesions?

If signs of pelvie inflammation are present, treat the inflammation
by hot douches, sitz-baths, wet pelvie packs, attention to the bowels,
etec. When the inflammation has subsided, the uterus may gradu-
ally be replaced by cautious manipulation and stretching of the
adhesions, and gentle attempts at raising the uterus, a few moments
at a sitting, with the fingers in the posterior fornix vaginge; after
the manipulation insert a tampon, to be worn for twenty-four hours.
The manipulations may be assisted by hot-water vaginal douches
between the sittings.

Schultze’'s method of forcible reposition consists in placing the
patient under angesthesia, in the lithotomy position, inserting index
and middle fingers of left hand high up into the rectum, and with
these fingers forcibly, but gradually, elevating the fundus uteri and
breaking up the adhesions ; the right hand is placed on the abdo-
men, and as the uterus is elevated, it i1s grasped by this external
hand and brought forward.

This method is rarely advisable.

What are the means for retaining the uterus in place after
reposition ?
1. Pessaries ;
2. Operative procedures.

Pessaries.

What are the varieties in most common use ?
1. The Albert Smith ;
2. The Emmet ;
3. The Thomas.
Describe them,
They are all usually made of hard rubber.
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The Albert Smith (see Fig. 27) is a modification of the Hodge
pessary ; its anterior extremity is narrow, the posterior broad ; the
posterior extremity curves upward behind the cervix, the anterior
downward away from the urethra.

The Emmet pessary is usually made of a larger bar than the Albert
Smith, and the curve is much flattened.

The Thomas (see Fig. 28) is long, narrow, and has its posterior
bar much enlarged.

Fi1a. 28.

Albert Smith Pessary. Thomas Pessary,

How does a retroversion pessary act?

Not by pushing up the body or fundus, but by making the poste
rior vaginal wall tense, thus drawing the cervix backward, and in
this way throwing the fundus forward.

What are the contraindications to the use of a pessary?

A pessary should not be introduced till all pelvie inflammation has
subsided, and, as a rule, not until the uterus can be well brought
forward ; ** but oceasionally, when the uterus is elevated to about
the promontory, the pessary may be applied.”’

What is the proper position of a retroversion pessary after
introduction ?
The broader extremity should lie behind the cervix and carve
upward ; the narrow in front and curve downward,
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How would you introduce one of these retroversion pessaries?

They may be introduced with patient either in the dorsal or in
Sims’ position, preferably in the latter, and in the following manner :
Standing at the side of the table, near the buttocks of' the patient,
separate the labia a little with the fingers of the left hand ; taking

Fig. 20.

Introduction of Pessary, First Stage (Hart and Barbour).

the pessary by the smaller end with the thumb and index and middle
fingers of the right hand, introduce it between the labia, with the
breadth of the pessary in the line of the labia (see IFig. 29); depress
the perineum with the pessary as you introduce it about half' way,
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introduction, to ascertain if the pessary is in position and is holding
the uterus in place. The pessary should be removed and cleaned
as often as once a month ; in the meantime the patient should be
instructed to use a vaginal douche for cleanliness, two to three times
a week.

What are the operative procedures for holding a retroverted
uterus in place after reposition?
a. Alexander’'s operation ;
b. Hysterorrhaphy.

Describe briefly Alexander's operation.

Alexander’s operation for shortening the round ligaments is per-
formed as follows: The skin about the pubes is shaved and prepared
antiseptically ; the pubic spine is taken as the first landmark ; an
incision is then made, 13-3 inches long, from that point upward and
outward, in the direction of the inguinal canal ; the incision is deep-
ened until the tendon of the external oblique 18 seen ; the external
abdominal ring is now visible; the intercolumnar fascia is eut through
in the long diameter of the ring; the round ligament can usually
now be seen, with the genital branch of the genito-crural nerve along
itsanterior surface. The ligament is then separated from neighboring
structures and gently drawn out a little to show it is free.  Alexander
then leaves this side covered with a clean sponge and operates on
the other side in the same way. The uterus is then thrown for-
ward by the sound in the hands of an assistant and the ligaments
drawn out till they are felt to control the uterus; the ligaments
are then given to an assistant to hold, and they are each sutured
with catgut to the pillars of the ring; the bruised ends are cut
off and the remainder stitched in the external wound ; a fine drain-
age tube is inserted and an antiseptic dressing applied. The patient
is kept in bed two to three weeks, and wears a pessary for several
months,

What are the objections raised to Alexander's operation?

It is not applicable unless the uterus is freely movable.

The ligaments are sometimes difficult to find,

Unless a firm perineal support is built up, the uterus is very apt
to resume its former malposition.
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2. Lack of support in the entire fixed portion of the pelvie floor,
especially laceration of the perineum.

3. Intra-abdominal pressure.

The chief predisposing causes are parturition, laborious occupa-
tions, anything increasing weight of the uterus, advanced age. Pro-
lapse is sometimes produced acutely by blows, falls, heavy lifting,
ete., but is usually the gradual result of the three elements mentioned
above.

What are the symptoms ?

Those of the acute prolapse are sudden, severe pain, vomiting,
retention of urine and signs of peritonitis. The symptoms of the
gradual prolapse are a dragging sensation in lower abdomen and
back, and the discomfort from the protrusion and excoriation of the
parts ; difficulty in urination is sometimes present.

What are the physical signs?

These depend on the degree of the prolapse. If the prolapse is
partial, the anterior vaginal wall bulges at the ostium vaginae, the
cervix is lower than normal, and if there is marked laceration of the
perineum the posterior vaginal wall also bulges. The uterus becomes
more and more retroverted as it sinks in the pelvis. When the pro-
lapse is complete, the cervix and more or less of the body of the
uterus lies outside of the vulva; the anterior vaginal wall and part of
the lower bladder wall have prolapsed with the cervix; the posterior
vaginal wall with or without part of the anterior rectal wall is also
everted. The uterus is usually enlarged and the cervix elongated.

From what must you differentiate prolapsus uteri?
1. Hypertrophy of the cervix :—
; () Vaginal portion.
(b) Supra-vaginal portion.
(¢) Intermediate portion.
2. Cystocele.
3. Rectocele.
4. Inversion and polypi.

How would you differentiate prolapsus uteri from a cysto-
cele ?

In prolapse the uterus is sunken in the pelvis; in cystocele the
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or Alexander's operation, to the method just described. Vaginal
hysterectomy for prolapse is only indicated where the prolapse is
complete, and other methods seem impracticable.

Laceration of Perineum and Relaxation of Vagi-
nal Outlet.
What is the etiology?

The most common cause of laceration of the perineum is child-
birth, either natural or instrumental ; rarely, however, it may arise
from external violence, as falling astride of some sharp object. Re-
laxation of the vaginal outlet, aside from being produced by these
visible lacerations, is also caused by submucous and subeutaneous
rupture or overstretching of the fibres of the levator ani muscle, or
perineal fascia ; this, too, oceurs most often during parturition.

What are the varieties of perineal laceration ?

The laceration may be slight, involving the fourchette, and extend-
ing a short distance on the skin surface of the perinenm.

It may be extensive, beginning with the fourchette and extending
through the sphineter ani and some distance up the rectum.

It may be chiefly internal, the skin perineum being preserved ;
these internal lacerations are usually lateral, extending into the vagi-
nal sulci on either side of the columna, and either side of the rec-
tum ; they are often bilateral.

What is the importance of laceration of the perineum?

It consists in the fact that in cases of marked laceration, the fibres
of the levatores ani, the chief support of the vaginal outlet, are torn:
especially those fibres which are attached to the rectum ; at the same
time there is laceration of the fibres of the perineal fascia. These
conditions cause relaxation of the vaginal outlet, with a tendency to
rectocele, eystocele and prolapsus uteri.

If the laceration is through the sphincter ani, incontinence of
- faeces usually resalts.

What are-the subjective symptoms of laceration of the peri-
neum with relaxation of the vaginal outlet ?
The patient usually feels incapacitated for any great exertion,
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denudation which is triangular in shape (see Fig. 31.) three points
are taken, A. B. and C. That which is to be the apex of the tri-
angle, A, is in the median line of the posterior vaginal wall; this
is seized with a bullet forceps or tenaculum and drawn upward and
forward. The points B and C, at the extremities of the base line,
are points on the labid majora which when the operation is com-
pleted will form the fourchette. These points B and C are also
seized by bullet forceps or tenacula and are drawn apart, thus
facilitating the denudation of the triangular area A. B. (.

This denuded surface may either be closed by sutures introduced
from side to side, or as is usually done by the author, it may be
closed by a continuous catgut suture in tiers according to Martin.
This is similar to the Martin method of suturing used in an ante-
rior colporrhaphy. (See further on.)

When the operation is completed the point A is high up in the
vagina, B and C are in apposition.

Describe Emmet's operation for restoration of the perineum.
The patient is prepared for operation as usual, with antiseptic
douches, ete. She is anmsthetized and placed in the lithotomy

‘position ; a point is selected in the centre of the erest of the bulging

posterior vaginal wall, and a point on each labium majus correspond-
ing to the lowest vestize of the hymen. These three points are to
be brought together by the completed operation.

Between the central pointchosen and the two lateral are two triangu-
lar areas, with apices running into the vaginal sulei on each side of the
columna. These triangular areas are first denuded as follows: One
tenaculum is inserted into the eentral point chosen, and another into
one of the lateral points ; these are given to an assistant, who draws
the central point forward and to the side opposite the other tenacu-
lum. This draws the apex of the triangle nearly in line with the two
tenacula ; a narrow strip is then denuded with the scissors along this
line. When the tension is relieved, the area marked off is seen to
be triangular, as before. The denudation of this triangle is then

-completed by long snips of the seissors. The lateral point on the

other side is now seized with the tenaculum, and the central point

drawn toward the denuded side ; this triangle is denuded as before,

also, as much of the skin surface of the perineum as is necessary.
9

T
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The partsare now thoroughly irrigated and the sutures introducedus
follows : The two triangular areas are to be in the vagina, and are
sutured with either silkworm gut, chromicized catgut or silk. The
apex of one triangle 1s first closed, the suture entering and emerging
from the vaginal mucous membrane near the denuded surface ; the
succeeding sutures of this triangle are made to enter the vaginal
muecous membrane on one side, slant toward the operator, emerge at
the centre of the denuded surface, reénter, slant away from the
operator and emerge from the mucous membrane of the other side
a little in front of the preceding suture. This method is repeated in
the other triangle. There then remains but a small external denuded
area to be closed ; this is best done with silver wire. The upper or
crown suture, entering the skin on one side, passes through the anterior
extremity of the columna of the posterior vaginal wall, and emerges
from the skin on the other side. The bowels are moved about the
third day and the sutures removed on the eighth.
Fie. 32. FieG. 33,

What modification does episioperineorrhaphy make in these
operations?
The denudation is carried higher on the labia majora (see Fig. 32),
and the lower portions of the latter are united as seen in Fig. 33.

e e
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Describe the operation anterior colporrhaphy.

This consists in the excision of an elliptical piece of mucous mem-
brane from the anterior wall of the vagina, and suturing together
the edges of the mucous membrane. The ellipse should extend
from the urethral prominence to a point a little in frout of the cer-
vix. The incision which defines the ellipse should penetrate the
entire thickness of the mucous membrane ; the flap is then dissected
off. The suturing is best done, according to Martin's method, by a
continuous suture of chromicized catgut, as follows : A line of suture
1= first made longitudinally along the centre of the denuded ellipse;
this reduces its size slightly ; another tier of sutures is then inserted
back over the first, uniting tissue more superficial ; thus the sutures
are introduced tier upon tier, each narrowing the denuded area and
causing the edges of' the mucous membrane to approach each other,
till finally in the last tier these edges are included.

This operation may be combined with any operation on the peri-
neum and posterior vaginal wall.

Describe the Saenger-Tait operation.

The patient is prepared for operation by having the bowels freely
moved, the vulva shaved, and an antiseptic vaginal douche given.
She is then anzesthetized and placed in the lithotomy position, with
knees supported by Clover's erutch and hips resting on Kelly's
perineal pad. The vagina and vulva are now irrigated with an
antiseptie solution, and an assistant so stationed that he can allow a
mild antiseptic solution or boiled water to trickle on the wound
during the operation. A tampon is inserted into the rectum, the
string left projecting. The index and middle fingers of the left
hand are now inserted into the rectum, as seen in Fig. 34; the
labia are separated by an assistant, the blades of the scissors (Tait
uses angular scissors and inserts only one blade; scissors curved
slightly on the flat, with points rather sharp, and both blades in-
serted, may be used with advantage) inserted into the recto-vaginal
septum just in front of the anus, and the vaginal and rectal mucous
membranes separated for some distance around the point of inser-

~ tion. A horizontal incision is now made through the point of inser-

tion, extending on either side to a perpendicular through the lower
extremity of the nymphse ; an incision is made with the seissors up
along this perpendicular to the lower extremity of the nymphe.
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Fia. 35.

Fia. 36.
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of the silk worm gut sutures are left long and protruding from the
anus. This repairs the rectal rent, and now the further restoration
of the perineum may be accomplished by any of the ordinary
methods of denudation and suturing. The Hegar's denudation
with Martin's suture answers admirably here.

Fia. 39.
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Describe the Cleveland operation.

Dr. Cleveland describes his method in the following words—
*“The usual broad denudation, extending well into the sulei having
been made, the first suture is passed in at the centre (see Fig. 30.
A, 1.) of the denuded surface on the patient’s left, a quarter of an
inch from the edge, is carried well back, deep under the tissues, to
embrace the retracted muscles, across between the denuded surface
and the rectum, to the centre of the denuded surface, then down
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and out a quarter of an inch from the edge, at a point (2, Fig. 39.)
midway between the centre of the denuded surface on the patient’s
right, and the posterior commissure [). It is then carried over
without cutting, and entered at a corresponding point (3, Fig. 39.)
opposite the point where it was brought out; then carried up,
buried, to the centre of the denuded surface, across, and out a
quarter of an inch beyond the centre of denuded edge (4, 4, Fig.
39.), directly opposite the point where it was first introduced. The
second suture, or suture B in the diagram, is introduced just below
the summit of the denudation on left labium (1, B. Fig. 39.), and
passed, buried close to the denuded edge, around the angle in the
left suleus to the highest point of denuded surface on the columna,
at (', then across, still buried, the angle of right sulcus and out at
2, B, which is a point midway between summit and centre of denu-
dation on right labium: then carried over without cutting and is
entered at 3. B, a point corresponding to the one where it was just
brought out, then across, buried, the angle of left sulcus to the
point C, and finally passed around the angle of right suleus close
to the denuded edge and out at 4. B. a point corresponding to
1. B

Dr. Cleveland often introduces a third suture E. as a protection
suture. They are usually of silk-worm gut. The sutures are now
drawn up and tied beginning with A.

Describe the Stoltz anterior colporrhaphy.

A circular area is denuded on the anterior vaginal wall, extend-

ing from 3 inch behind the meatus to within about the same dis-
tance from the cervix. This denuded area is brought together
with one long silk suture with a needle on each end in the follow-
ing manner: Beginning just in front of the cervix, a little outside
of the raw area, one needle is passed around one half of the eir-
cumference, going in and out of the mucous membrane but not
entering the raw area. The other half of the suture is now passed
around the other half of the circumference in a similar manner,
The two ends emerge a little behind the meatus; they are crossed
and tied, the raw area being inverted as the silk suture is drawn up
like a pucker string.
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Hypertrophy of the Cervix.

Give the varieties and etiology.

Hypertrophy of the cervix may involve either the infra-vaginal
or supra-vaginal portions. Some authorities mention hypertrophy
of the intermediate portion of the cervix.

Little is known of the etiology.

Hypertrophy of the infra-vaginal portion is usually congenital.

Hypertrophy of the supra-vaginal portion usually accompanies
prolapse of the uterus or vaginal walls.

What are the physical signs and symptoms ?

The os is nearer vulva than normal ; it may even project beyond
the vulvar opening.

In hypertrophy of the infra-vaginal portion, the cervix is long,
usually conical, with small os ; the vaginal fornices and fundus uteri
are in their normal position. If the cervix protrudes from the
vulva, it may be ulecerated, from friction.

“In hypertrophy of the supra-vaginal portion both anterior and
posterior fornices are obliterated.” '

**In hypertrophy of the intermediate portion the posterior fornix re-
mains, while the anterior fornix is obliterated.”” (Hart and Barbour.)

What are the symptoms ?
The symptoms of hypertrophy of the infra-vaginal portion are
chiefly mechanical :—
Leucorrheea, from vaginal irritation.
Discomfort in exercise.
Sense of weight in the pelvis.
Sterility.
The symptoms of hypertrophy of the supra-vaginal portion are
those of the prolapse of the uterus or vaginal walls, which it usually
accompanies.

What is the treatment of hypertrophy of the infra-vaginal
portion of the cervix?
Amputation of the cervix.
The best method is probably a circular amputation, proceeding
in a manner somewhat similar to that employed in amputation of
an extremity, viz, eutting through and retracting superficial strue-
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Stenosis of the Cervix.
What is the etiology?

It may be either congenital or acquired. When congenital, it is
usually associated with a small uterus,  Stenosis of the external os
is more frequent than of the whole canal.

Acquired stenosis results from cicatrization following the use of
too strong caustics, endocervicitis, or a too complete closure of the
cervical eanal in a trachelorrhaphy.

What are the symptoms ?
Dysmenorrheea and sterility.

What is the treatment ?

Dilate the cervix with one of the glove-stretcher dilators and
maintain the dilatation by the occasional introduction of graduated
sounds. Todoform gauze packing may be used for the first few
days following the dilatation of the canal.

Laceration of the Cervix.

What is the etiology ?

The usual cause is parturition or abortion ; it oecasionally oceurs
as a result of mechanical dilatation of the cervix. It oceurs in par-
turition in about 32 per cent. of women ; especially in tedious, pre-
cipitate or instrumental deliveries. It is predisposed to by a rigid
os, faulty presentation or condition of the feetus, premature rupture
of the membranes and previous disease of the cervix.

What is the pathology?
The laceration may be—
1. Complete. Penetrating the whole thickness of the cervix.
2. Partial. Including cervical mucous membrane, but not ap-
pearing on the vaginal surface.
It may be—
(a) Unilateral (see Fig. 41).
(&) Bilateral.
(e) Stellate (see Fig. 42),
_ The unilateral laceration is most apt to occur in the line of the
right oblique diameter of the pelvis, 7. e., either anteriorly and to
the left or posteriorly and to the right, especially the former. This
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is supposed to arise from the greater frequency of the first position
of the vertex.

Bilateral lacerations are usually more dangerous than those of the
anterior or posterior lip, because opening up the cellular tissue of the
broad ligaments,

Stellate lacerations are more apt to be superficial,

If the surfaces of laceration are kept clean, more or less union

Fia. 41.

Single Laceration. The flaps are held apart with a double tenaculum ( Emmef).

F1a. 42,

Multiple or Stellate Laceration ( Emmei).
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will occur. Usually there is partial union, with eversion and pro-
liferation of the cervical mucous membrane, hyperplasia of the con-
nective tissue and proliferation of the glandular structure.

What are the complications and results ?
The most frequent complications are—

1. Cellulitis.
2. Peritonitis.
. Endometritis, especially cervieal endometritis.
The common results are—
1. Subinvolution.
2. Chronie metritis.
3. Displacements of the uterus.
4. Sterility.
5. Abortion.
6. Epithelioma.
If the laceration has extended through the anterior fornix, a vesico-
vaginal or vesico-uterine fistula may remain.

=]

What are the symptoms?

They are chiefly those of the complications ; especially cellulitis
and peritonitis. The patient usually complains of a feeling of weight
in the pelvis; leucorrheea, disturbances of menstruation, especially
menorrhagia ; sterility ; neuralgia and various reflex neuroses. At
the time of the laceration there may be considerable hemorrhage.

What are the physical signs ?

On making a vaginal examination the cervix usually feels enlarged
and more sensitive than usnal ; the fissure ean, as a rule, be readily
detected ; also, if present, the eversion of the cervical mucous
membrane, which usually feels velvety, often granular or ecystic.
Sometimes the eversion is so extreme that one does not notice the
fissure, simply feeling the velvety or granular area about the os.
The latter may be so patulous as to admit the finger. On making
the bimanual examination the uterus is often found enlarged as a
whole ; cicatrices may be felt extending from the laceration into one
of the vaginal fornices. With the aid of the speculum one sees the
erosion on one side of or surrounding the os, and by drawing the
edges of the laceration together with tenacula the extent of the tear
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The other sutures of the same side are introduced in a similar man
ner, care being taken to bring the parts into close apposition and
leave no pockets. If the laceration is bilateral, the suturing of the
other side 1s conducted in the same manner. The parts are again
irigated ; the sutures twisted up, left 4§ inch long and bent down

Fi:. 43.

.

Extent of Denuded Surface and Course of Sutures according to Emmet { Emmet).
The sutures are passed in order 1, 2, 3, 4; the course of suture 4 alone is indicated
by letlers a, b, ¢, d.

on the cervix. Todoform is insufflated against the cervix, and a tam-
pon of iodoform gauze introduced. The sutures are left 8-10 days;
they may be left longer if the perineum is repaired at the time of the
trachelorrhaphy.  Some prefer to perform this operation with the
patient in the dorsal position.

Endometritis.
Define and give the varieties,
Endometritis is an inflammation of the lining membrane of the
uterus ; it may be either acute or chronic. Aecute endometritis
usually involves both cervix and body.
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If gonorrheea was a factor in the etiology the symptoms are usu-
ally more marked. Sometimes vesical and rectal irritability are
present.

What is the treatment ?

Put the patient to bed ; give light diet; keep the bowels open ;
give a little opium if the pain requires it ; apply hot fomentations
over the hypogastrium. When the secretion becomes purulent,
administer warm-water douches ; it is well to add borax to the latter,

3i-0i.
(CaRONIC ENDOMETRITIS.

What are the varieties ?
(a) Chronie cervical endometritis.

(6) Chronic corporeal endometritis.

A. Chronie Cervical Endometritis.

What are the synonyms ?

(Chronic eervical catarrh and endocervieitis.

What is the etiology? -
Chronie cervieal endometritis is predisposed to by any low state of
the system, from whatever cause produced.
The most common exeiting causes are—
() Laceration of the cervix,
(6) Extension upward of a vaginitis.
(¢) Extension downward of a corporeal endometritis.
(d) Displacements of the uterus, especially flexions.
(e) Stenosis of the cervix.
(f) Traumatism, especially septic.
(g) Excessive coitus,
(k) Catching cold during menstruation.

What is the pathology ?

In mild cases the mucous membrane alone may be involved, but
often more or less of the substance of the cervix is affected. In a
well-marked case the epithelium, glands and interstitial tissue are
all involved in the change.

The eylindrical epithelium of the canal proliferates and replaces

the squamous epithelium on the vaginal portion of the cervix. This
10
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What is the treatment?
Attend to the general health and remove, as far as possible, the

- causes of the endometritis.

In mild cases, especially in nulliparse, use hot-water vaginal
douches containing an astringent, as sulphate of zine 3j-0j.
If more severe, remove the ropy mucus from the canal with a
large-mouthed syringe and apply iodized phenol.
When the cervix is cystic or much congested, prick the eysts or
scarify the cervix.
Fie. 44. Fi6. 45,

Schroeder’s excision of the eervical mucous membrane in cervical eatarrh.

Fig. 44. Line of incision in mucous mem- Fig. 45. Mucous membrane excised and
brane. flap be turned in on ab (Schroeder).

If the above treatment fails, dilate the cervix, curette thoroughly
and drain the uterus with iodoform gauze.

Schroeder's operation consists in dividing the cervix into an ante-
rior and posterior lip, exeising the mucous membrane by a V-shaped
incision (see Fig. 44), and turning in and uniting the lips as seen in
Fig. 45.

When the cervix is badly lacerated trachelorrhaphy is indicated.

B. Chronic Corporeal Endometritis.
What is the etiology?
It sometimes follows the acute, more often begins as chronic.
The most common causes are—
1. Parturition, especially when the secundines are not thoroughly
removed.
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The sound, on introduction, shows the cavity enlarged, and usually
detects irregularities in its mucous membrane ; it frequently causes

slight bleeding.

What are common complications ?
Metritis,
Nalpingitis.
Peritonitis.
Displacements.
Vaginitis.
What is the treatment?

1. Prophylactic.—Be careful that the uterus is thoroughly emp-
tied after labor or abortion. Avoid exposure during menstruation,
Observe strict cleanliness and antisepsis in the use of uterine in-
struments.

2. When no Irregularities of the Endometrium are Detected.—
Make occasional applications of iodized phenol to the endometrium.
Administer internally, three or four times a day, fifteen drops each
of the fluid extracts of ergot and hydrastis canadensis,

3. When Irregularities of the Endometrium arve Detected. —If no
acute inflammation is present in the neighborhood, dilate the cervix
and curette the uterus under antiseptic precautions; wash out the
uterus with an antiseptic solution, making use of a double-current
catheter; then apply to the endometrium iodized phencl. The
curetting, if thorough, is best done under angesthesia. It is well
to confine the patient to bed for a few days, and occasional applica-
tions of iodized phenol to the endometrium may be necessary.
Drainage of the uterus with iodoform gauze after the curetting is
often of value.

Metritis.
Describe and give the varieties.
Metritis is an inflammation of the parenchyma of the uterus, as
distinguished from that of its mucous lining or serous covering.
The two varieties are the acute and chronie.
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Keep the bowels regular by enemata; if pain very severe, allow
opium by suppository. Later, employ long, hot-water douches and
glycerine tampons.
CaroNic METRITIS.

What are common synonyms?

Areolar hyperplasia (Thomas). Chronie parenchymatous inflam-
mation of the womb (Seanzoni). Diffuse interstitial metritis (Noeg-
gerath).

What is the etiology?
According to Hart and Barbour, the causes may be divided as
follows :—
(2) Causes which operate through interference with the normal
involution.of the puerperal uterus.
() Causes which operate through the production of repeated or
protracted congestion of the uterus,
(A) Frequent causes of subinvolution are—
Retained secundines,
Laceration of the cervix.
Pelvie inflammation following parturition.
Rising too soon after parturition.
Non-lactation.
Repeated miscarriages.
(B) Causing repeated or protracted congestion are the following—
1. Chronie endometritis.
2. Displacement of the uterus.
3. Tumors near the uterus.
4. Chronic pulmonary, cardiae, hepatic or nephritic disease.
5. Excessive coitus.
Chronic metritis sometimes follows the acute but usually begins as

chronie.

‘What is the pathology?
The pathological changes may be divided into three stages—
1. Hypersemie.
2. Hyperplastic.
3. Selerotic.
In the first or hypersemic stage, the uterusis enlarged, soft, tender,
and contains more blood than normal.

OO g - B






e

Y T

METRITIS. 153

How would you differentiate chronic metritis from fibroid
tumors ? |
In small fibroid tumors of the uterus, the irregular shape is con-
trasted with the more uniform enlargement in metritis. The uterine
cavity is usually more spacious in chronie metritis than when fibroids
are present.
The sound will often aid in the diagnosis. In some ecases it is
justifiable to dilate the cervix and introduce the finger to determine
the presence or absence of a submucous fibroid tumor.

How would you differentiate chronic metritis from malignant
disease of the uterus?
Malignant disease of the uterus is more apt to occur late in life;
metritis earlier.
Cachexia and menorrhagia are more marked in the former than in
the latter.

What are common complications of chronic metritis ?

() Chronic endometritis.
(b) Salpingitis.

(¢) Peritonitis,

(d) Ovaritis.

() Vaginitis.

(/) Displacements,

What is the treatment of chronic metritis?

1. Prophylactic. —Care during and after confinement.

2. Curative.—

First treat the complications, if present, especially endometritis
and displacements, in the usual manner. Attend to the general
health, bowels, exercise, ete. Let the patient rest a part of each
day, especially at menstruation ; limit coitus. Weir Mitchell's
treatment of rest, over-feeding and massage is sometimes of value.

Local treatment.—Prolonged hot-water vaginal douches ; glyeer-
ne or boroglyceride tampons ; tineture of iodine to cervix and fornices
of the vagina ; scarification of the cervix with Buttle's spear.

Emmet's operation of trachelorrhaphy, or amputation of the
cervix by the Simon and Marckwald method is sometimes indicated.

Apostoli strongly recommends the use of galvanism.
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both fibrous and muscular tissue, either of which may predominate
over the other. The fibrous tissue is usnally in excess.

Those composed chiefly of fibrous tissue are usually more or less
encapsulated and of slow growth.

Those composed ehiefly of muscular tissue are rare, not encapsu-
lated, and are of rapid growth,

Fia. 45,

M. Tnterstitial ibroids.
sM. Submucous, (Schroeder.)

What are their sitnations?

They are much more frequent in the body of the uterus than in the
cervix. They are most often found on the posterior wall, next in
frequency on the anterior wall, rarely on the lateral walls. The soft,
rapidly-growing fibroids are more frequent in the fundus.

The tumors always begin in the substance of the uterine walls ;
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they may continue their growth there ; may extend into the uterine
cavity, lifting up the mucous membrane, or outward, lifting up the
peritoneum. Hence the three
varieties :—

1. Interstitial.

2. Submucous.

3. Subperitoneal.

FiG. 47.

Describe the three varieties.
The interstitial or intramural
fibroids (see Fig. 46), are usunally
multiple and are situated in the
substance of the uterine wall. The
submucous fibroid (see Fig. 47),
may be either sessile or attached
by a long pedicle. In the latter
case it is called a fibrous polypus.
The subperitoneal or subserous
fibroids (see Figs. 48 and 49),
: are often multiple ; may be ses-
Submucous fibroid. (Schroeder.) sile or pedunculated ; may grow
upward into the abdominal cavity
and draw uterus up, or grow downward into the pelvis, and perhaps

Fig. 48.

Subperitoneal Fibroid.

become incarcerated. They may form adhesions with other organs,
get their nutrition through the adhesions and become detached from
the uterus,
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What changes may occur in fibroids?

1. They may undergo softening due to cedema or myxomatous
degeneration, rarely fatty degeneration. By this softening fibro-
cysts may be formed.

2. They may undergo hardening, due to () atrophy, especially
after the menopause, or removal of ovaries and tubes. The mus-
cular tissue degenerates, and the fibrous tissue contracts. (b) Calei-
fication, with the deposit of lime salts, beginning usually in the centre,
sometimes at the periphery.

3. They may suppurate. This
occurs most often in submucous
fibroids, especially after instru-
mental traumatism ; rarely in the
subperitoneal variety after tor-
sion of the pedicle.

4. Submueous fibroids may
become more and more peduncu-
lated, forming polypi. They are
sometimes extruded from the
uterus, Sometimes the capsule
ruptures, and spontaneous enu-
cleation occurs.

What changes occur in the
uterus?

The muscular wall hypertro-
phies, especially in the submu-
cous or interstitial varieties. The Subperitoneal Fibroid.
mucous membrane also hyper-
trophies, both in glands and connective tissue. Over the tumor the
mucous membrane sometimes ulcerates.

Changes in the position of the uterus are often produced :—

1. It may be drawn up into the abdomen.

2. It may be prolapsed.

3. Tt may be inverted, especially from submucous fibroids attached
to the fundus.

Describe briefly fibroids of the cervix.
They, too, may be either interstitial, submucous or subperitoneal ;
they are usually hard and single.

Fi6. 49.
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How would you differentiate a fibroid tumor from a pelvic

inflemmatory deposit?
Fibroid Tumor s, Inflammatory Deposit,
Slow growth ; no history of acute  History of rapid development,
inflammation. and acute inflammation.

Moves with uterus, and seems a  Usually does not move with

part of it. uterus, and seems less a part

of 1t.

Insensitive to pressure. Sensitive to pressure.

What is the treatment?

Palliative.—The administration of ergot in some cases will keep
the symptoms under control until after the menopause, when the
symptoms, as a rule, gradually disappear ; the menopause, however,
is usually considerably delayed.

If endometritis is associated with the fibroid, curetting the uterus
is often of value.

Curative.—Tait’s operation of removal of the ovaries and tubes,
artificially producing the menopause. is in small fibroids with pro-
fuse hemorrhages perhaps the best general plan of treatment. In
some cases hysterectomy is indicated.

Apostoli's treatment by means of galvanism with currents of high
intensity 18 still sub judice,

When the tumor is subperitoneal and pedunculated, myomotomy
may be indicated.

Describe the operation of abdominal hysterectomy for fibro-
myoma uteri.

For many vears the safest and best method was considered to be
that which left the cervical stump, after amputation of the uterus,
attached to the lower angle of the abdominal wound, as in a Porro
operation on a pregnant uterus. Of late, under improved tech-
nigue and with the assistance of the Trendelenburg posture, which
raises the pelvis and gives ready access to its contents, this method
has given way to two methods which differ from each other in one
point—viz. the treatment of the cervix.

a. In one the cervix is removed—total extirpation. With this

are associated the names Eastman, Martin, Chrobak, Polk,
11
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The peritoneum follows the depression of the uterine wall, and
lines the cup thus formed. The appendages may or may not lie
within the cup.

The inversion oceurring during the puerperinm usually begins at
the placental site ; when produced by intra-uterine tumors, it usually
begins at the attachment of the tumor. The uterine mucous mem-
brane is usnally congested : it may ulcerate ; sometimes it becomes
gangrenous.  Oceasionally it becomes covered with SqUAmMONS epi-
thelium, and resembles skin.

Fia. 50,

Inversion of Uterus (half-size, Barnes fromr Crosse's essay). The fundus lies in the
vagina; the cervix is not inverted; the lips are flattened out to a swelling seen
below the angle of inversion. The ovaries (seen from behind) are mot in the
peritoneal cup.

What is the etiology?
Inversion is predisposed to by—
(a.) Parturition.
(6.) Distention of the uterus from any cause.
(e.) Intra-uterine tumors.
(.) Degeneration of uterine walls.
According to the time and cause of production, two varieties are
recognized :—
1. Puerperal. —Produced during the puerperium, either by ab-
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How would you differentiate inversion of the uterus from a
! polypus?
The diagnosis of a complete inversion (see Fig. 51) from a polypus
lying in the vagina (see Fig. 52) would be made as follows :—

Tnversion vs. FPolypus.

Fundus not felt in the abdomen:  Fundus felt in the abdomen.
eervical ring felt,

Sound passes all around tumor, Sound passes into the uterus, at
but only a short distance into the side of the tumor, more
the cervix. than 2} inches,

SRR s peoy
]

Fig. 52.

Fi. 51,

Inversion of Uterus (after Uterine Polypus (after
Thomas). A cup-shaped Thomas). The uterus
depression is in the place in its normal position.
of the uterus. Sound ar- Sound passes into
rested at angle of flexion. uterine cavity.

The differential diagnosis between a partial inversion and an intra-
uterine polypus (see Figs. 53 and 54) is often quite difficult.  Careful
examination by the ordinary bimanual and by the abdomino-rectal
method may detect the cup-shaped depression of the partial inver-
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sion. Enlargement of the uterus rather favors the diagnosis of

polypus.
Both of these conditions may rarely coexist.

How would you differentiate inversion of the uterus from
complete prolapse?

This rarely causes difficulty. It is made by finding in the latter

the external os, the obliteration of the fornices, and by passing the
sound into the uterine canal.

What are the results of an untreated inversion?

Very rarely it reduces itself. Rarely the patient suffers little
inconvenience from it.

Usually the patient dies from hemorrhage or sepsis.

F]Gi- H-I

F1a. 53.

Partial Inversion of Uterus Polypus still Intra-uterine
(after Thomas). (after Thomas),

What is the treatment ?

The object sought is the reposition of the fundus uteri.

Emmet’s method (see Fig. 55) consists in inserting the right hand
into the vagina, grasping the fundus in the palm, inserting the
fingers into the cervix and pushing upward ; at the same time sepa-
rating the fingers as much as possible. The left hand meanwhile
exercises through the abdomen counter-pressure on the cervical ring.

Noeggerath begins the reposition by dimpling in one horn of the
uterus, and then uses this as a wedge to dilate the cervix.
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Instead of the hand alone, cup-shaped repositors are often made
use of.

In all these methods the patient is usually best prepared for the
manipulation by the administration of prolonged hot-water douches,
and the introduction of a vaginal elastic bag, to be distended with
air or water, and worn twelve to twenty-four hours,

The manipulations are best performed under ansesthesia.

When the above methods fail, hysterectomy probably offers the
best result.

F1G. 55.

Reposition of the Inverted Uterus with the Hand alone (after Emmet),

Polypi.
What is meant by the term ‘‘uterine polypus,” and what
are the varieties?

A polypus is a pedunculated tumor attached to the uterine mucous

membrane. The following varieties are recognized :—
1. Fibrous polypi.

Mucous polypi.
Pedunculated Nabothian follicles,
Placental polypi.
Papillomata of the cervix.

-
e
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Describe briefly the fibrous polypi.

Fibrous polypi are submucous fibroids which have become pedun-
culated ; at first lying within the uterus; later, dilating the cervix
and becoming vaginal (see Fig. 56), sometimes even projecting
bevond the vulva.

They spring from the muscular wall of the uterus, more often

Fii. 56.

Intra-uterine Submucous Fibroid which is becoming Vaginal (Sir J. Y. Simpson).

from the body than cervix; they are composed chiefly of fibrous
tissue with few blood vessels. Their presence sets up uterine con-
tractions, which gradually expel them. Their shape is usunally
pyriform or ovoid.

Describe the mucous polypi.
These spring from the uterine mucous membrane, chiefly that of

the cervix. There are usually more than one (see Fig. 57) ; theyare
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small, soft, vascular, and on section present the structure of mucous
membrane,
What are the pedunculated Nabothian follicles ?

They are the glands of the cervieal mucous membrane which have
become obstructed, formed retention cysts and assumed the polypoid
shape.

What are placental polypi?

They are portions of undetached placenta which have received nutri-

F1G. 57.

Group of Mucous Polypi growing in the Cervix Uteri (Sir J. ¥. Simpson).

ment from their attachment to the uterus, have become coated with
fibrin and so increased in size. By the uterine contractions they are
made more pedunculated, and may be extruded from the cervix.

Describe the papillomatous variety of polypus.

Papilloma of the cervix is almost always either a malignant new
growth or tends soon to become so. It is often called a ** cauli-
flower excrescence’’ (Clarke), (see Fig. 58), is usually soft, friable,
and bleeds easily.
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What are the symptoms of polypi?

1. Hemorrhage.—First menorrhagia, then metrorrhagia, the
source of the blood being the mucous membrane, which covers, or
in the mucous variety forms, the substance of the polypus.

2. Leucorrheea.—Due to the accompanying endometritis.

3. Pain.—Due to the efforts of the uterus to expel the tumor.,

4. Sterility.—Due to the mechanical obstruction and to the endo-

metritis.
F16. 58, 5. Ansgemia and general malaise.—
- Resulting from the foregoing condi-
tions.

What are the physical signs?

When the polypus has passed the os
externum, the finger in the vagina de-
tects a pyriform or ovoid body, hard or
soft according to the variety; it is
movable and seems to come from the
os. The use of the speculum deter-
mines its appearance.

If it 18 a fibrous polypus, the bi-
manual examination usually shows the
uterus enlarged, and the sound proves
the cavity elongated.

When the polypus is intra-uterine,
the sound in some cases will detect its
presence ; in other cases dilatation of
the cervix and introduction of the fin-

. ger s necessary.
O o the Cervix Crert (8ir 7. The fibrons polypus, according to
¥. Simpson). Hart and Barbour, is larger than a wal-
nut and of firm consistency.

The mucous polypus 1s about the size of an almond and of a pulpy
consistency.

For differential diagnosis between inversion of the uterus and
polypi see inversion,

What is the treatment? _
When the polypus is of considerable size and lies within or
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external to the os, the best treatment is removal by the wire
éerasewn, putting the wire loop as near the uterine attachment of
the pedicle as possible.,

Small polypoid projections may be seraped away with the curette ;
mucous polypl may usually be twisted off with the foreeps.

When the polypus lies within the uterus, dilate the cervix and
apply the écraseur.

If the pedicle is small, blunt, dull scissors may be substituted for
the éeraseur. If the pedicle is large or dilatation of the cervix is
pecessary, angesthesia is to be employed.

All antiseptic precautions are to be used,

Carcinoma Uteri.
What is the pathology?

Careinoma, with its usual mieroscopical characteristics, may involve
either the body of the uterus or the cervix; it is very much more
frequent in the latter, and the usual form is epithelioma. Tt may
begin on the vaginal portion of the cervix, in the substance of the
cervix, or in the mucous membrane of the eanal.

When sitnated on the vaginal portion it often begins as an indu-
ration of the superficial layers, which then ulecerate with irregular
and indurated edges. It may take the form of cauliflower excres-
Cences,

When beginning as nodules in the substance of the cervix, these
nodules enlarge, come to the surface of the mucous membrane and
ulceration follows.

When beginning in the mucous membrane of the canal, it may
excavate the whole canal and extend to the parametrium,

Carcinoma of the body of the uterus usually begins in the endo-
metrinm.  Whether it ever begins in the substance of the uterine
wall is a disputed point. It may be circumseribed or diffuse. It
often assumes a polypoid shape.

What is the etiology?
The etiology of eancer of the uterus is still unsettled. The factors

which favor its development are age, heredity, parturition, laceration
of the cervix, with erosion and depreciation of the vital powers.
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nal walls, either hysterectomy or high amputation of the cervix may
be performed. Authorities differ in their choice of the two opera-
tions, the preference at the present time being most often given to
hysterectomy.

2, Pallintive.—When a radical operation is contraindicated, the
following methods of treatment are of value :—

If hemorrhage is a marked symptom, and sloughing masses are
present at the seat of uleeration, thoroughly curette the surface and
apply carbolie acid, iodized phenol, or a solution of chloride of zine.
Frequent insertions of iodoform gauze soaked in a 4 per cent. =olu-
tion of chloral will be found to act as an antiseptic and ansesthetic to
the ulcerated surface.

For the foul discharges, vaginal douches of a weak solution of creo-
lin are valuable.

The pain and distress in the later stages demand opium.

Attention to the general health is of course indicated.

Describe briefly the operation of vaginal hysterectomy.

Different operators differ somewhat in the details of the operation.
The main features of the operation are as follows: The vulva is
shaved, and the vagina and vulva thoroughly disinfected. The
uterus is drawn down and held by an assistant; a semicircular
incision 1s made around the cervix in the anterior fornix, and the
vervix 1s separated from the bladder up to the utero-vesical
pouch of the peritoneum. The cervix is drawn forward and the
posterior fornix opened by a semicircular incision about the cervix,
which is then freed up to the pouch of Douglas. The pouch of
Donglas may now be opened, and a clean sponge, with a silver wire
attached, introduced to keep back the intestines. The uterus is
freed from the lower portion of the broad ligaments by ligaturing
in section, and then eutting with scissors close to the uterns. The
latter may now be retroverted through the opening in the pouch of
Douelas, and freed from the upper portion of the broad ligaments
by ligaturing, and cutting close to the uterus. It is well to draw
the ovaries into the ligature. so that they will be removed with the
uterns. The anterior reflection of peritoneum may now be divided,
or, as practiced by many operators, this may be done before retro-
verting the uterus. All hemorrhage is checked and the parts are
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Sarcoma of the Uterus.
What is the pathology ?

Sarcoma, a new growth developing from the connective tissue and
presenting the microscopical characteristies of sarcoma elsewhere,
oceurs in the uterus, either in the form of a diffuse infiltration or as
a circnmseribed tumor. It usually affects the body of the uterus,
being rare in the cervix. The masses are usually grayish in color,
soft and brain-like : occasionally the circumseribed masses are firm
and resemble fibroids, but have no eapsule. They usually do not
uleerate as rapidly or deeply as carcinoma, and metastases are less
common,

What is the etiology?

Little is known concerning it. It is most frequent between the
ages forty to fifty, but, unlike carcinoma, often occurs in nulliparous
women.

What are the symptoms?

1. Hemorrhage.

2. Watery discharge.
3. Pain.

4, Cachexia.

Thus the symptoms are similar to those of carcinoma. Some
authors claim, however, that the discharge is less offensive than in
carcinoma, because there is less tissue necrosis,

What are the physical signs?

The uterus is usually enlarged: the sound, when introduced,
detects great irregularity of the endometrium, and usually causes
bleeding. If the curette is used, a grayish, brain-like material is
removed.

With what are sarcoma and carcinoma of the body of the
uterus most likely to be confused, and how is the
diagnosis made ?

They are chiefly to be confused with villous endometritis, slonghing
polypi or retained secundines. The diagnosis is made by removing
fragments with the curette, knife or scissors, and subjecting them to
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of the endometrium, and its etiology is that of the endometritis,
especially—

1. Sepsis during parturition or abortion.

2. The use of septic instruments.

3. Gonorrheea.

What are the characteristics of a hydrosalpinx ?

In a hydrosalpinx the tube is distended with serum, the result of
a catarrhal inflammation. The softening of the walls easily allows
the distention, which varies in position according to the traction of
peritonitic adhesions.

What are the characteristics of a heematosalpinx ?

Here the tube is distended with blood, which may have one of
three sources :—

1. It most often oceurs as a result of a tubal pregnancy.

2. It may be exuded from the tubal mueous membrane as a re-
sult of the catarrhal inflammation.

3. It may oceur as an extension of a hsematometra due to atresia
of’ vagina or cervix.

The tube is usually first hypertrophied, later thinned, and it may
rupture ; this accident 1s usunally delayed by peritonitic thickening
about the tube. The blood is generally thick and tarry.

What are the characteristics of a pyosalpinx ?

The tube is usually more thickened and surrounded by more peri-
tonitic adhesions than 1s hydrosalpinx.

The pus may be slight in amount, or the tube may be immensely
distended with very fetid pus.

Adhesions are apt to form between tube and neighboring viscera,

and the pus sometimes ruptures into them, especially into rectum or
bladder.

What are the symptoms of salpingitis?

The patient usually suffers from a burning and dragging pain in
the region of the affected tube, especially on standing and walking.
Dysmenorrheea is common ; repeated attacks of peritonitis are not
infrequent. In the ease of pyosalpinx septic symptoms may be pres-
ent. There is tenderness on pressure in the lateral vaginal fornix,

12
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ring into the Graafian follicles, or interstitial. The former being com-
paratively frequent, the latter rare. The ovary is usually enlarged
and irregular in shape and more sensitive to pressure ; the follicles
may rupture and form pelvic haematocele or set up peritonitis,

What are the symptoms?

Although the hypersemia of the ovary may be suspected from
menorrhagia, throbbing pains over the ovaries and their acute
enlargement, no positive symptoms are produced until rupture
occurs, when, according to the amount of blood poured out, they
may vary from symptoms of slight pain and shock to those of fatal
hemorrhage and collapse.

‘What is the treatment ?

While hypersemia of the ovary is suspected, regulate the mode of
life and enjoin rest just before and during the early part of menstru-
ation. Apply counter-irritation to the ovarian region ; attempt to
elevate the ovaries by soft packing if they are prolapsed, and
administer hot-water vaginal douches. If rupture occurs, the treat-
ment is that of pelvie peritonitis or haematocele. :

OVARITIS.
What is the pathology ?

Ovaritis or inflammation of the ovary may be acute or chronic.

Tubercular ovaritis is usually deseribed separately.

Acute ovaritis may be follicular or interstitial ; the two are often
combined. In the follicular form, the épithelium of the follicles
degenerates, the liquor folliculi becomes purulent, and the ovum is
destroyed.

In the interstitial form, the stroma is infiltrated with serum and
lencocytes and the connective tissue cells are increased ; abscesses
often form between the bundles of fibers; sometimes gangrene
OCCUTS.

Chronic ovaritis, often the result of the acute, may exhibit 3

forms—
1. The atrophie.

2. The hyperplastic.
3. The eystie.
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glight interval ; it is sensitive to pressure, producing pain of a sick-
ening character; it may or may not be movable. When the ovary
is prolapsed, this round, tender mass may be felt in the pouch of
Douglas.

From what must you differentiate an inflamed ovary?
From— Salpingitis,
; Peritonitic deposit.
Exudation into the broad ligament.
Fibroid tumor.
Facces in the rectum,

How would you differentiate ovaritis from salpingitis ?

This is often very difficult, from the fact that the two conditions
frequently coexist. The chief features in the differential diagnosis
are found in the physical signs, as follows :(—

Ovaritis S, Salpingitis.
Lies farther from the uterus; ILies nearer the uterus; more
more globular in shape. elongated.
Less fluctuating unless abscess  More fluctuating.
present.
The ovary cannot be felt else- The ovary can often be felt sepa-
where. rate from the mass,

How would you differentiate an ovaritis from an exudation
in the broad ligament ?

Ovaritis vs, Frudation in Broad Ligament.
More circumseribed. Less cireumseribed.
Less closely related to vaginal More closely related to vaginal
vault. vault.
Less fixity of the uterus. More fixity of the uterus.
How would you differentiate ovaritis from a lateral uterine
fibroid ? 2 E
Ovaritis vs. Lateral Filroid.
Sensitive to pressure, Insensitive to pressure.
Less intimately connected with  More intimately connected with
the uterus, the uterus; moves with it.
Density less, Density greater.

Menorrhagia less common. Menorrhagia more common,
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What is the treatment ?

(a) Palliative.—If due to a displacement of the uterus and both
uterus and ovaries are movable, replace the uterus and maintain it in
position by means of a pessary.

When the ovary alone is displaced, if movable, support it at first
with a tampon ; later a pessary may perhaps be worn.

When the ovary is fixed by adhesions, an attempt should be made
to cause resolution of the adhesions by counter-irritation, glycerine or
boroglyeeride tampons, hot-water douches and gentle massage.

(b) Radical —If the palliative measures fail and the symptoms
are severe, a laparotomy isindicated, either to remove the prolapsed
ovary, or, if the uterus is displaced backward, to break up the adhe-
sions and fasten the uterus forward by hysterorrhaphy or by short-
ening the round ligaments.

TrMoRs OF THE OVARY.
What are the chief varieties?
(a) Cysts.
() Carcinomata.
(¢) Sarcomata.
() Fibromata.

Tuberculosis of the ovary is sometimes desceribed under tumors of
the ovary.

What are the varieties of ovarian cyst? Describe them.
The varieties of ovarian cyst are—

The simple follicular.

The proliferating glandular.
The proliferating papillary.
The dermoid.

The simple follicular cyst is formed by distention and coalescence
of Graafian follicles. This variety of cyst is usually small.

The proliferating glandular cyst is developed from the ** glandular
or germinal epithelium, either before or subsequent to the formation
of the Graafian follicles’” (Howell). This is the ordinary multilocu-
lar ¢yst which may attain a large size. Within one main cyst there
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When the cyst has extended to the abdomen, we get distention of
the abdomen and dullness on percussion over the tumor. Fluctua-
tion can usually be detected.

From what must you differentiate an ovarian cyst when
small and situated in the pelvis?
From (a) Distended tube.
(6) Peritonitic exudation.
(¢) Tnflammatory exudation into broad ligament.
(d) Extra-uterine gestation.

How would you differentiate a small ovarian cyst from a dis-

tended tube?
Ovarian Cyst s, Distended Tube,
No inflammatory history; gradual ~ History of acute inflammation ;
development ; little if any pain. pain usually prominent,
More globular. More elongated.
Less intimately connected with ~ More intimately connected with
the uterns, the uterus,
Insensitive to pressure. Sensitive to pressure.
Less fixity. More fixity.

How would you differentiate a small ovarian cyst from a peri-
tonitic exudation?

Ovarian Cyst S, Peritonitic Ecvdation,
No history of acute inflammation.  History of acute inflammation.
Insensitive, Sensitive to pressure,
More mohile. Fixed,
More lateral. Usually in pouch of Douglas.

How would you differentiate a small ovarian cyst from an ix-
flammatory exudation into the broad ligament?

Ovarian Cyst vs. Inflammatory Frudation.
Absence of history of inflamma-  History of inflammation follow-
tion. ; ing labor, abortion, or opera-

tion. If a heematoma, history
of sharp pain, shock, perhaps
symptoms of hemorrhage.
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Intermittent contractions absent. Intermittent contractions present.

arowth less rapid. Growth more rapid.
How would you differentiate a large ovarian cyst from
ascites?
Ovarian Clyst vs. Aseites.
Patient on back :— Patient on back :—
Swelling central or unilateral. Swelling bilateral.
Dullness in front. Tympanitie in front.
Tympanitic on the sides. Dullness on the sides.
Percussion note varies little on  Percussion note varies greatly in
turning patient from side to turning from side to side.
side.
Circumseribed. Diffuse.,

How would you differentiate a large ovarian cyst from a
large fibroid tumor of the uterus?

Ovarian Cyst U8, Fibroid,
Fluctuating. Firm, non-fluctuating.
Less intimately connected with  More intimately connected with
the uterns, the uterus; moves with it.
Menorrhagia uncommon. Menorrhagia common.
Uterus usually not enlarged. Uterus usually enlarged.
How would you differentiate a large ovarian cyst from a
distended bladder?
Ovarian Cyst 8. Distended Bladder.
More lateral. Central.
Rarely in front of the uterus. Lies in front of the uterus.
Remains after patient is cathe- Disappears when patient i3
terized. catheterized.
How would you differentiate a large ovarian cyst from a
hzmatometra ?
Ovarian Cyst Vs, Hematometra.

Menstrual flow appears, Menstrual blood retained.
More lateral ; separate from the Central; tumor formed by the
uterus, distended uterus.
Pain only from pressure. Periodical attacks of pain, due to
increase of contents,
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If the operation is for the removal of the appendages, the fundus
of the uterus is felt for as a landmark ; the ovary and tube of the
affected side are brought into the abdominal wound and surrounded
by warm sponges or pads. A Staffordshire knot (see Fig. 60), is
tied about the pedicle ; the parts outside the ligature are cut away,
the stump is dusted with iodoform, the ligature cut short and the
stump dropped back into the abdominal cavity. The other side is
treated, if necessary, in the same way.

If the operation is for an ovarian cyst, after opening the abdomen
the cyst is punctured with a trocar, the emptied sac drawn out of the
abdominal wound, the adhesions separated, if necessary, the pedicle
tied with silk in a Staffordshire knot, and the stump treated as before.

If pus has gotten into the abdominal cavity, the latter is freely
irrigated with warm sterilized salt solution, drainage may or may
not be indicated.

The abdominal wound is closed by one of several methods. A
very good one is to use silver wire, passing through skin, muscle,
fascia and peritoneum, suture the fascia with catgut and then after
twisting up the wires bring the skin into apposition by sutures
of silkworm gut introduced between them. Some suture the peri-
toneum separately, but this is unnecessary. The wound is irri-
gated with Thiersch’s (boro-salieylic) solution, iodoform is dusted
on and then a dressing of iodoform gauze, bichloride gauze and
sterilized cotton applied and held in place by plaster strips and an
abdominal binder. The patient is then put to bed and surrounded
with hot-water bottles.

How is the Staffordshire knot tied?

Fre. 60. The suture is passed from you through
the centre of the pedicle by means of an
aneurism needle, and the needle with-
drawn ; the loop is then brought forward
over the tumor, one end of the suture
brought above and the other left below
el Kue-r[ﬂ} ii_; {ﬁe.e Fig. 60). The two ends are now
B e kot afber loop hae tied in 'a_dnu!::]e knot, then passed around

been brought over, on¢ end the pedicle in the crease formed by the
first turn of the artery knot loop and tied in a double knot on the

made other side.
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What is the after treatment of the case?

The patient receives no food by the mouth for 12-24 hours, nutri-
ent enemata being used in the meantime. The urine is drawn with
a catheter. As little opium as possible is used. The bowels are
moved on the third day by a turpentine enema, calomel gr. iv (gr. j
every half hour) or salines. If tympanites oceurs at any time, the
bowels are moved.

The stitches are removed on the 7-8th day, and the patient is
allowed up on the 14th. '

How would you prepare catgut for ordinary ligature and
suture?
One of the best methods is that by means of boiling aleohol.

Dowd’'s Apparatus for Sterilizing Catgut.
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This is conveniently carried out by Dowd’s apparatus a cut of

. which is here given. It consists of a coil of block tin tubing en-
cased in a copper cylinder. The lower end of the coil is straight-
ened out and projects through the rubber cork of the jar in which
the bottles of catgut are to be sterilized.” The upper end of the
coil 18 bent into a convenient shape for suspension and during use
is closed with a cotton plug. On one side of the eylinder are two
taps, the lower for the entrance, the upper for the exit of cold
water from a faucet which condenses the alcoholie vapor which
rises in the coil _

The catgut, wound on glass spools, is placed in small bottles (pre-
ferably with serew tops) which arve filled with strong alcohol. These
bottles are placed in the large jar and covered with strong alcobol.
The jar is then attached to the condenser, and placed in a vessel of
water on a gas or other stove.  The boiling is kept up for an hour.

Another good method is the following :—

1. Soak the gut in ether for 1 hour.

2. Wipe with a bichloride towel.

3. Soak in bichloride 1 : 1000 for 8 hours.
4. Wipe with a bichloride towel.

5. Store it in absolute aleohol.

_. How would you prepare the chromicized (McEwen’s) catgut ?
' Soak the gut for 48 hours in the following solution :—

r BR. Acidi chromidi, Ziij- 3 vss
i Aquz, q.s.ad O
M. et adde
Glycerini, Ov.

Then store the gut in carbolized glycer:ine-l—ﬁ.
Wipe with a bichloride towel before using.

Ectopic Gestation.

Ectopic gestation may be considered as primarily tubal. Three
varieties are recognized :

1. Tubal proper, (free tubal).

2. Tubo-uterine, (interstitial) ; in that portion of the tube em-
braced by the uterine wall.
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From what must you differentiate extra-uterine pregnancy?
Suppurative cellulitis.
Fibroid tumor.
Ovarian cyst.
Dermoid eyst.
Parovarian cyst.
Salpingitis.
Retroversio-flexio.

What is the treatment?

(A4) Before the viability of the child, two views are held at the
present day :—

1. Perform laparotomy as soon as the diagnosis is made, and re-
move, if possible, the feetus, or its remains, and the sae.

2, Destroy the life of the feetus by electricity, and only perform
laparotomy after the failure of nature to remove the products of ges-
tation.

Thomas gives as a rule in ectopic gestation prior to the viability of
the child: ** A diagnosis of extra-uterine pregnancy being arrived
at, destroy feetal life as promptly as possible.”” Of several methods
of accomplishing this, he decidedly prefers electricity without acu-
puncture.

When rupture of the sac into the peritoneal cavity occurs, the
usual indication is to perform laparotomy and cleanse the abdominal
cavity.

(B) After the viability of the feetus, the best rule is probably to
wait till full term and perform laparotomy, with the hope of saving
both mother and child.

Fistulee.

What are the chief varieties met with in gyn=cology ?

They may be either urinary or fecal.

Urinary fistule present the following varieties (see Fig. 62) :—
1. Urethro-vaginal.
2. Vesico-vaginal.
3. Vesico-uterine.
4. Uretero-vaginal.
5. Uretero-uterine.

13
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Sims, which is performed as follows: The patient is anaesthetized,
an antiseptic vaginal douche given, and all antiseptic precautions
observed during the operation. She is placed in Sims’ position
and Sims' speculum introduced. The edges of the fistula are pared
with the knife or scissors, the mucous membrane not being included
in the incision. Silver-wire sutures are then introduced, about one-
fifth to one-fourth inch apart, not penetrating the mucous mem-
brane. The parts are brought into apposition by twisting the sutures,
and then a self-retaining catheter is introduced. The sutures are left
for eight days. The operation for a urethro-vaginal fistula is similar
to the above.

What are the chief steps in the operation for the cure of a
vesico-uterine fistula?

Emmet regards the condition as due to a laceration of the cervix
extending into the bladder, the laceration healing only below. The
operation is based on this idea, viz.: The cervix is split up to the
fistula ; the edges of the latter are denuded, and the whole brought
together in a manner similar to a trachelorrhaphy, especial care being
taken with the upper sutures. If this fails, it has been recommended
to close the os uteriy this, of course, causes uterine discharges to
empty into the bladder,

Recto-vaginal Fistula.

What is the eticlogy?

This, like the vesico-vaginal fistula, is usually due to sloughing
cansed by long-continued pressure in parturition, or may be produced
by laceration through the septum, either by the unaided efforts of
nature or by instrumental delivery. Cancer or syphilis may, of
course, cause fistula, but this will not concern us here.

What is the treatment ?

It 18 similar to Sims’ operation for vesico-vaginal fistula. The
edges are denuded and brought together by silver wire, the rectal
mucous membrane being uninjured.  If the fistula is near the vulva,
it is usually best to divide the sphineter ani and perineum up to the
fistula, to dissect this out, and then close the parts as in a laceration
of the perineum through the sphineter ani.
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AN AMERICAN TEXT-BOOK OF THE DISEASES OF CHIL-
DREN. By American Teachers., Edited by Louis STARR, M. D.,
assisted by THoMmpson S, WestcorT, M. D, In one handsome royal-8vo
volume of 1190 pages, profusely illustrated with wood-cuts, half-tone and
colored plates. Net Prices : Cloth, $7.00; Sheep, $8.00; Half Russia, $9.00.

The plan of this work embraces a series of original articles written by some
sixty well-known peediatrists, representing collectively the teachings of the most
prominent medical schools and colleges of America. The work is intended to
be a PRACTICAL book, suitable for constant and handy reference by the practi-
tioner and the advanced student.

One decided innovation is the large number of authors, nearly every article
being contributed by a specialist in the line on which he writes. This, while
entailing considerable labor upon the editors, has resulted in the publication of
a work THOROUGHLY NEW AND ABREAST OF THE TIMES.

Especial attention has been given to the latest accepted teachings upon the
etiology, symptoms, pathology, diagnosis, and treatment of the disorders of chil-
dren, with the introduction of many special formule and therapeutic procedures.

Special chapters embrace at unusual length the Diseases of the Eye, Ear,
Nose and Throat, and the Skin; while the introductory chapters cover fully the
important subjects of Diet, Hygiene, Exercise, Bathing, and the Chemistry of
Food. Tracheotomy, Intubation, Circumcision, and such minor surgical pro-
cedures coming within the province of the medical practitioner are carefully
considered.
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Dr.S. S. Adams, Washington. 1 Dr. Thomas S. Latimer, Baltimore.

John Ashhurst, Jr., Philadelphia.
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AN AMERICAN TEXT-BOOK OF GYNECOLOGY, MEDICAL
AND SURGICAL, for the use of Students and Practitioners.
Edited by J. M. BALpy, M. D. Forming a handsome royal-octavo volume,
with 360 illustrations in text and 37 colored and half-tone plates. Prices:
Cloth, £6.00 net; Sheep, $7.00 net; Half Russia, $8.00 net.

In this volume all anatomical descriptions, excepting those essential to a clear
understanding of the text, have been omitted, the illustrations being largely de-
pended upon to elucidate the anatomy of the parts, This work, which is
thoroughly practical in its teachings, is intended, as its title implies, to be a
working text-book for physicians and students. A clear line of treatment has
been laid down in every case, and although no attempt has been made to dis-
cuss mooted points, still the most important of these have been noted and ex-
plained. The operations recommended are fully illustrated, so that the reader,
having a picture of the procedure described in the text under his eye, cannot fail
to grasp the idea. All extraneous matter and discussions have been carefully
excluded, the attempt being made to allow no unnecessary details to cumber
the text. The subject-matter is brought up to date at every point, and the
work is as nearly as possible the combined opinions of the ten specialists who
figure as the authors.

The work is well illustrated throughout with wood-cuts, half-tone and
colored plates, mostly selected from the authors’ private collections.

CONTRIBUTORS :
Dr. Henry T. Byford. Dr. Howard A. Kelly.
ohn M. Baldy. Florian Krug.
win Cragin. E. E. Montgomery.

1. H. Etheridge. William R. Pryor.

William Goadell. George M. Tuttle.
* The most notable contribution to Eynm’:nlogical literature since 1887, . . . . and the most
complete exponent of gynecology which we have. No subject seems to have been neglected,

.. ..and the gynecologist and su n, and the general practitioner who has any desire
to ‘fractiae diseases of women, will find it of practical value. In the matter of illustrations
and plates the book surpasses anything we have seen.”"—Boston Medical and Surgical

Fournal.

““ A valuable addition to the literature of Gynecology. The writers are progressive,
aggressive, and earnest in their convictions." —Medical News, Philadelphia.

** A thoroughly modern text-book, and gives reliable and well-tempered advice and in-
struction.” —Edinburgh Medical fournal.

** The harmony of its conclusions and the homogeneity of its style give it an individuality
which suggests a single rather than a multiple authorship.””—Annals of Surgery.

_** It must command attention and respect as a worthy representation of our advanced
clinical teaching." —American Fournal of Medical Sciences.
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DISEASES OF THE EYE. A Handbook of Ophthalmic Prac-
tice. By G. E. pE ScHWEINITZ, M. D., Professor of Diseases of the Eye,
Philadelphia Polyclinic; Professor of Clinical Ophthalmology, Jefferson
Medical College, Philadelphia, etc. Forming a handsome royal-octavo
volume of more than 600 pages, with over 200 fine wood-cuts, many of
which are original, and 2 chromo-lithographic plates. Irices: Cloth,
$4.00 net; Sheep, £5.00 net; Half Russia, $5.50 net.

The object of this work is to present to the student and practitioner who is
beginning work in the fields of ophthalmology a plain description of the optical
defects and diseases of the eye. To this end special attention has been paid
to the clinical side of the question ; and the method of examination, the symp-
tomatology leading to a diagnosis, and the treatment of the various ocular defects
have been brought into special prominence. The general plan of the book is
eminently practical. Attention is called to the large number of illustrations
(nearly one-third of which are new ), which will materially facilitate the thorough
understanding of the subject.

“ For the stndent and practitioner it is the best single volume at present published."—
Medical News, Philadelphia,

“A most complete and sterling presentation of the present status of modern knowledge
concerning diseases of the eye.”"—Medical Age.

“ Pre-eminently a book for those wishing a clear yet comprehensive and full knowledge
of the fundamental truths which underlie and govern the practice of ophthalmology." —Med-
ical and Surgical Reporter.

‘“ At once comprehensive and thoroughly up to date.”’—Hospital Gazette (London).

PROFESSIONAL OPINIONS.

““ A work that will meet the requirements not only of the specialist, but of the general
practitioner in a rare degree. I am satisfied that unusual success awaits it.”

Wirriam Pereer, M., D.,,

Provost and Professor of Theory and Practice of Medicine and Clinical Medicine
in the University of Pennsylvania.

‘“ Contains in concise and reliable form the accepted views of Ophthalmic Science.””

WirLiam Taomsow, M. D.,
Professor of Ophthalmology, Fefferson Medical College, Philadelphia, Pa.

*“ Contains in the most attractive and easily understood form just the sort of knowledge
which is necessary to the intelligent practice of general medicine and surgery.”

J. Wicviam Waite, M. D.,
Professor of Clinical Surgery in the Upiversity of Pennsylvania.

Fova: \ very reliable guide to the study of eye diseases, presenting the latest facts and newest
ideas.
Swax M. Burxert, M. D,
Professor of Ophthalmology and Otelogy, Medical Department Univ. g" Georgetown,
Washington, D. C.






———

CATALOGUE OF MEDICAL WORKS. 7

— - e —m—

For Sale by Subseription.

A NEW PRONOUNCING DICTIONARY OF MEDICINE, with
Phonetic Pronunciation, Accentuation, Etymology, etc. By Joun
M. Keating, M. D., LL.D., Fellow of the College of Physicians of Phila-
delphia; Vice-President of the American Pediatric Society; Ex-President
of the Association of Life Insurance Medical Directors; Editor “ Cyclo-
peedia of the Diseases of Children,” etc.; and HENRY HamiLTON, author
of “A New Translation of Virgil’'s Aneid into English Rhyme;” co-
author of “ Saunders’ Medical Lexicon,” etc.; with the Collaboration of
J. CHaLmERs DaCosta, M. D., and FrREDERICK A. Packarp, M. D.
With an Appendix containing important Tables of Bacilli, Micrococci,
Leucomaines, Ptomaines, Drugs and Materials used in Antiseptic Sur-
gery, Poisons and their Antidotes, Weights and Measures, Thermometric
Scales, New Official and Unofficial Drugs, etc. Forming one very
attractive volume of over 800 pages. Second Revised Edition. Prices:
Cloth, $5.00 net; Sheep, $6.00 net; Half Russia, $6.50 net. With
Denison’s Patent Index for Ready Reference.

PROFESSIONAL OPINIONS.
"1 am much Eleased with Keating’s Dictionary, and shall take pleasure in recommending

it to my classes,
o F Hengy M. Lyman, M. D.,
Professor of Principles and Practice of Medicine, Rush Medical College, Chicago, Iil.

“] am convinced that it will be a very valuable adjunct to my study-table, convenient in
size and sufficiently full for ordinary use.’
C. A. Linpseey, M. D,

Professor of magcnmf Practice of Medicine, Medical Dept. Vale University ;
retary Comnecticut State Board of Health, New Haven, Conn,

“1 will point out to my classes the many good features of this book as compared with
others, which will, 1 am sure, make it very popular with students.”’
ﬁcHH Crowyw, M. D, LL.D.,
Prafessor of Principles and Practice of Medicine and Clinical Medicine -
President of the Faculty, Medical Dept. Niagara University, Buffalo, N. V.

AUTOBIOGRAPHY OF SAMUEL D. GROSS, M. D., Emeritus Pro-
fessor of Surgery in the Jefferson Medical College of Philadelphia, with
Reminiscences of His Times and Contemporaries. Edited by his sons,
SAMUEL W. Gross, M. D., LL.D., late Professor of Principles of Surgery
and of Clinical Surgery in the Jefferson Medical College, and A. HALLER
GRross, A. M., of the Philadelphia Bar. Preceded by a Memoir of Dr,
Gross, by the late Austin Flint, M. D., LL.D. In two handsome volumes,
each containing over 400 pages, demy 8vo, extra cloth, gilt tops, with fine
Frontispiece engraved on steel. Price, $5.00 net,

This autobiography, which was continued by the late eminent surgeon until
within three months of his death, contains a full and accurate history of his
early struggles, trials, and subsequent successes, told in a singularly interesting
and charming manner, and embraces short and graphic pen-portraits of many
of the most distinguished men—surgeons, physicians, divines, lawyers, states-
men, scientists, etc.—with whom he was brought in contact in America and in
Europe ; the whole forming a retrospect of more than three-quarters of a century.,
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AN AMERICAN TEXT-BOOK OF OBSTETRICS. By American
Teachers. By Richard C. Norris, A, M., M. D.; James H. Etheridge,
M. D.; Chauncey D. Palmer, M. D.; Howard A. Kelly, M. D.; Charles
Jewett, M. D.; Henry J. Garrigues, M. D.; Barton Cooke Hirst, M. D.;
Theophilus Parvin, M. D.; George A. Piersol, M. D.; Edward P. Davis,
M. D.; Charles Warrington Earle, M. D.; Robert L. Dickinson, M. D.;
Edward Reynolds, M. D.; Henry Schwarz, M. D.; and James C. Cam-
eron, M. D. In one very handsome imperial-octavo volume, with a large
number of original illustrations, including full-page plates, and uniform
with “ The American Text-Book of Gynecology.” (In active preparation.)

Such an array of well-known teachers is a sufficient guarantee of the high
character of the work, and it gives the assurance that this work will have t%e
same measure of success awarded it as has attended the recent publication of
its companion volume, * The American Text-Book of Gynecology.” The illus-
trations will receive the most minute attention ; the cuts interspersed throughout
the text, and the full-page plates, which will reflect the highest attainments of
the artist and engraver, will appeal at once to the eye as well as to the mind
of the student and practitioner.

AN AMERICAN TEXT-BOOK OF PHYSIOLOGY. By American
Teachers. Edited by WirLLiam H. HoweLL, PH. D., M. D., Professor
of Physiology, Johns Hopkins University. With the collaboration of such
eminent specialists as Henry P. Bowditch, M. D.; John G. Curtis, M. D.;
Henry H. Donaldson, M. D.; Frederick S. Lee, M. D.; Warren P. Lom-
bard, A. B., M. D.; Graham Lusk, PH. D. ; Henry Sewall, M. D.; Edward
T. Reichert, M. D.; Joseph W. Warren, M. D. In one imperial-octavo
volume (with a large number of original illustrations), uniform with The
American Text-Books of * Surgery,” ¢ Practice,” “ Gynecology,”

(In preparation for early publication.)

This will be the most notable attempt yet made in this country to combine in
one volume the entire subject of Human Physiology by well-known teachers
who have given especial study to that part of the subject upon which they will
write. The completed work will represent the present status of the science of
Physiology, and in particular from the standpoint of the student of medicine
and the medical practitioner. Illustrations largely drawn from original sources
will be used freely throughout the text.

AN AMERICAN TEXT-BOOK OF APPLIED THERAPEUTICS.
By American Teachers. (In preparation.)

AN AMERICAN TEXT-BOOK OF NURSING. By American
Teachers. (In preparation.)
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A SYLLABUS OF GYNAZCOLOGY, arranged in conformity with
The American Text-Book of Gynecology. By J. W. Loxng, M. D,
Professor of Diseases of Women and Children, Medical College of Vir-
ginia, etc. Price, Cloth (interleaved), $1.00 net.

Based upon the teaching and methods laid down in the larger work, this will
not only be useful as a supplementary volume, but to those who do not already
possess the text-book it will also have an independent value as an aid to the
practitioner in gynecological work, and to the student as a guide in the lecture-
room, as the subject is presented in a manner at once systematic, clear, succinet,

and practical.

TEMPERATURE CHART. Prepared by D. T. Laing, M. D. Size
8x 1314 inches. Price, per pad of 25 charts, 50 cents.

A conveniently arranged chart for recording Temperature, with columns for
daily amounts of Urinary and Fecal Excretions, Food, Remarks, etc. On the
back of each chart is given in full the method of Brand in the treatment of

Typhoid Fever.

THE NURSE’'S DICTIONARY of Medical Terms and Nursing
Treatment, containing Definitions of the Principal Medical and Nursing
Terms, Abbreviations, and Physiological Names, and Descriptions of the
Instruments, Drugs, Diseases, Accidents, Treatments, Operations, Foods,
Appliances, etc. encountered in the ward or in the sick-room. Compiled
for the use of nurses. By Hoxnor MoORTEN, author of “ How to Become
a Nurse,” “ Sketches of Hospital Life,” etc. Second and enlarged edi-
tion. 16mo, 140 pages. Price, Cloth, $1.00.

This little volume is intended for use merely as a small reference-book which
can be consulted at the bedside or in the ward. It gives sufficient explanation
to the nurse to enable her to comprehend a case until she has leisure to look
up larger and fuller works on the subject.

“* Should be at the disposal of every nurse.”"—Birmingham Medical Review.,

¢ Maintains its reputation for brevity and simplicity.” —Haknemannian Monthly.

“Though ostensibly for professional nurses, contains in a compact form just such infor-
mation as almost every intelligent man would like to have at hand in these days when
the interest in all matters of sanitation and medicine has become so great." —Medical

Examiner,

““ A book which every progressive nurse must have."" —Medical World.

*“ This little volume is almost indispensable in the training school and in the library of the
nurse.”'—New York Medical Times.
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SURGICAL PATHOLOGY AND THERAPEUTICS. By ]. CoL-
LINS WARREN, M. D., Professor of Surgery, Harvard Medical School, etc.
In one very handsome octavo volume of over 800 pages, with 135 illus-
trations, 33 of which are chromo-lithographs, and all of which are drawn
from original specimens. Prices: Cloth, $6.00 net; Half Morocco, $7.00
net. Sold by subscription.

Covering as it does the entire field of Surgical Pathology and Surgical Thera-
peutics by an acknowledged authority, the publisher is confident that the work
will rank as a standard authority on the subject of which it treats. Particular
attention has been paid to Bacteriology and Surgical Bacteria from the stand-
point of recent investigations, and the chromo-lithographic plates in their fidelity
to nature and in scientific accuracy have hitherto been unapproached.

DISEASES OF WOMEN. By Hesry J. Garricues, A M, M.D,,
Professor of Obstetrics in the New York Post-Graduate Medical School
and Hospital; Gynecologist to St. Mark’s Hospital and to the German
Dispensary, etc., New York City. In one very handsome octavo volume
of about 700 pages, illustrated by numerous wood-cuts and colored plates.
Prices : Cloth, $4.00 net; Sheep, $5.00 net.

A PRACTICAL work on gynecology for the use of students and practitioners,
written in a terse and concise manner. The importance of a thorough know-
ledge of the anatomy of the female pelvic organs has been fully recognized by
the author, and considerable space has been devoted to the subject. The chap-
ters on Operations and on Treatment are thoroughly modern, and are based
upon the large hospital and private practice of the author. The text_is eluci-
dated by a large number of illustrations and colored plates, many of them being
original, and forming a complete atlas for studying eméryology and the anatomy
of the female genitalia, besides exemplifying, whenever needed, morbid condi-
tions, instruments, apparatus, and operations.

EXCERPT OF CONTENTS.

Development of the Female Genitals.—Anatomy of the Female Pelvic O s.—Phys-
iology.—Puberty. —Menstruation and Ovulation.—Copulation,—Fecundation.—The Climac-
teric.—Etiology in General. —Examinations in General.—Treatment in General-—Abnormal
Menstruation and Metrorrhagia.—Leucorrhea. —Diseases of the Vulva,—Idizeases of the
Perincum.—Diseases of the Vagina.—Diseases of the Uterus.—Diseases of the Fallopian
Tubes.—Diseases of the Ovaries.—Diseases of the Pelvis.—Sterility.

The reception accorded to this work has been most flattering. In the short
period which has elapsed since its issue it has been adopted and recommended
as a text-book by more than 60 of the Medical Schools and Universities of the
United States and Canada.

“ One of the best text-books for studentz and practitioners which haz been publishﬂ;l_ in
the English language ; it is condensed, clear, and comprehensive. The profound learning
and great clinical experience of the distinguished author find expression in this book in a
most attractive and instructive form. Young practitioners, to whom experienced consultants
may not be available, will find in this book invaluable counsel and help.””

Trap. A. Reamy, M. D., LL.D.,

Professor of Clinical Gynecology, Medical College of Ohkio; Mrafyﬂ' to the Good
Samaritan and &cﬁmﬁ%a tals.



Practical, Exhaustive, Authoritative.
SABNDERS
NEW AID SERIES OF MANUALS

FOR

Students and Practitioners.

MR. SAUNDERS is pleased to announce as in active preparation his NEW
AID SERIES OF MANUALS for Students and Practitioners. As
publisher of the STANDARD SERIES OF QUESTION COMPENDS, and through in-
timate relations with leading members of the medical profession, Mr. Saunders
has been enabled to study progressively the essential desiderata in practical
“ self-helps "’ for students and physicians.

This study has manifested that, while the published #“ Question Compends ™
earn the highest appreciation of students, whom they serve in reviewing their
studies preparatory to examination, there is special need of thoroughly reliable
handbooks on the leading branches of Medicine and Surgery, each subject
being compactly and authoritatively written, and exhaustive in detail, without
the introduction of cases and foreign subject-matter which so largely expand
ordinary text-books.

The Saunders Aid Series will not merely be condensations from
present literature, but will be ably written by well-known authors
and practitioners, most of them being teachers in representative
American Colleges. This new series, therefore, will form an admirable
collection of advanced lectures, which will be invaluable aids to students in
reading and in comprehending the contents of “recommended™ works,

Each Manual will further be distinguished by the beauty of the new type;
by the quality of the paper and printing ; by the copious use of illustrations ;
by the attractive binding in cloth.

| 8 §



SAUNDERS’” NEW AID SERIES OF MANUALS.

VOLUMES NOW READY.

PHYSIOLOGY. By JosepH HowarDp Ravymoxp, A. M., M. D., Professor
of Physiology and Hygiene and Lecturer on Gynecology in the Long
Island College Hospital, etc. Price, $1.25 net.

SURGERY, General and Operative. By JouN CHALMERS DACosTA,

M. D,, Demonstrator of Surgery, Jefferson Medical College, Philadelphia,
etc. Double number. Price, $2.50 net.

DOSE-BOOK AND MANUAL OF PRESCRIPTION-WRITING.
By E. Q. THorNTON, M. D., Demonstrator of Therapeutics, Jefferson
Medical College, Philadelphia, Price, $1.25 net.

MEDICAL JURISPRUDENCE. By Hesxry C. CHAPMAN, M. D., Pro-
fessor of Institutes of Medicine and Medical Jurisprudence in the Jeffer-
son Medical College of Philadelphia, etc Price, $1.25 net.

SURGICAL ASEPSIS. By CarrL Beck, M.D,, Surgeon to St. Mark’s
Hospital and to the German Poliklinik ; Instructor in Surgery, New York
Post-Graduate Medical School, etc. Price, $1.25 net.

VOLUMES IN PREPARATION FOR EARLY PUBLICATION.

OBSTETRICS. By W. A. NewMmaN Dorranp, M. D., Demonstrator of
Obstetrics, University of Pennsylvania; Chief of Gynecological Dispen-
sary, Pennsylvania Hospital; Member of Philadelphia Obstetrical Society,
etc.

MATERIA MEDICA AND THERAPEUTICS. By HEesry A
GRIFFIN, A.B., M. D., Assistant Physician to the Roosevelt Hospital,
Out-patient Department, New York City.

SYPHILIS AND THE VENEREAL DISEASES. By James
NEevins Hypg, M. D., Professor of Skin and Venereal Diseases in Rush
Medical College, Chicago. Double number.

NERVOUS DISEASES. By CHArLEs W. Burr, M. D., Clinical Pro-
fessor of Nervous Diseases, Medico-Chirurgical College, Philadelphia,
etc.

PRACTICE OF MEDICINE. By GeorGe RoE Lockwoop, M.D.,
Professor of Practice in the Woman’s Medical College and in the New
York Infirmary, etc. Double number.

NOSE AND THROAT. By D. Brapex Kvrg, M. D,, Chief Laryngol-
ogist to St. Agnes’ Hospital, Philadelphia; Instructor in Clinical Micros-
copy and Assistant Demonstrator of Pathology in the Jefferson Medical
College, etc.

*+* There will be published in the same series, at close intervals, carefully-pre-
pared works on the subjects of Anatomy, Gynecology, Pathology, Hygiene, etc..
by prominent specialists.
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Sauvunders’ New Aid Series of Manuals,

A MANUAL OF PHYSIOLOGY. By Josern H. Raymonp, A. M,
M.D., Professor of Physiology and Hygiene and Lecturer on Gynecology
in the Long Island College Hospital ; Director of Physiology in the Hoag-
land Laboratory; formerly Lecturer on Physiology and Hygiene in the
Brooklyn Normal School for Physical Education; Ex-Vice-President of
the American Public Health Association; Ex-Health Commissioner City
of Brooklyn, etc. Illustrated. Price, Cloth, $1.25 net. (Just ready.)

In this manual the author has endeavored to put into a concrete and avail-
able form the results of twenty years’ experience as a teacher of Physiology to
medical students, and has l}roduced a work for the student and practitioner,
representing in a concise form the existing state of Physiology and its methods
of investigation, based upon Comparative and Pathological Anatomy, Clinical
Medicine, Physics, and Chemistry, as well as upon experimental research.

A MANUAL OF SURGERY, General and Operative. By Jouw
CHALMERs DaCosta, M. D., Demonstrator of Surgery, Jefferson Medical
College, Philadelphia; Chief Assistant Surgeon, Jefferson Medical College
Hospital ; Surgical Registrar, Philadelphia Hospital, etc. One very hand-
some volume of over 700 pages, with a large number of illustrations.
(Double number.) Price, Cloth, $2.50 net,

A new manual of the Principles and Practice of Surgery, intended to meet
the demands of students and working practitioners for a medium-sized work
which will embody all the newer methods of procedure detailed in the larger
text-books. The work has been written in a concise, practical manner, and
especial attention has been given to the most recent methods of treatment.
Illustrations are freely used to elucidate the text.

A MANUAL OF OBSTETRICS. By W. A. NEwMAN DORLAND,
M. D., Demonstrator of Obstetrics, University of Pennsylvania; Chief of
Gynecological Dispensary, Pennsylvania Hospital; Member of Phila-
delphia Obstetrical Society, etc. Profusely illustrated. (Preparing.)

This work, which is thoroughly practical in its teachings, is intended, as its
title implies, to be a working text-book for the student and of value to the
practitioner as a convenient handbook of reference. Although concisely writ-
ten, nothing of importance is omitted that will give a clear and succinct know-
lidge of the subject as it stands to-day. Illustrations are freely used throughout
the text.
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NURSING: ITS PRINCIPLES AND PRACTICE. By IsaseL
Apams Hampron, Graduate of the New York Training School for
Nurses attached to Bellevue Hospital; Superintendent of Nurses and
Principal of the Training School for Nurses, Johns Hopkins Hospital,
Baltimore, Md.; late Superintendent of Nurses, Illinois Training School
for Nurses, Chicago, Ill. In one very handsome 12mo volume of 484
pages, profusely illustrated. Price, Cloth, $2.00 net,

This entirely new work on the important subject of nursing is at once com-
prehensive and systematic. It is written in a clear, accurate, and readable
style, suitable alike to the student and the lay reader. Such a work has long
been a desideratum with those intrusted with the management of hospitals and
the instruction of nurses in training schools. It is also of especial value to the

duated nurse who desires to acquire a practical working knowledge of the
care of the sick and the hygiene of the sick-room.

The author, who has had considerable experience as superintendent of
training schools for nurses and hospital management, brings to her task a mind
thoroughly equipped to make the subject attractive as well as scientific and
instructive.

Thoroughly attested and approved processes in practical nursing only have
been given, pra.mcularly in antiseptic surgery, and the minutest details regard-

the nurse’s technique have been explained.

Illustrations to elucidate the text have been used freely throughout the book,
and they will be found of material help in showing the forms of modern appli-
ances for the hospital ward and sick-room, the registration of temperature, daily
records, etc.

METHODS OF PREVENTING AND CORRECTING DEFORM-
ITIES OF THE BONES AND JOINTS: A Handbook of Prac-
tical Orthopedic Surgery. By H. Avcustus WiLson, M. D, Professor
of General and Orthopedic Surgery, Philadelphia Polyclinic; Clinical Pro-
fessor of Orthopedic Surgery, Jefferson Medical College, Philadelphia, etc,
(In preparation. )

The aim of the author is to provide a book of moderate size, containing
comprehensive details that will enable general practitioners to understand thor-
oughly the mechanical features of the many forms of congenital and acquired
deformities of the bones and joints,

The mechanical functions that are impaired will be considered first as to pre-
vention as of primary importance, and following this will be described the
methods of correction that have been proved practical by the author. Ope-
rative procedures will be considered from a mechanical as well as a surgical
standpoint. Prominence will be given to the mechanical requirements for
braces and artificial limbs, etc., with description of the methods for construct-
ing the simplest forms, whether made of plaster of Paris, felt, leather, paper,
steel, or other materials, together with the methods of readjustment to suit the
changcs occurring dunng the progress of the case. A very large number of
original illustrations will be used.
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A MANUAL OF PRACTICE OF MEDICINE. By A. A. STEVENS,
A. M., M. D., Instructor of Physical Diagnosis in the University of Penn-
sylvania, and Demonstrator of Pathology in the Woman's Medical College
of Philadelphia. Specially intended for students preparing for graduation
and hospital examinations, and includes the following sections: General
Diseases, Diseases of the Digestive Organs, Diseases of the Respiratory
System, Diseases of the Circulatory System, Diseases of the Nervous Sys-
tem, Diseases of the Blood, Diseases of the Kidneys, and Diseases of the
Skin. Each section is prefaced by a chapter on General Symptomatology.
Third edition. Post 8vo, 502 pages. Numerous illustrations and selected
formule. Price, $2.50.

Contributions to the science of medicine have poured in so rapidly during the
last quarter of a century that it is well-nigh impossible for the student, with the
Iimited time at his disposal, to master elaborate treatises or to cull from them
that knowledge which is absolutely essential. From an extended experience in
teaching, the author has been enabled, by classification, to group allied symp-
toms, and b{l the judicious elimination of theories and redundant explanations

to bring within a comparatively small compass a complete outline of the prac-
tice of medicine.

A SYLLABUS OF LECTURES ON THE PRACTICE OF SUR-
GERY, arranged in conformity with The American Text-Book of
Surgery. By NicHorLas SENN, M.D., PH. D, Professor of Surgery in
Rush Medical College, Chicago, and in the Chicago Polyclinic. Price,
$2.00.

This, the latest work of its eminent author, himself one of the contributors
to the “ American Text-Book of Surgery,” will prove of exceptional value to
the advanced student who has adopted that work as his text-book. It is not
only the syllabus of an unrivalled course of surgical practice, but it is also an
epitome or supplement to the larger work.

SYLLABUS OF OBSTETRICAL LECTURES in the Medical
Department, University of Pennsylvania. By RicHARD C. NorrIs,
A. M., M. D., Demonstrator of Obstetrics in the University of Pennsyl-
vania. Third edition, thoroughly revised and enlarged. Crown S8vo.
Price, Cloth, interleaved for notes, $2.00 net.

““This work is so far superior to others on the same subject that we take pleasure in call-
ing attention briefly to its excellent features. It covers the subject thoroughly, and will
prove invaluable both to the student and the practitioner. The author has introduced a
number of valuable hints which would only occur to one who was himself an experienced
teacher of obstetrics. The subject-matter is clear, forcible, and modern. We are especiall
pleased with the portion devoted to the practical duties of the accoucheur, care of the chilc{
etc. The phs on antiseptics are admirable; there is no doubtful tone in the direc.
tions given. o details are regarded as unimportant: no minor matters omitted. We ven-
ture to say that even the old practitioner will find useful hints in this direction which he can-
not a to despise.”" —New Vork Medical Record.
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CUTLINES OF OBSTETRICS: A Syllabus of Lectures Deliv-
ered at Long Island College Hospital. By CHARLES JEWETT, A. M.,
M. D., Professor of Obstetrics and Pediatrics in the College, and Obstetri-
cian to the Hospital. Edited by HaroLp F. JewgrT, M. D. Post 8vo,
264 pages. Price, $2.00.

This book treats only of the general facts and principles of obstetrics : these
are stated in concise terms and in a systematic and natural order of sequence,
theoretical discussion being as far as possible avoided; the subject is thus
presented in a form most easily grasped and remembered by the student.
Special attention has been devoted to practical questions of diagnosis and
treatment, and in general particular prominence is given to facts which the stu-
dent most needs to know. The condensed form of statement and the orderly
arrangement of topics adapt it to the wants of the busy practitioner as a means
of refreshing his knowledge of the subject and as a handy manual for daily
reference.

NOTES ON THE NEWER REMEDIES: their Therapeutic Ap-
plications and Modes of Administration. By Davip Cerna, M. D,,
PH.D., Demonstrator of and Lecturer on Experimental Therapeutics in
the University of Pennsylvania. Post-octavo, 253 pages. Price, $1.25.

The work takes up in alphabetical order all the newer remedies, giving their
physical properties, solubility, therapeutic applications, administration, and
chemical formula,

It thus forms a very valuable addition to the various works on therapeutics
now in existence.

Chemists are so multiplying compounds, that, if each compound is to be thor-
oughly studied, investigations must be carried far enough to determine the prac-
tical importance of the new agents.

- Eﬁfpecially valuable because of its completeness, its accuracy, its systematic consider-
ation of the prn9erties and therapy of many remedies of which doctors generally know but
little, expressed in a brief yet terse manner.” —Chicage Clinical Review.

“A timely and needful book . . . . which physicians who avail themselves of the use of
the newer remedies cannot afford to do without.” — The Sanifarian.

LABORATORY EXERCISES IN BOTANY. By Epson S. BasTiN,
M. A, Professor of Materia Medica and Botany in the Philadelphia Col-
lege of Pharmacy. Octavo volume of 540 pages, 87 full-page plates. Price,
Cloth, $2.50.

This work is intended for the beginner and the advanced student, and it fully
covers the structure of flowering plants, roots, ordinary stems, rhizomes, tubers,
bulbs, leaves, flowers, fruits, and seeds. Particular attention is given to the gross
and microscopical structure of plants, and to those used in medicine. Illustra-
tions have freely been used to elucidate the text, and a complete index to facil-
itate reference has been added.
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SAUNDERS' POCKET MEDICAL LEXICON ; or, Dictionary of
Terms and Words used in Medicine and Surgery. By Joux M,
KeaTing, M. D., editor of “ Cyclopadia of Diseases of Children,” etc.;
author of the “ New Pronouncing Dictionary of Medicine; and HENRY
HamivTon, author of * A New Translation of Virgil's AEneid into Eng-
lish Verse;"” co-author of a ¢ New Pronouncing Dictionary of Medicine.”
A new and revised edition. 32mo, 282 pages. Prices: Cloth, 75 cents;
Leather Tucks, $1.00.

This new and comprehensive work of reference is the outcome of a demand
for a more modern handbook of its class than those at present on the market,
which, dating as they do from 1855 to 1884, are of but trifling use to the student
by their not containing the hundreds of new words now used in current litera-
ture, especially those relating to Electricity and Bacteriology.

“ Remarkably accurate in terminology, accentuation, and definition."" —/fournal of Amer-
fcan Medical Associalion.

“* Brief, yet complete . . . . it contains the very latest nomenclature in even the newest
departments of medicine." —New Vork Medical Record.

SAUNDERS’ POCKET MEDICAL FORMULARY. By WILLIAM
M. PowkLL, M. D., Attending Physician to the Mercer House for Invalid
Women at Atlantic City. Containing 1750 Formule, selected from several
hundred of the best-known authorities. Forming a handsome and con-
venient pocket companion of nearly joo printed pages, with blank leaves
for Additions; with an Appendix containing Posological Table, Formula
and Doses for Hypodermatic Medication, Poisons and their Antidotes,
Diameters of the Pemale Pelvis and Feetal Head, Obstetrical Table, Diet
List for Various Diseases, Materials and Drugs used in Antiseptic Surgery,
Treatment of Asphyxia from Drowning, Surgical Remembrancer, Tables
of Incompatibles, Eruptive Fevers, Weights and Measures, etc. Third
edition, revised and greatly enlarged. Handsomely bound in morocco,
with side index, wallet, and flap. Price, $1.75 net.

A concise, clear, and correct record of the many hundreds of famous formula
which are found scattered through the works of the most eminent physicians
and surgeons of the world. The work is helpful to the student and practitioner
alike, as through it they become acquainted with numerous formulee which are
not found in text-books, but have been collected from among #ie rising genera-
tion of the profession, college professors, and hospital physicians and surgeons.

* This little book, that can be conveniently carried in the pocket, contains an immense
amount of material. It is very useful, and as the name of the author of each prescription is
given is unusually reliable.""—New Vork Medical Record.

‘“ Designed to be of immense help to the general practitioner in the exercise of his daily
calling.”’—Boston Medical and Surgical Fournal.






SAUNDERS’ QUESTION COMPENDS.

Arranged in Question and Answer Form.

THE LATEST, CHEAPEST, and BEST ILLUSTRATED
SERIES OF COMPENDS EVER ISSUED.

Now the Standard Authorities in Medical Literature

WITH

Students and Practitioners in every City of the United
States and Canada.

THE REASON WHY.

They are the advance guard of “ Student’s Helps ”—that Do HELP; they are
the leaders in their special line, well and authoritatively written by able men,
who, as teachers in the large colleges, know exactly what is wanted by a student
preparing for his examinations. The judgment exercised in the selection of
authors is fully demonstrated by their professional elevation. Chosen from the
ranks of Demonstrators, Quiz-masters, and Assistants, most of them have be-
come Professors and Lecturers in their respective colleges.

Each book is of convenient size (5x 7 inches), containing on an average 250
pages, profusely illustrated, and elegantly printed in clear, readable type, on
fine paper.

The entire series, numbering twenty-four subjects, has been kept thoroughly
revised and enlarged when necessary, many of them being in their fourth and
fifth editions.

TO SUM UP.

Although there are numerous other Quizzes, Manuals, Aids, etc. in the mar-
ket, none of them approach the * Blue Series of Question Compends;” and
the claim is made for the following points of excellence :

1. Professional distinction and reputation of authors,
2. Conciseness, clearness, and soundness of treatment,
3. Size of type and quality of paper and binding.

*+* Any of these Compends will be mailed on receipt of price.
21
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.

1. ESSENTIALS OF PHYSIOLOGY. By H. A. Harg, M. D., Pro-
fessor of Therapeutics and Materia Medica in the Jefferson Medical Col-
lege of Philadelphia; Physician to St. Agnes’ Hospital and to the Medical
Dispensary of the Children’s Hospital; Laureate of the Royal Academy
of Medicine in Belgium, of the Medical Society of London, etc. Third
edition, revised and enlarged by the addition of a series of handsome
plate illustrations taken from the celebrated * Icones Nervorum Capitis”
of Arnold. Crown 8vo, 230 pages, numerous illustrations. Price, Cloth,
$1.00 net; interleaved for notes, $1.25 net.

‘* An exceedingly useful little compend. The author has done his work thoroughly and

well. The plates of the cranial nerves from Arnold are superb.”’— Jowrmal of American
Medical Association.

2. ESSENTIALS OF SURGERY, containing also Venereal Diseases,
Surgical Landmarks, Minor and Operative Surgery, and a Complete De-
scription, together with full Illustrations, of the Handkerchief and Roller
Bandages. By EDWARD MARTIN, A. M., M.D., Clinical Professor of
Genito-Urinary Diseases, Instructor in Dpera.tive Surgery, and Lecturer on
Minor Surgery, University of Pennsylvania; Surgeon to the Howard Hos-
pital ; Assistant Surgeon to the University Hospital, etc. Fifth edition.
Crown 8vo, 334 pages, profusely illustrated. Considerably enlarged by
an Appendix containing full directions and prescriptions for the prepara-
tion of the various materials used in Antiseptic Surgery; also several
hundred recipes covering the medical treatment of surgical affections.
Price, Cloth, $1.00; interleaved for notes, $1.25.

““ Written to assist the student, it will be of undoubted value to the practitioner, contain-
ing as it does the essence of surgical work.” —Bosfon Medical and Surgical Journal.

“ Cleverly combines all the merits of condensation, while avoiding the errors of super-
ficiality and inaccuracy.” —University Medical Magazine.

3. ESSENTIALS OF ANATOMY, including the Anatomy of the
Viscera. By CHARrRLEs B. Nancrepg, M. D,, Professor of Surgery and
of Clinical Surgery in the University of Michigan, Ann Arbor; Cor-
responding Member of the Royal Academy of Medicine, Rome, Italy;
late Surgeon to the Jefferson Medical College, etc. Fifth edition. Crown
8vo, 380 pages, 180 illustrations. Enlarged by an Appendix containing
over sixty illustrations of the Osteology of the Human Body. The whole
based upon the last (eleventh) edition of Gray's Anafomy. Price, Cloth,
$1.00; interleaved for notes, $1.25.

“ Truly such a book as no student can afford to be without.”"—American Practitioner
and News.

"The uestions have been wisely selected and the answers accurately and concisely |
given." —University Medical Magaszine.
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4. ESSENTIALS OF MEDICAL CHEMISTRY, ORGANIC AND
INORGANIC, containing also Questions on Medical Physics, Chemical
Physiology, Analytical Processes, Urinalysis, and Toxicology.- By Law-
RENCE WoLFF, M D., Demonstrator of Chemistry, Jefferson Medical Col-
lege ; Visiting Physician to the German Hospital of Philadelphia; Member
of Philadelphia College of Pharmacy, etc. Fourth and revised edition,
with an Appendix. Crown 8vo, 212 pages. Price, Cloth, §1.00; inter-
leaved for notes, $1.25.

““ The scope of this work is certainly equal to that of the best course of lectures on Med-
ical Chemistry."' —Pharmaceutical Evra.

*“We could wish that more books like this would be written, in order that medical students
might thus early become interested in what is often a difficult and uninteresting branch of
medical study.”' —Medical and Surgical Reporter.

5. ESSENTIALS OF OBSTETRICS. By W. EASTERLY ASHTON,
M. D., Professor of Gynecology in the Medico-Chirurgical College of
Philadelphia; Obstetrician to the Philadelphia Hospital. Third edition,
thoroughly revised and enlarged. Crown 8vo, 244 pages, 75 illustrations,
Price, Cloth, $1.00; interleaved for notes, $1.25.

“ An excellent little volume containing correct and practical knowledge. An admirable
compend, and the best condensation we have seen.'"—Sonthern Practitioner.

¥

““OFf extreme value to students, and an excellent little book to freshen up the memory of
the practitioner.”’—Chicage Medical Times. :

6. ESSENTIALS OF PATHOLOGY AND MOREBID ANAT-
OMY. By C. E. ArmMaNnDp SeEmpPLE, B. A, M. B, Canuab. L.S. A,,
M. R. C. P. Lond., Physician to the Northeastern Hospital for Children,
Hackney; Professor of Vocal and Aural Physiology and Examiner in
Acoustics at Trinity College, London, etc. Crown 8vo, 174 pages, illus-
trated. Sixth thousand. Price, Cloth, $1.00; interleaved for notes, $1.25.

** A valuable little volume—truly a smultum in parvo.” —Cincinnati Medical News.

““The volume is very comprehensive, covering the entire field of pathology.’”—5¢. Joseph
Medical Herald. e 2o g

7. ESSENTIALS OF MATERIA MEDICA, THERAPEUTICS,
AND PRESCRIPTION-WRITING. By Hexry Morris, M. D,
late Demonstrator, Jefferson Medical College; Fellow of the College of
Physicians, Philadelphia; co-editor Biddle’s Materia Medica; Visiting
Physician to St. Joseph's Hospital, etc. Fourth edition. Crown 8vo, 250
pages. Price, Cloth, $1.00; interleaved for notes, $1.25.

““One of the best compends in this series. Concise, pithy, and clear, well suited to the
purpose for which it is prepared.” —Medical and Surgical Reporter.

* The subjects are treated in such a unique and attractive manner that they cannot fail to
impress the mind and instruct in a lasting manner."" — Buffalo Medical and Surgical Fournal.






CATALOGUE OF MEDICAL WORKS. 25

12. ESSENTIALS OF MINOR SURGERY, BANDAGING, AND
VENEREAL DISEASES. By Epwarp MarTIN, A.M., M.D,,
author of * Essentials of Surgery,” etc. Second edition. Crown 8vo,
thoroughly revised and enlarged, 78 illustrations. Price, Cloth, $1.00;
interleaved for notes, $1.25.

* Characterized by the same literary excellence that has distinguished previous numbers
of this series of compends."" —American FPractitioner and News.

“The best condensation of the subjects of which it treats yet placed before the pro-
fession."" — Medical News, Philadelphia,

“ A capital little book. The illustrations are remarkably clear and intelligible,”” —.dus-
tralian Medical Gasette.

“ We have nothing but praise for the subject-matter of this book." —Brista! Medico-Chi-
rurgzical fournal.

13. ESSENTIALS OF LEGAL MEDICINE, TOXICOLOGY,
AND HYGIENE. ByC. E. ARMAND SEMPLE, M. D,, author of * Es-
sentials of Pathology and Morbid Anatomy.” Crown 8vo, 212 pages,
130 illustrations. Price, Cloth, $1.00; interleaved for notes, $1.25.

* The leading points, the essentials of this too much neglected portion of medical science,
are here summed up systematically and clearly."" —Sonthern Practitioner.

** But for the author’s judicious condensation of facts, the information it contains would be
sufficient to fill an ordinary octavo volume.”’—College and Clinical Record.

14. ESSENTIALS OF REFRACTION AND DISEASES OF
THE EYE. By EpwarD Jackson, A.M., M.D., Professor of Dis-
eases of the Eye in the Philadelphia Polyclinic and College for Graduates
in Medicine ; Member of the American Ophthalmological Society; Fel-
low of the College of Physicians of Philadelphia ; Fellow of the American
Academy of Medicine, etc.; and ESSENTIALS OF DISEASES OF
THE NOSE AND THROAT. By E. BaLpwin GLEAsoN, S. B,
M. D., Clinical Professor of Otology, Medico-Chirurgical College, Phila-
delphia; Surgeon in charge of the Nose, Throat, and Ear Department of
the Northern Dispensary of Philadelphia; formerly Assistant in the Nose
and Throat Dispensary of the Hospital of the University of Pennsylvania,
and Assistant in the Nose and Throat Department of the Union Dispen-
sary, etc. Two volumes in one, Second edition. Crown 8vo, 294 pages,
124 illustrations. Price, Cloth, $1.00; interleaved for notes, $1.25.

““A valuable book to the beginner in these branches, to the student, to the busy prac-

titioner, and as an adjunct to more thorough reading. The authors are capable men, and as
successful teachers, know what a student most needs.” —New Vork Medical Record.

_ **Very valuable, since in both sections is given about all that a candidate for examination
is required to know." —Medical Times and Hospital Gazette.
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15. ESSENTIALS OF DISEASES OF CHILDREN. By WiLLiam
M. PoweLL, M. D., Attending Physician to the Mercer House for Invalid
Women at Atlantic City, N. ]J.; late Physician to the Clinic for the Dis-
eases of Children in the Hospital of the University of Pennsylvania and
St. Clement’s Hospital; Instructor in Physical Diagnosis in the Medical
Department of the University of Pennsylvania. Crown 8vo, 216 pages.
Price, Cloth, $1.00; interleaved for notes, $1.25.

““ This work is gotten up in the clear and attractive style that characterizes the Saunders
Series. It contains in appropriate form the gist of all the best works in the department to
which it relates." —American Practitioner and News.

** The book contains a series of important questions and answers, which the student will
find of great utility in the examination of children."" —Annals of Gynacology.

16. ESSENTIALS OF EXAMINATION OF URINE. By Law
RENCE WOLFF, M. D., author of * Essentials of Medical Chemistry,” etc.
Colored (Vogel) urine scale and numerous illustrations. Crown 8vo.
Price, Cloth, 75 cents.

““ A little work of decided value.” —University Medical Magazine.

“A good manual for students, well written, and answers, categorically, many questions
beginners are sure to ask.”"—New Vork Medical Record.

““ The questions have been well chosen, and the answers are clear and brief. The book
cannot fail to be useful to students.”" —Medical and Surgical Reporter.

17. ESSENTIALS OF DIAGNOSIS. By SorLomoN SoLis-COHEN,
M. D., Professor of Clinical Medicine and Applied Therapeutics in the
Philadelphia Polyclinic, and AuGustus A. EsHNER, M. D., Instructor in
Clinical Medicine, Jefferson Medical College, Philadelphia. Crown 8vo,
382 pages, 55 illustrations, some of which are colored, and a [rontispiece.
Price, $1.50 net.

““ A good book for the student, properly written from their standpoint, and confines itself
well to its text.” —New Vork Medical Record.

““Conclse in the treatment of the subject, terse in expression of fact. . . . The work is
reliable, and represents the accepted views of clinicians o to-day."" —Admerican Fournal of
Medical Sciences.

“*The subjects are explained in a few well-selected words, and the required ground has
been thoroughly gone over."—/International Medical Magazine.

18. ESSENTIALS OF PRACTICE OF PHARMACY. By Lucius
E. SAYRE, M. D., Professor of Pharmacy and Materia Medica in the Uni-
versity of Kansas, Second edition, revised and enlarged. Crown 8vo,
200 pages. Price, Cloth, $1.00; interleaved for notes, $1.25.

““Covers a great deal of ground in small compass. The matter is well digested and
?{rratllg}:d. The research questions are a valuable feature of the book.”’—Albany Medical
nnals.

““ The best quiz on Pharmacy we have yet examined.” —Nafional Drug Register.

“The veteran pharmacist can peruse it with pleasure, because it emphasizes his grasp
upon knowledge already gleaned.”—Western Drug Record.
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20. ESSENTIALS OF BACTERIOLOGY : A Concise and Syste-
matic Introduction to the Study of Micro-organisms. By M. V.
BaLi, M. D., Assistant in Microscopy, Niagara University, Buffalo, N. Y. ;
late Resident Physician, German Hospital, Philadelphia, etc. Second edi-
tion, revised. Crown 8vo, 200 pages, 81 illustrations, some in colors, and
5 plates, Price, Cloth, $1.00; interleaved for notes, $1.25.

** The amount of material condensed in this little book is so great, and so accurate are

Jr.]:re formula and methods, that it will be found useful as a laboratory handbook.”" —Medical
s,

“ Bacteriology is the keynote of future medicine, and every physician who expects success
must familiarize himself with a knowledge of germ-life—the agents of disease. This little
book, with its beautiful illustrations, will give the students, in brief, the results of years of
study and research unaided.” —Pacific Recprd of Medicine and Surgery.

*“Thoroughly practical, very concise, clear, well-written, and sufficiently illustrated. . . .
The best book of the kind in the English language."' —Medical and Swurgical Reporter.

21. ESSENTIALS OF NERVOUS DISEASES AND INSANITY,
their Symptoms and Treatment. By Joux C. SHaw, M. D, Clinical
Professor of Diseases of the Mind and Nervous System, Long Island Col-
lege Hospital Medical School ; Consulting Neurologist to St. Catherine’s
Hospital and to the Long Island College Hospital ; formerly Medical Super-
intendent King's County Insane Asylum. Second edition. Crown 8vo, 186
pages, 48 original illustrations, mostly selected from the Author's private
practice. Price, Cloth, $1.00; interleaved for notes, $1.25.

“ Clearly and intelligently written.""—Boston Medical and Surgical Fournal.

“* A valuable addition to this series of compends, and one that cannot fail t i
by all physicians and students."" —Medical Brief. s

““*Dr. Shaw's Primer is excellent. The engravings are well exscrutad and o :
ing.*" —Medical Times and Register. . uted and very interest

* Written with great clearness, devold of verhosity. it encompasses i i
amount of valuable information.""—Pacific Medical };El'emrd. b lrs s

22. ESSENTIALS OF PHYSICS. By Frep J. Brockwav, M.D.,
Assistant Demonstrator of Anatomy in the College of Physicians and Sur-
geons, New York. Second edition. Crown 8vo, 320 pages, 155 fine illus-
trations. Price, Cloth, $1.00 net; interleaved for notes, $1.2 5 net.

*“The publisher has again shown himself as fortunate in his editor as he ever has been in
the attractive style and make-up of his compends.” —American Practitioner and News.

““Contains all that one need know of the subject. i 1 wri i i i
trated.”" —New Vork Medical Record. el o B e £

““The author has dealt with the subject in a manner that will
; he s make the theme not onl
comparatively easy, but also of interest,” — Medical News, Philadelphia. !

GILE:?;;;?JE ?n;nil:ﬁ. investigation at the hands of students and physicians.”’—American
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THE CARE OF THE BABY. By ]. P. Crozer GrIFfiTH, M. D,,
Clinical Professor of Diseases of Children in the Hospital of the Univer-
sity of Pennsylvania; Professor of Clinical Medicine in the Philadelphia
Polyclinic; Physician to the Children’s, to St. Agues’, and to the Methodist
Hospitals, etc. (In active preparation.)

DIET LISTS AND SICK-ROOM DIETARY. Dy JEROME B. THOMAS,
M. D., Visiting Physician to the Home for Friendless Women and Children
and to the Newsboys’ Home; Assistant Visiting Physician to the Kings
County Hospital; Assistant Bacteriologist, Brooklyn Health Department.

One hundred and sixty detachable (perforated) diet lists for Albuminuria,
Anzmia and Debility, Constipation, Diabetes, Diarrhcea, Dyspepsia, Fevers,
Gout or Uric-Acid Diathesis, Obesity, and Tuberculosis. Also forty detachable
sheets of Sick-Room Dietary, containing full instructions for preparation of
easily-digested foods necessary for invalids. Each list is numébered only, the
disease for which it is to be used in no case being mentioned, an index key
being reserved for the physician's private use.

Issued in an exceedingly neat book form (6 x 8 inches), strongly bound in
cloth; price, $1.50.

*,% Specimen lists, etc. mailed on application to publisher.

PATHOLOGY AND SURGICAL TREATMENT OF TUMORS.
By N. SExn, M. D, Ph. D, LL. D., Professor of Practice of Surgery and
Clinical Surgery, Rush Medical College; Professor of Surgery, Chicago
Polyclinic; Attending Surgeon to Presbyterian Hospital ; Surgeon-in-Chief,
St. Joseph's Hospital, Chicago.

This work will epitomize the results of many years of personal observation
and successful experience of its author, whose professional eminence guarantees
the authoritative character of the subject-matter. The illustrations will be pro-
fuse and unusually fine, including photographic reproductions of the microscopic
appearances of a great variety of morbid conditions. (Preparing.)

MANUAL OF PATHOLOGY. By ALFRED STENGEL, M. D., Instructor
in Clinical Medicine, Medical Department University of Pennsylvania, etc.

( Preparing.)
MANUAL OF ANATOMY. By Irving S. Haywes, M. D., Adjunct

Professor of Anatomy and Demonstrator of Anatomy, Medical Department
of the University of the City of New York, etc. (Preparing.)

MANUAL OF DISEASES OF CHILDREN. By W.S, CHRISTOPHER,
M. D., Professor of Diseases of Children, Chicago Polyclinic, etc. (Pre-

paring.)



IMPORTANT ANNOUNCEMENT.
SAUNDERS

AMERICAN YEAR-BOOK OF MEDICINE and SURGERY.

Edited by GEORGE M. GOULD, A. M., M. D.
Assisted by Eminent American Physicians and Teachers.

NOTWITHSTANDING the rapid multiplication of medical and surgical works,
still these publications fail to meet fully the requirements of the general physician,
inasmuch as he feels the need of something more than mere text-books of well-
known principles of medical science. Mr. Saunders has long been impressed
with this fact, which is confirmed by the unanimity of expression from the pro-
fession at large, as indicated by advices from his large corps of canvassers.

This deficiency would best be met by current journalistic literature, but most
practitioners have scant access to this almost unlimited source of information,
and the busy practiser has but little time to search out in periodicals the many
interesting cases whose study would doubtless be of inestimable value in his
practice. Therefore, a work which places before the physician in convenient
form an epitomization of this literature by persons compelent to pronounce upon

The Value of a Discovery or of a Method of Treatment

cannot but command his highest appreciation. It is this critical and judicial
function that will be assumed by the Editorial staff of the * American Vear-
Book of Medicine and Surgery.”

It is the special purpose of the Editor, whose experience peculiarly qualifies
him for the preparation of this work, not only to review the contributions to
American journals, but also the methods and discoveries reported in the leading
medical journals of Europe, thus enlarging the survey and making the work
characteristically international. These reviews will not simply be a series of
undigested abstracts indiscriminately run together, nor will they be retrospective
of “news” one or two years old, but the treatment presented will be symthetic
and dogmatic, and will include only what is new. Moreover, through expert
condensation by experienced writers these discussions will be

COMPRISED IN A SINGLE VOLUME.

The work will be replete with original and selected illustrations skilfully
reproduced, for the most part, in Mr. Saunders’ own studios established for the
purpose, thus ensuring accuracy in delineation, affording efficient aids to a right
comprehension of the text, and adding to the attractiveness of the volume.

W. B. SAUNDERS, Publisher,
g25 Walnut Street, Philadelphia.
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