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PREFACE.

Ix offering this volume to the members of the medi-
cal profession, the author is merely responding to a call
long and repeatedly made by numerous friends through-
out the United States. He has accomplished the work
with many misgivings, under constant interruptions, and
amidst a most engrossing and laborious practice. If he
has failed in meeting their wants and expectations, he
will regret it, as he has labored hard to keep an accurate
and daily record of his observations, from which alone he
has drawn his materials. The book is a mere transeript
of his own clinical experience, recorded at the moment
of examination, and comprises the result of observations
continuously pursued since the year 1843. Out of the
abundant accumulation of matter, he has only selected
those facts which most clearly illustrate the points dis-
cussed ; and, as his own resources are ample, he will not
apologize for utilizing them in preference to compiling
from the records of other writers. This, he believes, is
what the profession of the United States demands.

The reader, in perusing this volume, will notice that,
while the text carefully indicates the particular points
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of diagnosis, the illustrative cases frequently reveal errors
committed by the anthor. He has purposely drawn from
his early experience, at a time when he was most liable
to err, in order to illustrate step by step the progressive
advancement of knowledge in the diagnosis of abdominal
tumors, and to show that the observer in this, as in other
forms of disease, must necessarily be educated by re-
peated observations before he can be qualified as an ex-
pert. He has written only for those who have not
traveled over so large a field as himself, and who, warned
by his mistakes, may thus be guarded against the quick-
sands which he encountered in his earlier professional
career. Mistakes teach most valuable lessons, and, when
discovered, are not likely to be repeated. Hence, in
medicine, they should be recorded for the benefit both of
science and of humanity. It is on this account that the
author has not shielded himself from his own eriticism,
and has been free in the acknowledgment of his own
faults in diagnosis. Having commenced the study of
this subject at a period when not only the literature of
the profession was greatly deficient, but when the whole
medical world denounced and opposed ovariotomy, he
had little else than the book of nature before him, and
the consciousness of right to sustain him. He greatly
needed just such written clinical instruction as is herein
presented to the profession. Had his pathway been illu-

minated by a similar beacon, he is satisfied that humanity
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would have been the gainer, and that his own record
would have been better. Matured as his judgment has
been by many years of experience and of observation, the
repetition of most of the errors is now impossible, while
a retrospective view satisfies him that he has left undone
many things that ought to have been done, and has done
many things that ought to have been left undone. Per-
haps he can make amends for these sins of omission and
commission in the past in no better way than by guard-
ing his professional brethren from simiiar errors by pre-
senting to them this volume on Diagnosis.

Ovariotomy having now fairly passed through its pro-
bationary career, and taken a position among the estab-
lished operations of surgery, a Treatise on the General and
Differential Diagnosis of Abdominal Twmors may not be
considered untimely. It properly should precede the
consideration of the surgical treatment of such tumors.
For this reason, and to meet the demands of the profes-
sion, the author issues it as volume first, intending to
follow it, as promptly as his engagements will permit,
with a second volume, comprising cases and their man-
agement.

While an occasional reference is made to pathology
and therapeutics in discussing differential diagnosis,
a chapter [XXIIL] is specially appropriated to the
pathology of the principal varieties of cysts of the

ovary. This portion of the work was assigned to
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J. Ewing Mears, M.D., of Philadelphia. For the last
three years he has assisted me in many of my operations,
and has examined a number of the tumors and their
contents. These pathological investigations are incor-
porated in this volume, and may be viewed as an
original contribution in accord with the spirit of the
work.

No member of the profession in Philadelphia has
labored more assiduously with the author than his own
son-in-law, Thomas M. Drysdale, M.D. For many
yvears the examination of the fluids of dropsy has been
intrusted to him, and several hundred specimens have
undergone careful investigation. Rarely has he failed
in identifying the fluid of an ovarian cyst, or in distin-
guishing it from every other kind of dropsical fluid. In
a few instances he has found a granular cell, resembling
the characteristic ovarian cell, in fluid not ovarian; but
in these cases the cells were very few in number, and
were not affected in the same manner by tests. In sev-
eral cases of great difficulty of diagnosis, the author was
enabled to arrive at a satisfactory result only by the ex-
amination of the Huid. Instances of this kind are noted
in the following pages. The diagnostic value of dropsi-
cal fluids is so great in the estimation of the author
that, in donbtful cases, he is a strong advocate for para-
centesis simply as a means of diagnosis. A chapter

[XXIV.] therefore, containing the results of Dr. Drys-
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dale’s investigations, is also embraced in this volume,
and will be hailed by the profession as a valuable and
original scientific paper. His observations comprise the
physical, chemical, and microscopical characteristics of
dropsical fluids, principally ovarian, and are entirely
practical in character.

For the purposes of better illustrating cases of abdom-
inal tumors, and explaining points in diagnosis, the
author has adopted both a side view, Figure 1, and a

front view, Figure 2, of the female form, drawn accu-

Fia. 1. Hig. 2.

rately in outline,—the usual anatomical divisions of the
abdomen being also represented.
I may remark in conclusion that this volume, in man-

useript, was submitted to Dr. John L. Atlee, Senr., of
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Lancaster, Pennsylvania, and to Dr. S. Fitch, of Port-
land, Maine, for their advice in regard to the propriety
of its publication. Encouraged by their favorable
opinion, I have ventured to present it to the medical
public.

Acknowledgments are due to both these gentlemen,
and to Doctors Drysdale and Mears, for valuable assist-
ance in revising the pages of the volume before putting
it to press, and especially to the last-named gentleman

for his assistance in correcting proof.

WASHINGTON L. ATLEE,

1408 Arch Street.
PHILADELPHIA, August, 1872.
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DIAGNOSIS

OoF

O A RTANTTIUMORS.

SEICTIOIN I.

CHAPTER L
GENERAL DIAGNOSIS OF OVARIAN TUMORS,

A parieNT seldom has any direct evidence of the existence
of an ovarian tumor until she ean feel it above the brim of
the pelvis, or until some enlargement of the abdomen has
oceurred ; and as she does not usually seek the opinion of a
surgeon before one or the other takes place, I shall confine
my remarks on diagnosis, to tumors after they have invaded
the cavity of the abdomen. This is especially appropriate,
as the subject will be discussed in reference to the ques-
tion of ovariotomy,—an operation unlikely to be performed
before the tumor has been elevated above the brim of the
pelvis,

Early period of the tumor.—When consulted soon after
the tumor has left the pelvis, the surgeon usually fiuds it
varying in size from a hen’s egg to that of a goose’s egg,
similar in shape, and occupying a position on one or the other
side of the mesial line. This tumor is best examined while
the patient is on her back, and if the walls of the abdomen
be thin, its outline may be seen. To the touch it is found to
be circumscribed, more or less elastic, generally movable,
seldom sensitive, and more or less prominent. The general
health’ as yet may not have become affected. The tumor,

3 (29)
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however, at this early stage, is not always movable and in
sensitive, as the following case will show :

Case L.—Simple ovarian cyst, adherent to iliac fossa,—easy of
diagnosis. Miss M. A, W., aged about thirty years, was
brought to the city by Dr. Hendry, of Gloucester, New Jer-
sey, December 4th, 1853. I examined her the same day. The
right iliac fossa, as represented in Fig. 3, was occupied by a

1

tumor four or five inches in diameter, smooth, elastic, semi-
fluctuating, sore to pressure, and perfectly immovable. The
walls of the abdomen could be moved over the surface of the
tumor and-lifted from it, there being no adhesions between
them. Some time previously the patient had suffered ex-
treme pain in the right inguinal region, and evidently had
passed through a serious attack of inflammation, which had
resulted in strong adhesions between the tumor and the iliae
fossa. Next day, in the presence of Drs. J. L. Atlee, Sr., of
Lanecaster, Hendry, Dorr, and Drysdale, I introduced a trocar,
and drew away about twelve ounces of orange-colored fluid,
which was coagulated by heat, and in other respects indicated
the existence of an ovarian eyst.
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Position of the tumor.—As the tumor increases in bulls,
and rises above the fundus of the uterus, it may take a more

central position, so that the patient herself—having yet felt
no inconvenience from its presence—may not know of its
existence until it has occupied the middle of the hypogastric
region, and then her attention is first attracted to it by her
size, Therefore, in tracing out the history of the progress
of a tumor, it will be found that many patients will describe
it as having made its appearance first in the central lower
portion of the abdomen; others, again, will assure you that
the enlargement of the abdomen was uniform, having over-
looked the earlier period of the tumor, and date its origin
from the time their attention was first called to it; for it
is not unusunal for patients to be so little troubled by the
gradual growth of the tumor, that the increase in size is first
noticed by their friends. In either case, it would be wrong
to infer that it was not an ovarian tumor because its origin
had not been discovered in the side. 8till, even after it has
attained a considerable size, it often retains a lateral position,
the linea alba being, by no means, the dividing line.

Mobility diminishes as size increases; fluctuation;
percussion sound.—As the tumor encroaches upon the ab-
dominal eavity, erowding the viscera, it becomes less and less
movable. It is still eircumseribed both to sight and touch,
elastic and prominent. If it bea unilocular cyst, there will be
distinet fluctuation, the wave not extending beyond the borders
of the tumor itself. If it be a multilocular ¢yst, with two or
more large cavities, the fluctuation will be more or less indis-
tinet, and masses or ridges, varying in size and consistence,
may be felt over the walls of the tumor. A multilocular cyst,
with numerous small cavities, will yield very imperfect fluctu-
ation, which requires great nicety of touch todiscover. Indeed,
fluctuation may be entirely absent. In either form of cyst,
percussion will produce the same flat or dull sound over the
circumseribed tumor, and a resonant sound around its borders.
Similar conditions may exist under other cirecumstances, even
in the absence of ovarian tumors, as will be shown under the
head of Differential Diagnosis. And even when ovarian
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tumors are present, many of the foregoing conditions may
not only be absent, but diametrically opposite, as shown by
the following case :

Casg IL. —Tumors of both ovaries, discovered by drawing off
ascitic fluid. Miss C. R., aged twenty-five years, was visited
by myself and brother in December, 1842, There was con-
siderable abdominal enlargement, but no evidence either to
sight or touch of a circumseribed tumor. Fluctuation was
not confined to the central and most prominent points of the
abdomen, but extended to the extreme periphery of the
parietes. In the supine position, percussion over the umbili-
cal region returned a resonant sound, while in both lumbar
regions the sound was dull. A trocar was introduced, twenty-
two pints of ascitic fluid were drawn off, and, after the eollapse
of the abdominal walls took place, two tumors—one belong-
ing to each ovary—were discovered, although their existence
was not previously suspected.

Freedom from constitutional symptoms.—Up to this
point of development of an ovarian tumor—when as yet it

has not reached a large size —the functions of life are usually
found in good condition, general constitutional symptoms are
absent, and the health of the patient is not at all or but
slightly impaired. This almost entire freedom from symp-
tomatic derangement possesses great diagnostic value in
simple cystic disease of the ovary. Where a different state
of things exists, at this early period, there are good reasons
for suspecting the presence of malignant disease, or the
existence of a more =olid pelvic tumor.

It is not unusnal, however, for a eyst of a simple character
to go on to its extreme development without interfering with
the general health, excepting so far as by its pressure it may
obstruct more or less the functions of adjoining viscera, caus-
ing impeded respiration, diminishing the renal secretion, and
producing dyspeptic symptoms. Whenever the enlargement
is great, with slight impairment of the general health, it may,
as a general rule, be safely inferred that the disease, if accom-
panied by fluctuation, is some form of cystic dropsy.
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But it is more commonly the case that an ovarian tumor,
in attaining such dimensions as to displace the neighboring
viscera and compress them into narrow limits, will, no matter
how simple and benign its character, impair the normal fune-
tions, producing, from physical causes alone, the most dis-
tressing symptoms. Those most prominent are: aggravated
indigestion ; flatulency; intestinal cramps; constipation or
diarrhcea; hemorrhoids; malposition and functional derange-
ment of the pelvie organs; disturbed and diminished action
of the kidneys; anasarca of one or both lower limbs, of the
pudendnm, and of the lower part of the abdomen,—particu-
larly if the pelvie portion of the tumor be solid or adherent;
dyspncea, so that frequently the upright position must be con-
stantly maintained; great emaciation; and finally, fatal ex-
haustion,

Emaciation, — The emaciation which accompanies ex-
treme development of ovarian tumors is most striking about
the face, neck, shoulders, and arms. When there is no
effusion into the areolar tissue in any part of the body, the
attenuation is universal, and the osseous angles may be seen
jutting out everywhere. In cases of an acute character,
accompanied by more or less inflammatory action, emacia-
tion 1s much more rapid, and has no relation to the size of
the tumor. The following case illustrates this fact:

Case IIL.—Pyogenic ovarian cyst, surrounded by a mass of
plastic lymph, producing rapid and extreme emaciation. July
2Tth, 1870, I operated on Mrs, W. IL. B., aged twenty years,
at Enon, Alabama. She was married at the age of eighteen,
and was delivered of a child nine months before I saw her.
Four weeks after parturition she was taken with severe pain
in the right inguinal region, accompanied by considerable
febrile excitement. Seven weeks afterwards an immovable
tumor appeared in the same place, and rapidly increased,
until she became as large as she had been at the full period
of utero-gestation. Her suffering had been intense and in-
cessant. She had been tapped four times,—the last time two
weeks before,—removing four quarts of purulent fluid each
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time. DBefore this acute attack, her weight was one hundred
and sixty pounds.

On examination, I found the abdomen, althongh not greatly
enlarged, to be extremely tense, elastic, and fluctuating. The
eyst was immovable, and was diagnosed to be adherent at
every point. Emaciation was extreme. It seemed as if all
the muscular and adipose tissue had been absorbed; and her
supposed weight did not exceed sixty pounds. The tongue
was very red, the pulse very small, slightly tense, and quick,
and one hundred and twenty to the minute,

Drs. G. Caldwell, N. P. Banks, C. H. Jernigan, G. W.
‘Crymes, all of Enon, and F. A. Sandford, of Columbus,
Georgia, assisted in the operation. On making a section of
the abdominal wall, its strueture was found to be entirely
altered by inflammatory action, and the line of demarkation
between it and the eyst consisted of a layer of coagulable
lymph, which sealed them intimately together. The eyst,
having been detached from the inner face of the abdominal
wall, was emptied by the trocar of several pints of pure pus.
It was now found to be adherent to everything it touched—
intestines, uterns, and bladder—by a thick layer of plastic
lymph. It was enucleated from this bed by shelling off’ the
layer of lymph, which entirely invested and shielded the
above-named viscera. After removing the tumor from its
bed, it was still attached to the uterus by a membranous
pedicle. On examination, this pedicle was found to be non-
vascular, and I tore it asunder, applying neither clamp nor
ligature to secure it.

After the removal of the tumor, the cavity of the abdomen
was examined, and the only thing seen was a small portion
of healthy intestine,—the wall of lymph shutting out from
view the uterus, bladder, the other ovary, and the large mass
of intestines,

On placing the patient in bed, on her back, the spinous
processes of the vertebre were rendered so prominent by the
extreme emaciation that rolls of cotton had to be placed on
each side to balance and protect her.

The above case not only demonstrates how rapidly a small
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tumor—fifteen pounds in weight—may emaciate a patient
and destroy her vital powers, but it is particularly valuable
in establishing the propriety of the operation of ovariotomy.
Two weeks before the operation, paracentesis was followed
by nearly fatal results, and the symptoms were so grave that
her physicians assured me that, in their opinion, she must
sink under another tapping. Indeed, death seemed to be
impending, and was daily expected. Ovariotomy was offered
only as a forlorn-hope, and happily was successtul.

Expression of countenance.—In cases of large ovarian
tumors the countenance is peculiarly expressive, anxious, and

careworn, the features being greatly attenunated,and the com-
plexion pale. This peculiar expression of the countenance,
although a prominent symptom, is not pathognomonic of ova-
rian tumor, as it may exist in other cases of extreme abdom-
inal enlargement depending on other causes.

Catamenia,—As bearing upon diagnosis, the catamenia
are of little value. In the majority of cases they continue
with more or less regularity. Even when both ovaries are
diseased, the menses may appear without apparent derange-
ment, and this may be accounted for on the supposition that
in the diseased mass there may still exist Graafian vesicles in
a normal condition. The removal of one ovary does not
necessarily prevent ovulation, nor impregnation, provided
the remaining ovary, though diseased, contains Graatian vesi-
cles in a healthy condition. And what is more remarkable,
as a physiological fact, the removal of both ovaries is some-
times followed by a regular red discharge, even for years,
and until it is arrested at the usual climacterie period. Per-
haps this may be the result of a habit, or habitual molimen,
just as a eunuch, whose testicles have not been removed
until puberty has been established, may have both erection
and the ejection of a fluid. In illustration of these curious
facts I need not apologize for the introduction of the fol-
lowing interesting and unique cases :

Case IV.— Both ovaries discased and removed ; menstruation
reqular both before and afier the operation.  April 17th, 1854, I
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operated on Mrs. J. C., of Baltimore, in the presence of Drs.
Monkur, Morris, Bull, all of Baltimore, and Drysdale, Cox,
Jackson,and Fleming, of Philadelphia, removing both ovaries.
She was thirty-five years old, had first menstruated at the age
of twelve years, was married at the age of eighteen, and had
gix children, the youngest being four years old. After the
birth of the last child, her abdomen remained large, and
continued to increase until the 17th of March, 1852, when
the enlargement suddenly disappeared, followed by great
soreness of the abdomen. No doubt the eyst had ruptured,
and produced peritonitis. Eight weeks after the swelling
began to return, and continued increasing, until she pre-
sented herself tome. She nursed all her children, and while
nursing she menstruated regularly, commencing at the expi-
ration of five months after parturition. She continued to be
very regular after the birth of her last child, and up to the
period of the operation. The last period occurred on the
20th of March preceding. After the operation, the same
evening, the menses appeared, and continued the usual num-
ber of days. For several years Mrs. C. wrote to me on every
anniversary of the day of the operation, always assuring me
that menstruation was perfectly regular. DBeing on a visit to
Baltimore in December, 1866, I saw her, and she informed me
that she had menstruated as regularly as ever up to May,
1864, when the menses ceased for one year, and again re-
turned in May, 1865, for the last time.

Case V.— Both ovaries diseased and removed ; menstruation
reqular before the operation ; regqular monthly molimen, with white
discharge, after the operation. April 25th, 1855, I removed both
ovaries from Miss K. V., of Baltimore, in the presence of Drs.
Hintze, Morris, Chatard, O'Donnell, Wilkins, Landis, and
Cockrill, of Baltimore, and Drysdale and Jackson, of Phil-
adelphia. She was nineteen years old; she first menstrnated
before her thirteenth year of age, and was regular afterwards.
The enlargement commenced eighteen months before. In
May, 1854, she was suddenly seized with the most agonizing
pain over the whole abdomen, as if something had been rent
asunder, and, in the course of one week, the enlargement
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had disappeared, excepting a little fullness in the left side. In
September following, the abdomen began to increase again,
and rapidly returned to its former size. She had been tapped
twice. Six months after the operation I saw the patient in
Baltimore, where she had just issued ber wedding cards.
She had no red menstruation since the operation, but she
experienced the usual sensations in her head and back at
regular monthly intervals, accompanied with white discharge
at those times. She married, made a visit to Europe, and
after her return I learned through her mother that the
monthly discharge continued, and that the sexual feelings
were normal.

Case VL. — Left ovary first removed ; seven years afier ithe
right ovary removed ; menstruation reqular both before and affer
each operation. October 16th, 1857, I extirpated the left ovary
of Mrs.J. C.,assisted by Drs. Drysdale, Fleming, and Cham-
berlain, of Philadelphia; Hoffman, of Reading; Wythes
and Brown, of Port Carbon; Yarrington, of Port Clinton,
and Berlachy and Halberstadt, of Pottsville. Shewas twenty-
seven years old, had been married four years, but had not
conceived. After slight irregularity in menstruation she had
first noticed the tumor in May, 1857. The left ovary was
removed. The righ& ovary was examined and pronounced
healthy. July 8th, 1861, Mrs. C. called to see me, having an
ovarian tumor in the right side, which had existed for about
six weeks, and was rapidly enlarging. Menstruation was
regular. October 16th, 1864, she called again, and reported
herself perfectly regular ever since. November 11th, 1864,
I removed the right ovary in the presence of Drs. Smith,
Leonard, De Young, Richardson, Ziegenfuss, and Thompson.
The lett side of the uterus was examined at the time, and
found to be perfectly truncated, being shorn of every kind
of appendage. Dr. A. C. Smith, of Mauch Chunk, under date
of December 8th, 1870, wrote as follows:

“Dear Sir,—I called upon Mrs. C. to-day, according to
your request of the 4th. She informed me that from the
time of the first operation up to the second she menstruated
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regularly. Since the last operation she has been regular,
and is to-day. [fn fact, she is at this time menstruating. "W hen
I say regular, I mean, of course, that in its fullest sense. She
is regular as to time, quantily, and qualify, ete., and free from
any abnormal symptoms.”

Case VII.—Both ovaries removed,—one in 1846, by Dr. Charles
Clay, of Manchester, England ; the other by myself, in 1861; men-
struation always regular. October 26th, 1861, I removed the
right and only ovary from Mrs. T. R., in the presence of Drs.
Drysdale, Burpee, P’ackard, Goodell, Cheeseman, Buck, and
MeMurray. She was forty years old, first menstruated at the
age of fourteen, and had been perfectly regular up to the above
date. Defore her marriage, October 5th, 1846, Dr. Clay ex-
tirpated one of the ovaries, weighing forty-eight pounds. She
afterwards emigrated to this country, and married in 1847,
and upon the birth of her fourth child, in July, 1857, the
other ovary was found to be enlarged. In December follow-
ing she was tapped, and again in December, 1858. Aungust,
1859, she conceived, and in October, 1859, she was tapped
the third time; in January, 1860, again, and the fifth time
in March following. On the 3d of April, 1860, a child was
born at full period, breech presentation. April 10th she was
tapped again, and up to August, 1861, she was tapped eleven
times. The first operation by Dr. Clay, according to his
account, was unusually formidable and hazardous, and the
second, performed by myself, was equally trying and un-
promising.

During the whole of the above period, notwithstanding one
ovary had been extirpated, and the other ovary was exten-
sively diseased, menstruation not only returned regularly, but
coneeption took place, gestation was matured in spite of re-
peated tappings, and a living, healthy child born! And yet
more, menstruation continned to recur regularly afterwards,
as she writes from Wisconsin, October 24th, 1863,  Courses
all right every month I’ ;

In reference to this remarkable case, Dr. Clay, in the fifth
volume of the “Transactions of the Obstetrical Society of
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London,™ says: “In 1861, sixteen years after the first opera-
tion, the opposite ovary became diseased, and increased to
a very large size. She now prepared to return to England,
to place herself under my care. In the mean time I wrote,
and requested her to consult Mr. Atlee, the principal ova-
riotomist of America, which she did, and was operated on
for the second time, and, to my astonishment, recovered. A
short time ago, this patient was reported to me as quite
restored to health, and eapable of attending to the duties of
her household. A case like this, in my opinion, speaks
volumes in favor of the operation.”

Cuasg VIIL—One ovary removed ; the other becomes discased ;
menstruation always reqular, and conception takes place. June
28th, 1867, I removed the right ovary from Mrs. T. C., aged
twenty-nine years. She first menstruated at the age of four-
teen years, was married at the age of twenty-two years, and
had three children, the youngest nine months old, and weaned
two weeks before the operation. When about six or seven
months pregnant with the last child, she noticed the tumor,
which increased rapidly up to the time of parturition and
afterward. Five weeks before the operation, fifty-five pints
of fluid were removed by tapping. Menstruation was regular
after the operation. October 31st, 1868, a healthy child, the
fourth one, was born at tull period. When half gone with
this child, she noticed a tumor in the left side, which rapidly
increased. She nursed her ehild for two years; the menses
returned in eighteen months after parturition, and continued
to be regular until December 6th, 1870, when they were sus-
pended, and she considered herself pregnant. On examina-
tion, I found that her impression was correct, and that an
ovarian tumor was poised on a centrally located pregnant
uterus. April 5th, 1871, I tapped her of eleven pints of fluid,
which relaxed the abdominal walls so much that I could easily
trace out the impregnated uterns, August 29th, 1871, she was
delivered of a son. (See the same case, No. CXXXVI)

As bearing on the theory of menstruation, these cases have
great physiological importance. They cannot properly be
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classed with thpse cases of * uterine pistaxis” or ¢ metros-
taxis” (of Mr. T. Spencer Wells) which occur so frequently
a few hours or days after an operation.

Position of the tumor in relation to the viscera.—In
considering these general conditions, an important point in
reference to diagnosis is the relative position of the tumor
to the abdominal viscera. After the tumor has risen from
the pelvis it usnally tales a position in front of the intestines,
and, as it becomes more and more developed, erowds them
backward, upward, and to the sides. This may be con-
sidered the case always when their growth is unaccompanied
by inflammatory action. In exceptional cases, however, the
intestinal canal may be found traversing the front of an
ovarian cyst, or dipping down between the lobes of a mnl-
tilocular tumor. In such cases the inference is fair that
it occupies this position in consequence of inflammatory
deposits having fastened it to the tumor.

Percussion and palpation. — Percussion and palpation
become very important aids in detecting the existence
and location of ovarian and other abdominal tumors. A
patient should be examined with the abdomen uncovered,
and first in the sitting posture. The whole surface of the
abdomen should then be explored by palpation, varying the
pressure. DBy this means we are able, through the sense of
touch alone, to detect the presence of peritoneal fiuid be-
tween the surface of the tumor and the walls of the abdomen;
to decide upon the density of a tumor; to detect the existence
of smaller bodies in the walls of a large eyst, and frequently
to trace the outlines of several eysts, by the sulei which
divide a polyeystic mass. During this examination, the eye
of the surgeon should follow all the motions of the hand,—
the general contour of the abdomen, as well as the form of
the several parts, being worthy of the closest observation.
Different inferences would be drawn according to the impres-
sion imparted to the hand, and the shape of the abdomen.
The patient being still in a sitting posture, percussion should
next be made by placing the palmar surface of the finger of
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one hand upon the abdomen and striking it with the ends of
the fingers of the other hand, and noticing closely the sounds
elicited. It is well known that when percussion is made
over any part containing air, there will be a reverberation
of sound, which is denominated resonance, while over a liquid
or a solid a flaf or dull sound will be returned. Therefore,
an ovarian or other solid tumor, located anterior to the
viscera, must give off a dull percussion sound over the an-
terior part of the abdomen, and indeed over the whole space
occupied by it; whereas the intestines, which always con-
tain more or less air, must return a resonant percussion
sound, and are usually thus traced, occupying the lumbar,
bypochondriae, and epigastric regions, being crowded beyond
the borders of the tumor. A patient, therefore, having an
ovarian tumor filling the abdominal cavity and crowding
closely upon the viscera, will, almost universally, be free
from a resonant percussion sound over every part of the
abdomen execept in the regions above stated, and not unfre-
quently this sound is absent in ome or more of these
localities.

Fluctuation,—There is another form of percussion, hav-
ing no regard to sound, but equally important, made by
placing the palm of one hand upon different parts of the
abdomen, and striking other points with the fingers of the
other, that must next be employed. When a body of fluid
at rest, and confined within eertain limits, is acted upon by a
sudden force, a wave is transmitted throughout all the par-
ticles, and the impulse can be felt at every point. Therefore,
in percussing an ovarian cyst on one side of the abdomen, a
wave 18 set in motion, which ean be felt striking against the
hand applied to the other side. This is called fuctuation.
Now, this fluctuation, as a general rule, can be recognized
only in the circnmseribed tumor, and does not extend to the
regions beyond. If varies in degree, according to the con-
sistency of the fluid, the density of the walls of the cyst, the
thickness of the walls of the abdomen, and the simple or
multiple character of the tumor. If the fluid be thin, and
the cyst unilocular, the sense of fluetuation will be much
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more evident than if the fluid be viscid, or the eyst be mul-
tilocular, or its walls be covered with semi-solid growths.
The entire absence of fluctuation indicates a solid, semi-
solid, or highly polyeystic tumor.

Form of abdomen.—In connection with these methods of
diagnosis, we must not negleet to notice the exact form of
the abdomen. It may be perfectly uniform in shape, but
generally there is more or less departure from its usual sym-
metry. When, in ovarian tumors, the form of the abdomen
is symmetrical, it may be inferred that the cyst is unilocular,
although even a monocyst may vary in the thickness of its
walls in different parts, and the least resisting portions may
expand to a greater degree than the more dense parts, and thus
cause inequality in the shape of the abdomen. A bilocular
tumoris sometimes as uniform in shape as a monocyst, but its
fluctuation is modified by the intervention of the septum. In

Fic. 4.

maultilocular tumors, and those containing solid deposits in
their walls, elevations and depressions, varying in size, shape,
and congistence, may be noticed over the whole extent of the
abdomen, or over sections of it, and not unfrequently, in
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guch a case, the longest diameter of the tumor will extend
diagonally from the hypochondrium of one side to the inguinal
region of the other, and the shortest diameter at right angles
throngh the opposite regions, as in Fig. 4. In tumors of ex-
traordinary size the xiphoid cartilage will be pushed out to
form an angle of 45°, or even 90°, the cartilages of the ribs
forced apart and elevated, the diaphragm and thoracic vis-
cera crowded upward, the lumbar regions protruded beyond
the level of the vertebrse, and the lower portion of the ab-
domen will hang down so as to rest against the thighs, or,in
a sitting posture, drop between them. The umbilicus may
protrude, as in hernia, or be nearly obliterated, the veins en-
larged and filled with dark blood, and sometimes a pulsatile
vibration will be noticed throughout the mass. A tape
measure extended from the sternum to the pubes, along the
linea alba, will be from one to four inches shorter than one
between the two superior spinous processes of the ilium over
the front of the abdomen. (See Fig. 5.)

= 4
Fig. 5.

Position of patient during examination,—In making
these investigations by percussion, palpation, and the eye, the
patient has been considered to be in an upright or sitting
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posture, and it is of the highest importance, particularly in
regard to differential diagnosis, to keep clearly in mind all
the evidence thus procured, in order that it may be compared
with that to be next obtained by changing the position of the
patient.

The patient now having taken the supine position, must
be subjected to precisely the same processes. The evidence
gained by examination in the recumbent posture is generally
much more satisfactory than that obtained in any other posi-
tion, because the walls of the abdomen are less tensely drawn
over the surface of the tumor. This applies more particu-
larly to palpation, and, in many caseg, to fluctuation, and also
to sight.

The same kind of examination should next be pursued
while the patient iz on her right, and afterwards on her
left side ; and having thus carefully gone over the whole
ground, the results should be collated and compared. If it be
found that in every position of the body—whether standing
or sitting, lying on the back, or on one side or the other—the
same region remains dull, that the points of resonance never
vary, that, in fact, the percussion sound is constantly the same
in the same place, that the sense of fluctuation is stationary,
and that the form does not materially alter, the existence of
an ovarian tumor may be reasonably inferred.

Which ovary diseased,—In order to distinguish whether
the right or left ovary is dizeased, the percussion sound is
directed to be taken on each side of the lumbar vertebrz.
In doing this, if one side be found resonant and the other dull,
it is inferred that the enlarged ovary corresponds with the
dull side. DBut this test is not reliable, as it often happens that
both lnmbar regions are resonant, in consequence of the as-
cending and descending colon being in place and containing
flatus. The ovary also, by being tilted over, sometimes in-
vades the side opposite to'that from which it originated, and
in this way may mislead the observer. If, however, the history
of the case shows that in the early development of the tumor
it had appeared in one or the other groin, or that severe pain,
in either side, had accompanied its origin, or that one limb
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had swelled and the other had not, the indications are much
more valuable,—the side on which the early difliculty existed
will determine which ovary is affected. A recent case will
illustrate these facts:

JasE IX.—The plysical sums and carly listory confradicting
each other. March 27th, 1871, I extirpated the right ovary trom
Mrs. A. I. G., aged sixty-one years, in the presence of Drs.
Mears, Burpee, Keen, Drysdale, W. Lemuel Atlee, IHoftman,
Entanuel, Caufflman, and Houston. About three years before
she had an attack of severe pain in the right groin and hip. One
year after her friends noticed an enlargement, of which she
was not aware. It extended uniformly over the whole lower
portion of the abdomen. Afterwards she had returns of pain
in the right ingninal region. At the above date she was as
large as a woman at the full period of utero-gestation. The
tuimor was most developed lowards the left side.  The percussion
sound was dull over the left lumbar region and elsewhere,
except in the epigastric, right hypochondriac, and right lumbar
regions, where it was resonant.

In stating my diagnosis in the above case to the gentlemen
assembled, I called their attention particularly to this contra-
diction between the history of the tumor and the sounds
elicited by percussion. It happily illustrated the opinion
expressed in the text,—that the early symptoms, when well
marked, are most reliable in deciding this question. Should
the history and percussion sound correspond, the testimony
would, of course, be strongest.

The decision, however, of this question may be regarded
as a refinement in diagnosis of no practical value in respect
to ovariotomy, as the operation must be decided upon with-
out reference to the point as to whether the right or the left
ovary is to be extirpated.

Position of the uterus.—While the patient is still in bed,
a vaginal, and sometimes a rectal, examination should be
made. The position of the uterus varies very much in dif-
ferent cases, and at different periods in the same case. It

may occupy a position in the axis and centre of the pelvis,
4
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and may be as pliable and movable as in perfect health,—the
enlarged ovary having escaped from the pelvis into the
abdominal cavity; or the ovary itself, while undergoing
enlargement, may invade the cavity of the pelvis, and so
occupy it as to crowd the uterus out of and above it, so that
the os uteri may be nearly or quite beyond the reach of the
finger. Again, the uterus may be drageed up, or tilted up out

* of the pelvie cavity by the tumor; or, through these influ-
ences, it may be found on either side, or displaced forward
or backward within the pelvis. It may also be crowded
downward against the perineum, or entirely extrnded through
the vulvar orifice. So that there is no general rule as regards
the position of the uterus in ovarian tumors,

Prolapsus of the bladder or vagina,—Prolapsus of the
bladder or of the vagina is occasionally found complicating
these growths, The former may be identified by means of
the sound or catheter. The latter may be distingnished from
hernial protrusions by the absence of the resonant percussion
gsound, and by being translucent. _

Frequently the lower portion of the tumor, though not
oceupying the pelvis, can be reached by the Index-finger
through the vaginal vault, or it may be felt through the vagi-
nal or rectal walls dipping into the eavity, and fiuctuation at
these points may sometimes be discovered on percussing the
parietes of the abdomen.

These examinations, made for the purpose of determining
the position of the uterus and bladder, are rarely accom-
panied by pain, and the os, cervix, and body of the uterus,
when within reach, are generally recognized as being in a
healthy condition.

The uterine sound.—In the large majority of cases the
uterine sound will enter the normal distance of two inches
and a half into the cavity of the uterus. It will seldom be
less, and occasionally it will pass from one-fourth of an inch
to two or three inches farther, The uterus, when alone in the
pelvis, ean usually be played about by the sound, being very
little or not at all restrained by its connection with the tumor.
When the sound is in the uterus, and is held by the surgeon,
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and the tumor is moved about by an assistant, the former,
when the pelvis is free, is very little or not at all influenced
by such motion. The isolation and mobility of the uterus
are very important points with regard to the question of an
operation. When the uterus is displaced by the tumor, either
elevated above the brim of the pelvis, or jammed within its
cavity, its mobility is more or less impaired, and the sound
will equally indicate its fixedness and length, which are also
important in calculating the results of an operation.

Tapping.—One of the most important means of diagnosis in
ovarian tumors 1s tapping. It generally affords us undoubted
information of the presence or absence of ovarian disease, aids
us in detecting adhesions, and in deciding upon the true
character of the tumor. As a means of diagnosis, however,
tapping should not be performed in the early period of the
disease, unless it be done in reference to the propriety of ova-
riotomys yet it would not be improper to tap at any period,
with a view of relieving urgent symptoms not amenable to
ordinary medication. On the other hand, ovariotomy ought
never to be attempted by the inexperienced surgeon, shounld
he not be able to avail himself of enlightened counsel, without
previonsly resorting to tapping as a means of diagnosis. Sev-
eral cases of ovariotomy have been attempted where ¢ no
fumor” was found. Iad these proceedings been premised by
tapping, these patients might have been saved a hazardous
operation, ‘their surgeons extreme mortification, and the
charge of * difficulty of diagnosis,”—as an argument against
ovariotomy,—to this extent at least, could not have been
maintained. The only two operations in this city where “no
tumor” was found, were performed by two very respectable
surgeons,—one of them quite distingnished,—and in neither
case, as I have been informed, did they avail themselves, in
their very limited experience in the treatment of ovarian
diseases, of this indispensable means of diagnosis.

A large trocar for tapping.—Ior tapping an ovarian eyst
a very large trocar should be employed. Even with the
largest-sized canula it is sometimes difficult, at other times
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impossible, to draw away the fluid, in consequence of its
viscid character. A lancet should never be employed for
this purpose; for, however safe it may be in ascites, it may
prove a highly dangerous instrument in eystic dropsy. Should
no adhesions exist between the wall of the cyst and that of
the abdomen at the point perforated by the lancet, the open-
ings through both, although in line at first, would, as the cyst
was emptied, more and more lose their correspondence, and
finally the contents of the cyst would escape into the cavity of
the peritoneum and kindle up fatal inflammation. This mode
of tapping in cystic dropsy is, therefore, highly improper and
censurable, and no doubt has been one of the causes of death
in this otherwise safe operation.

Position of the patient in tapping.—In paracentesis ab-
dominis the position of the patient during the operation iz of
much more importance than is generally supposed. In this
country the almost universal plan has been to place the pa-
tient in a sitting posture. And this has been the case, accord-
ing to accounts, in other countries. More recently, however,
English surgeons have called the attention of the profes-
sion to the advantage of tapping while the patient occupies
a recumbent. position. My experience in this operation
is unusually large, extending over a period of forty %ears,
during which time I have invariably discarded the sitting
posture, and placed the patient lengthwise in bed, on her
back, with the head and shoulders somewhat elevated. In
this way the most feeble patient may be tapped without any
loss of strength. Indeed,if the pulse be compared after, with
the pulse before the operation, it will almost invariably be
found to have improved in volume and force. It is easy to
understand how fatal results may follow tapping In an up-
right position in a weak person. The fluid having been
withdrawn from the abdomen, the support to the diaphragm,
thoracic and abdominal viscera, and to the splanchnic eircu-
lation is suddenly diminished. The viscera, which have been
crowded into and towards the chest, gravitate, with the blood,
towards the emptied abdomen, the brain is robbed of its eir-
culation, and fatal syncope may occur; or the vascular con-
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gestion thus induced may be followed by fatal peritonitis.
Tmproper position in tapping, therefore, may be another
cause of death; and this, together with the employment of
the lancet in cystie dropsy, and the delay of the operation
until the vital force is spent, may have originated the opinion
that ““of first tappings, one-half have been speedily followed by the
death of the subject !”—the most absurd, most unfounded, and
most startling of all surgical opinions,—making simple tap-
ping much more fatal than ovariotomy itself!

Point selected for tapping.—The rule in tapping is to
select the linea alba for the introduction of the trocar, at a
point from two to four inches below the umbilicus. In as-
eites and ordinary unilocular eysts this rule will apply. DBut
in ovarian ecysts with solid deposits along the mesial line,
and in tumors composed of several cavities, such a rule can-
not govern the surgeon. The linea alba should not be selected
when the sense of fluctuation is absent under it, and the
front of the abdomen is occupied by solid tissue. When
such is the case, the trocar may be introduced at any point
where fluctuation is most distinet, avoiding the ordinary site
of the epigastric arteries. In an abdomen greatly distended,
the veins are also usually enlarged and numerous, and the
wounding of them should be carefully avoided. Should any
vessel, however, be divided by the trocar, it can easily be
gecured by acupressure.

In performing paracentesis through the linea alba, a rare
complication may be met with, particularly in connection with
an ovarian tumor, that may render it more or less hazard-
ous, even in this locality. A tumor may have formed ad-
hesions to the bladder, and in developing itself may have
dragged the bladder upward with it a considerable distance
towards the umbilicus. Thus the bladder may be placed
directly in the track of the trocar and be transfixed. The
gsame thing may complicate ovariotomy. Ience the necessity
of having the bladder emptied immediately before either
operation. The examination of the bladder with the sound
would render such an accident impossible.

Another and much rarer complication is a sac-like or per=
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vious wrachus communicating with the bladder, or a fubular
prolongation of the bladder itself. This must be viewed as a
malformation, and an accident so remote as never to be
looked for; yet it occurred in my own hands in a recent case
of ovariotomy, where the knife opened a urinons sac high
up in the linea alba, and which communicated with the
bladder. The case is so unique that I will here place it on
record :

Case X.—A wrinary powch in the linea alba divided by the
knife in remorving a non-adherent twmor. Mareh 8th, 1871, I re-
moved the right ovary from Miss A. H., of Altoona, aged
eighteen years, in the presence of Drs. Gemmill, senior and
junior, Fay, King, Benham, Parry, Calderwood, and Clarke.
After the patient had emptied the bladder, an incision three
inches long was made in the linea alba, midway between the
umbilicus and pubes. The abdominal wall was peculiarly
formed. It was very thick, vascular, and remarkably mus-
cular,—the muscular fibres interlacing with each otherin an
extraordinary manner. There was unusual difficulty in reach-
ing the cavity of the abdomen. JBefore penetrating the peri-
toneum, and immediately on dividing the muscular wall, a
small ¢yst was opened by the knife, and about one ounce of
vellowish liquid, resembling ordinary ascitic fluid, eseaped.
After opening this sac, there still remained considerable ab-
normal fissue to get through before reaching and dividing
the peritoneum and exposing the white, shining coat of the
tumor. Not a single adhesion existed. The bladder occu-
pied its normal position. The catheter was used twice a day
for the first few days after the operation. Dr. Fay kept
me advised of the progress of the case. March 14th, he
wrote, ¢ Changed the dressings at half-past three this after-
noon ; was surprised to find the cloths and compresses pretty
well saturated with a thin, serous fluid, exuding from the
spaces between the sutures.” March 17th, he wrote, “ No
pus, but a thin, serous discharge from the upper part of the
wound, which looks like the secretion from the peritoneum.”
March 21st, he again wrote, ¢ The thin, serous discharge,
which I wrote you about, is much more copious, sometimes
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completely saturating her clothes, and smells very much like

urine.”” Again, April 3d, his letter says, “ The serous dis-

charge is still quite profuse, and comes out about one inch

below the upper edge of the wound. The discharge is very

thin, and clear as water, and entirely devoid of smell. She

passes at least one quart of urine every twenty-four hours. T

am satisfied it is in no way connected with the bladder.”

April Tth, Dr. Fay called to see me, and then said that they

had tested the matter to their full satisfaction: that the open-

ing giving exit to the serous discharge was undoubtedly

connected with the bladder, as they had collected some of
the supposed serous fluid and compared it with the contents of
the bladder, and found them to be identical. BSince the last

report the patient had been instructed to empty her bladder

frequently and not allow an accumulation of urine; and after
having carried out these instructions not a drop escaped by

the wound, and the opening had completely closed.

In the above deseription of this very interesting case, it
will be seen that the bladder itself was not elevated by the
non-adherent tumor; that it was not in that loecality by an
original malformation or malposition ; that the catheter was
used by the mother twice a day, and, while thus used, pre-
vented the occurrence of the “serous discharge;” and tur-
ther, that after the patient prevented the aceumulation of
urine in the bladder, the discharge ceased, and the wound
healed. The only conclusion possible, considering the extra-
peritoneal and elevated locality of this urinous eyst, is that
it was a purse in a dilated urachus, which, although closed
at the umbilicus, had from birth maintained a communica-
tion with the bladder. For such rare freaks of nature no
surgeon can be held responsible, nor can he guard against
them.

How to use the trocar.—As paracentesis is a frequent
means of diagnosis, a word on the use of the trocar will not
be ont of place. Tapping is often performed by thrust-
ing the trocar direetly through the skin and walls of the
abdomen. In consequence of the great resistance offered by
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the skin, it requires an excessive amount of force to pene-
trate the abdominal eavity by such an instrument. A less
force is required when the canula is arranged so as to fall in
behind a shoulder on the stylet than when it is differently
constructed. TIn either form of the instrument, however, an
unnecessary degree of pain is inflicted. By means of a sharp
bistoury the cutis vera should first be divided to a small ex-
tent, through which incision the trocar will be found to enter
with comparatively little force and pain, while the incised
wound, dressed with a strip of adhesive plaster, will heal up
kindly and quickly afterwards.

While, as stated before, the trocar should not be intro-
duced at points in the abdomen where fluctnation is not evi-
dent, g0 the surgeon should be equally cautious to avoid
tapping where fluctuation is entirely absent. This may seem
an idle ecaution, but *““dry tapping’”’ happens sometimes in
clever hands, as the following case will show :

Case XL—An abdomen too fighi lo fluctuate.—Some years
ago a surgeon of this city was called to the interior of New
Jersey to visit a lady with an abdominal enlargement, in
consultation with two physicians of the vicinity. IHe ex-
amined the patient, decided there was dropsy, and appointed
a day when he would return and tap her. Ile came home,
called upon me to borrow my large trocar,—an instrument
he had seen me nse,—and, at the same time, gave me a hasty
account of the case. Ile told me the abdomen was so light
that it would not fluctuate. Being distingunished in other
branches of surgery, several years my senior, and not asking
my opinion, it would have been presumptuous in me to have
said to him, * You will find no fluid.”” Knowing, too, that no-
mischief could arise from puneturing a solid tumor, I gave
him the instrument, and he departed to the scene of his
future disappointment and mortification. The day after his
return I happened to meet him on the street, and jokingly
inquired how he had got along with the tapping. * Who told
you 2 he asked. ¢ You did,” I replied: ¢ an abdomen too light
to fluctuate could yield no fluid.””
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The great importance of the several points referred to
under the head of tapping, will be a suflicient apology for
the time and space occupied by the foregoing digression,

Shape of abdomen before and after tapping.—When
employing tapping as a means of diagnosis, the shape of the
abdomen should be noticed while the fluid is escaping and
after it is all drawn off. As the fluid is discharging from a
non-adherent unilocular eyst, the latter will be found to sub-
side gradually towards the lower part of the abdomen, and,
when entirely emptied, the contracted cyst may be detected in
this locality by the dull percussion sound, while the upper
portions of the abdomen, from which the eyst has receded, and
which may have been dull on percussion before the tapping,
will now be resonant. If after this the abdomen be deeply
grasped by the hand, so as to include its attenuated walls,
together with the subjacent coats of the emptied and relaxed
eyst, valuable information will be obtained. Upon pressing
and rubbing them between the thumb and fingers, the folds
of the cyst will be noticed slipping away from the grasp,
while the abdominal walls are still retained.

After tapping a non-adherent unilocular eyst, the shape
of the abdomen is worthy of notice; the cartilages of the
ribs are pushed outward, the diaphragm is elevated to a greater
or less extent, and the walls, with the contents of the upper
portion of the abdominal cavity, sink towards the spinal
column; while on a line below the epigastrie and hypochon-
driac regions the abdomen is not found to be incurvated, but
retains its level, and, if a thick-walled cyst be present, it is
somewhat protuberant. A cyst adherent to the walls of the
abdomen will, of course, not subside towards the pelvis as
the fluid is drawn away, the dull pereussion sound. will be
more extended, the resonant area diminished, the concavity
of the diaphragm not so manifest, and the abdomen above as
well as below will retain its level.

A nodulated, multilocular, or partly solid cyst is much
more readily diagnosticated during tapping than a unilocular
cyst. In such cases, the abdomen does not subside evenly,
and the inequalities are frequently noticed by sight, and
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arve always detected by the touch. Sometimes one half of the
tumor will consist of a single cyst, while the other half will
be a semi-solid mass, composed of innumerable small cysts,
In this case, on emptying the large cyst, that side of the
abdomen will sink in, while the other side will remain
prominent, and in the latter there may be no fluctuation.
Oceasionally the whole tumor will consist of two large cysts of
equal, or nearly equal, size, without any nodulated surface or
golid deposit in its walls, resembling in this respect a simple
unilocular eyst. Tapping, in such a case, will also cause a
gubsidence of one halft of the abdomen, while the other half
will not be altered in form, and in this portion fluctuation ean
readily be detected. In this deseription of eyst the canula
should not be withdrawn until the septum is perforated and
the remaining eyst evacuated. In both these instances, if
parietal adhesions be absent, the tumor remaining after the
one cyst has been emptied can be pushed into the central and
lower part of the abdomen, while, if adhesions exist, this can-
not be done without our being sensible, by the peculiar drag,
that the wall of the abdomen is attached to the tumor. Fre-
quently there is one large cyst, with one or more nodules
upon its surface, which nodules may escape detection until
after tapping. This nodulated condition aids the diagnosis
very much, and also enables us, by the greater or less mo-
bility of the nodules, to decide upon the presence or absence
of adhesions, Again, the tumor may be a multiloeular mass,
composed of several moderate-sized sacs mingled with num-
berless diminutive cysts, resembling in appearance ordinary
conglomerate. In tumors of this character tapping will
procure but little fluid, and but slightly alter the shape of
the abdomen.

A tumor masked by surrounding ascitic fluid.—An
exceedingly rare complication may be met with, and which
tapping alone can detect : it is a tumor entirely immersed in
a large quantity of peritoneal fluid, and wholly masked by
it. In this case the cavity of the peritoneum will first be
entered by the trocar, and, although at the time the operator
may think he is puncturing a cyst,—inasmuch as all the
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characteristics of a eyst are present,—he will be surprised to
find nothing but the fluid of ascites escaping. After a time,
however, as the walls of the abdomen subside, he becomes
sensible of the existence of a more or less solid body. This
body may be irregular in shape, or uniformly smooth and
globular; it may be solid and hard, or elastic and fluetnating ;
it may be a uterine fibroid. tumor, or an ovarian cyst; or it
may be an enlarged spleen, a diseased liver or kidney, or an
omental tumor. Before removing the canula, the tumor
should be carefully percussed, and, if it fluctuate, it shonld
be perforated by the trocar, when, unless there is a previous
opening in the cyst wall, a fluid entirely different from the
former will escape, and at once decide the character of the
tumor. (See Case XXIIL.)

Tapping imperfect and unsuccessful, in consequence
of the thickness and viscidity of the fluid or the solidity
of the tumor,—In performing paracentesis abdominis, if
no fluid escape through the canula, the surgeon should not
hastily decide against the existence of an ovarian tumor, as
this may be composed wholly of small cysts, the walls of
which close the mouth of the canula, and prevent the escape
of the fluid which they contain. In such an event a sound
should be passed through the canula, to facilitate the escgpe
of the fluid by pushing aside the occluding valvular cur-
tains. Fibrinous clots, occurring so frequently in large
eysts when nearly emptied, may obstruet the flow, and
require the sound to displace and disintegrate them. Again,
the tumor may be cystic, with contents so viseid as not
to escape through the largest-sized canula. In colloid dis-
ease of the ovary, more or less distinct fluctuation may be
met with, yet no flow of fluid will follow the introduction
of the trocar. The enlarged ovary, also, instead of being
cystic, may be solid, consisting, in very rare instances, of
fibroid tissue, or less rarely, of a malignant deposit. In
cases like these it is well to remember that a soft, cellular,
uterine tibroid likewise partakes strongly of the characteris-
tics of an ovarian cyst, but will yield no luid unless its inter-
cellular structure be broken up by the sound introduced
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through the canula, and then only a small quantity will
escape slowly. In all of these cases, however, we gain both
positive and negative testimony by means of the operation,
which is valuable in arriving at a correct diagnosis.

The physical, chemical, and microscopical characters
of the fluid.—One of the best evidences of the existence of
an ovarian cyst, to be derived from tapping, is the charac-
ter of the fluid,—as determined by its physical, chemiecal,
and microscopical characters.

The physical character of the fluid.—A surgeon,whohas
had much experience in tapping, and who has been carefully

observant of the fluids drawn from diftferent forms of dropsy,
can, in the large majority of cases, draw a very correct in-
ference as to the character of the disease so soon as he sees the
fluid escape from the canula. If it comes from an ovarian
cyst it will be found generally to differ from every other kind
of fluid in eolor and consistency. At times it looks like starch-
water, soapy water, muddy water, soft-soap, or the white of
eggs, or resembles in appearance an infusion of coffee, or of
chocolate, or the dregs left after making currant wine, or it
may be yellowish, greenish, or even inky in color. These
pﬁcu]iuriﬁes of color will be usually associated with other
physical conditions. The fluid may be cerebriform, gelatini-
form, grumous, stringy, purnloid, purulent, and, accompany-
ing the last portions drained off, flaky or cheesy. Oecca-
gionally there floats on the surface, as it stands in the vessel,
an oil-like liquid, which, if spilled upon the clothing or
abdomen, may sparkle like crystals or spangles. This float-
ing stratum is cholesterine. In the case of dermoid cysts of
the ovary, the fluid will be mixed with hair, even long tufts of
hair, and other ingredients. I once removed, by tapping, from
such a cyst occurring in a young unmarried virgin girl, hair
eleven and a half inches in length. At another time I took,
in the same way, from a married lady, at least one quart of
small, round, yellowish bodies, precisely like white mustard-
seed. They floated on the surface of a bucketful of ovarian
fluid, in which also were scattered short hairs about a half an
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inch long. The different cysts of the same multilocular
tumor may contain fluids entirely dissimilar,—one containing
a fluid resembling starch, another a fluid like pus, another a
fluid like chocolate, another an olive-colored fluid, another a
fluid resembling clear sernm, another a fluid like the white
of egg, etec. When, therefore, such fluids are met with, the
existence of an ovarian tumor may be rightly inferred, unless
disproved by other evidence. Still, when a clear, transparent
fluid flows from the canula, Etmngl}; resembling ascitic fluid,
we should hesitate before deciding upon the character of the
disease, as there are instances of such fluid coming from a cyst
connected with the ovary, as the following case will show :

Case XIIL.—Bilocular tumor diagnosticated by paracentesis. De-
cember 13th, 1843, I examined Mrs. 8., aged sixty-one years,
and tapped her in order to complete the diagnosis. Seven
pints of lemon-colored, very clear, transparent fluid, of the
consistence of sernm, were drawn away. The abdominal
tumor, however, only diminished on the right side, leaving
the intumescence of the left side equally as great as it had
been before tapping. Fluectuation was distinet throughout
the enlarged left side, showing the existence of another sac.
This cyst was also tapped, and ten pints of fluid, resembling
the first in color and consistence, were removed.

The fluid in the above case was identical in appearance
and consistence with that of ascites, and had it been taken
from a unilocular eyst, with attenuated walls, and free from
solid deposits, instead of a bilocular cyst, it might readily
have been mistaken for peritoneal fluid, and a faulty diag-
nosis have been the consequence.

Chemiecal character of the fluid.—The chemical charac-
ter of the fluid should be next examined. To a certain extent
this can be done in the sick-chamber at the time of tapping. A
tablespoon, filled with the fluid just drawn, and held over the
flame of a lamp, will, in a few moments, decide the gquestion
whether or not it containg albumen. The presence of albu-
men will be indicated by the coagulation of the fluid, and its
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amount by the extent of that coagulation. Sometimes the
fluid will thicken so much that the spoon may be inverted
without dislodging it. Indeed, it will frequently thicken
like the white of egg, so that the spoon containing it can be
knocked, while inverted, against the table without displacing
it. This was the case with the clear, serum-like fluid just
referred to in Case XII. Usually the coagulum thus formed
is lighter in color than the fluid. Sometimes albumen may
be present only in small quantities, or held in solution by the
presence of an alkali, and heat may not satisfactorily detect
it. In this case nitric acid is a preferable test. Albumen,
however, is nsually present in such large quantities, that heat
will promptly decide the question.

It must not be inferred from the above remarks that the
presence of albumen in dropsical fluid, drawn from the ab-
domen, is pathognomonie of an ovarian tumor. It will also be
found in ascitic fluid, especially when the latter is the resunlt
of active peritonitis, and in the fluid of cysts developed in
connection with other of the abdominal viseera, but usually it
is not so abundant as in ovarian fluid. The striking physical
characteristics, before referred fo, are sufliciently indicative
of ovarian dropsy without calling in the aid of the albumen
test, but in such a fluid as was found in Case XIL, the great
excess of albumen would be very valuable as confirmatory
of the diagnosis of ovarian disease.

Microscopical character of the fluid.—In the large
majority of cases, the above physical and chemical proper-
ties of the fluid may be considered amply sufficient evidence
for all practical purposes in deciding upon the existence of
an ovarian cyst; but there are cases involving great doubt,.
and where the diagnosis is to be made in reference to the
question of ovariotomy, no aid within reach should be
omitted. In doubtful cases, the microscope furnishes the
most positive means of deciding the question. The Huids of
ovarian dropsy contain an abundance of cell-forms, as seen in
Fig. 6, often rich in oil; frequently blood globules and plates
of cholesterine ; granular cells varying in size, which are
supposed by some to contain the material upon which the
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color of the fluid depends; epithelial cells, single and in clus-
ters; and sometimes pus.

The chemical and microseopical examination of the fluids
has been conducted by Dr. Drysdale, whose paper on this
subject will be found embraced in a separate chapter. A
synopsis of a few of his earlier observations may be referred

to here.
Fiz. 6.
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A. Epithelial cell. F. Blood eell.

B. 0il globules. ix. Pus cell.

C. Granular matter. H. Pus cell after adding acetic
D. Cholesterine. acid.

E. Ovarian granular cell.* I. Gluge's inflammatory corpuscle.

In examining with the microscope thirty-four specimens of
ovarian fluid, Dr. Drysdale found in thirty-one of them fine
granular cells, which varied in size, were always free, and
differed materially from the inflammatory corpuscles of
Gluge, and from the pus or mucus cell.

* Sce Chapter XXV,
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In eleven of the fluids he discovered small epithelial cells.

In nine cholesterine was present.

In only three of the fluids did he find all of the forms
above depicted.

In five were granular and epithelial cells alone.

In four granular cells and cholesterine alone.

In two cholesterine and epithelial cells alone.

Dr. Drysdale had drawings made of many more specimens
of ovarian and other dropsical fluids, but they were accident-
ally destroyed. The above, however, serve to prove that
the free, delicate, granular cell is characteristic of ovarian
fluid, it being only absent in three of the fluids examined ;
and in one of these the fluid was sent from a distance and
not examined for a long time after the tapping.

In seventeen specimens of fluids obtained by tapping the
abdomen in ecases of ascites and peritoneal cysts, a granu-
lar cell was found only in the fluid from one case, and dif-
fered from the granular cell of ovarian eyst in being adherent
to a layer of coagulated albumen, and not appearing free in
any numbers, :

Since the above observations were made by Dr. Drysdale,
the subject has been well matured by very many careful ex-
aminations, the results of which will be found embodied in
his paper.

In concluding this portion of the subject, I may remark,
that I know of no other fluid whose physical, chemical, and
microscopical characters correspond with those of the fluid
of an ovarian cyst; and hence when a fluid, drawn from the
abdomen, possesses the above characteristics, il may be considered
diagnostic of ovarian disease.

I desire, in this connection, to refer to a matter of a per-
sonal character. Dr. Waldo J. Burnett, of Boston, wrote an
essay on “ The Cell,” and presented it to the American Medical
Association, in May, 1853, as a prize essay, and which was
justly honored by that distinction. In considering epithelial
epigenesis as oceurring in the ovarian tissue, he holds this
language :

¢ From its not uncommon occurrence, and its almost neces-
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sary fatality, epithelial epigenesis oceurring in this tissue has
an importance quite exceeding that of its occurrence else-
where. These relations, however, are more of a practical
nature, and I have desired to look at the subject only in an
histological point of view. Even in this light, T should not
have discussed it thus fully, had T not felt the justness of
asserting my claim for the priority of the view of fhe single
nature of the cystic disease of the ovary, it always being an epithe-
linl epigenesis of the Graafian vesicle.”

Soon after the meeting of the association, Dr. Burnett
spent several daysin Philadelphia, for the purpose of revising
his essay for publication, and we had a conversation on
this very subject. On referring to his views respeecting the
Graatian vesicle, I called his attention to the fact that I had
eight years’ priority for the same or similar views. My views,
however, were not based upon microscopical examinations,
but were deduced from the consideration of the functions of
the ovary, and.were published for the very purpose that the
idea therein contained might be developed by the histological
pathologist. In the Awerican Journal of the Medical Sciences
for April, 1845, T use this langnage:

“ When the Graafian vesicles take on diseased action and
become distended, is this not indicated by the fluid possess-
ing those characters—greenish, grumous, soapy, chocolate-
like, ete.—which are considered diagnostic of ovarian dropsy ?
And when the fluid is clear, transparent, and serum-like,
does it not indicate that the disease has been developed
exterior to the Graatian vesicles, in the stroma or parenchy-
matous strocture of the ovary, or exterior to the ovary, in
some of the reflections of the peritoneum? And when the
tumor is multilocular,—the several cysts containing different
kinds of fluid, and exhibiting a compound character,— does
it not indicate a development of disease both in the Graafian
vesicles and the stroma of the ovary? I merely throw out
these queries as a hint to those physiologists who are now
engaged in discussing this pathological question, not intend-
ing to pursue the inquiry heve, as it has no bearing upon the
gurgical consideration of the question.”

0
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The tactus eruditus.—1I have thus endeavored to zive a
summary of the general symptoms and signs of ovarian tu-
mors. In a large majority of cases I consider them perfectly
reliable in diagnosing the existence of such tumors. To the
aids in diagnosis I might have properly added the factus eru-
difus, but as this indeseribable and non-communicable faculty
of nice perception belongs to the surgeon, and not to the
patient, and is acquired solely by cultivation and experience,
I can only allude to it as a qualification of great use in
deciding upon the value of many of the phenomena here-
tofore referred to. :

As abdominal enlargements frequently oceur from other
eanses, and simulate, more or less, ovarian tumors, and vice
versa, the subject of Differential Diagnosis will next be con-
sidered,
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DIFFERENTIAL DIAGNOSIS,

TusmeFAcTIONS of the abdomen may arise from a variety of
causes, both morbid and natural; and as they may be mis-
taken for an ovarian tumor, it is of the utmost importance,
in a surgical point of view, to draw a correct line of demarka-
tion between them. This, at times, is exceedingly difficult,
but can almost always be accomplished by giving to each
case the proper degree of attention and serutiny. In order
to facilitate the study of the enlargements of the abdomen
which simulate ovarian dropsy, the following arrangement
has been adopted :

Ascites.

Cysts of the broad ligament.

Other eystie tumors.

Dermoid cysts.

Pregnancy.

Pregnancy, complicated with ovarian dropsy.
Tumors of the uterus,

Retroversion of the uterus.

. Retention of the menstrual fluid.

10. Dropsy of the amnion.

11. Enlargement of abdominal viscera.

12. Distention of the urinary bladder.

13. Accumulation of feeces in the intestines.

14. Acceumulation of gas in the intestines.

15. Muscular derangement of the abdominal parietes.
16. Inflammatory deposits in the abdominal cavity.
17. Pelvie tumor and abscess.

18. Spinal curvature, lumbar and psoas abscess.
19. Malignant tumors of the abdomen.

20. Rectocele and cystocele.

21, Hypertrophy of the abdominal wall.

b
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CHAPTER L
ABCITES,

Tue accumulation of fluid in the cavity of the peritoneum
is a very common form of dropsy, and is accompanied with
symptoms not unlike, in some respects, those of a unilocu-
lar ovarian eyst. The former, therefore, is sometimes mis-
taken for the latter, but more generally the opposite error
occurs. As ascites, in its early period, is a condition usually
associated with impairment of the general health, and de-
pendent upon some serious lesion of an important organ,
and, on the other hand, as ovarian dropsy commonly origi-
nates in a system exhibiting no corresponding derangement
of the vital functions, we have, in this early history, a p.[‘{:lt:.'
good index to the character of the disease. Anything which
will obstruet the portal cirenlation, or destroy the balance of
absorption and secretion, such as chronic peritonitis, cardiac,
hepatie, splenie, renal, or other visceral disease, may cause
ascites, and will necessarily produce a corresponding impair-
ment of the general health. The ovary, however, in that
peculiar morbid condition resulting in its hypertrophy and
cystic degeneration, appears not to affect the vital organs;
and the patient, therefore, for a long time maintains her
general health, or until the functions of these organs are im-
paired by pressure from its increasing size. (Edems of the
inferior extremities is a mueh more frequent accompaniment
of ascites than of ovarian dropsy, particularly in the early
period of the disease. In ascites the accumulation of fluid
is diffused thronghout the abdomen, while in ovarian dropsy
it 18 more eircumeseribed, and in the form of a perceptible
tumor. An examination per vaginam, in asecites, will show
the pelvis to be empty, the uterus in its proper axis, its neck
sometimes obliterated, unless the peritoneal accumulation is

(64)
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the result of a pelvie or uterine tumor; while in ovarian
dropsy, the uterus may be pressed down against the peri-
neum, or pushed ount of its axis towards any part of the pel-
vie walls, or entirely elevated out of the basin of the pelvis,
at the same time that solid or elastic bodies may be found
occupying its place. Usually, however, the uterus, in ovarian
dropsy, is discoverable in the pelvis, with its cervix fully
developed.

The form of the abdomen is sometimes characteristic of
the kind of dropsy. In ascites the shape generally varies
with the position of the body. This is owing to the abdom-
inal eavity containing both the intestines and the dropsical
fluid, the latter always gravitating to the lowest point, and
producing a corresponding distention. Hence, in ascites,
when the patient is on her back, the sides widen, and the
abdomen usually becomes flatter. This is not the case in
ovarian dropsy : here the fluid is inclosed in a eyst, and con-
sequently there can he but little variation in shape in any
position assumed by the patient. In ascites the shape of the
abdomen is also usually more symmetrical, inclining to be
ovoid. While in largely-developed ovarian eysts the general
form of the abdomen is more spherical, and inequalities may
often be seen here and there over its surface, the false ribs are
pressed outward, the xiphoid eartilage npward, and the whole
lower portion of the chest iz widened.

Palpation and percussion aftord valuable aids in the differ-
ential diagnosis. In ascites, the abdominal walls present a
more uniform surface, are more yielding and soft everywhere
to pressure, while in ovarian dropsy there is more resistance
to pressure, and inequalities and indurations can often be
felt at different points. In the diagnosis of ascites the in-
testinal tone or percussion is particularly valunable. When
the site of the intestines is percussed, a resonant sound will be
elicited in consequence of the air which they contain, while
over the locality of the fluid a dunll sound will be evolved. It
the patient shounld be in an upright position, the percussion
sound will be resonant over the epigastrium, and dull below.
If in a supine position, the resonant sound will be in the nm-
bilical region, and the dull sound along the sides. If she lie
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on one or the other side, that uppermost will he resonant,
while the umbilical region and the lower side will be dull.
Thus, the resonant sound will follow the intestines, which
float on the surface of the fluid, and will always be detected
at the highest point, while the dull sound will follow the
fluid, which gravitates to the lowest points. In ovarian
dropsy, however, the walls of the eyst constitute a distinet
barrier, which pushes everything beyond it as the eyst be-
comes developed, and over this cyst the percussion sound
is always dull, no matter what may be the position of the
patient, while around its borders, if the tumor be of moderate
size, the resonant sound will be distinguished. As the
ovarian tumor enlarges, it usually crowds the intestines to
one or the other side, sometimes into the epigastric and fre-
quently into the hypochondriac regions. The dull percussion
sound, therefore, will always be found in the lower and
central portions of the abdomen in all positions of the body ;
and in ordinary-sized tumors the resonant sound may be
detected in the lumbar, hypochondriae, and epigastric re-
gions at the same time. In very large ovarian tumors
resonance may be absent everywhere except on one side of
the spinal column.

The character of the fluctuation may also be considered in
the distinctive diagnosis between peritoneal and ovarian
dropsy. In ascites, the fluctnation is distinet throughout all
parts of the abdomen. So it is in a uniloeular ovarian cyst,
which fills up the whole abdominal cavity. But in a biloe-
ular cyst, the septum will break the wave, and the fluctua-
tion will not be so well marked, and will vary at difterent
points of the abdomen ; the distinetness of fluctuation will
algo diminish as the eysts multiply in number, so that in a
multilocular tumor, composed of small eysts, the fluctuation
will be substituted by a mere vibration. Besides, adipose
deposits are more apt to accompany the earlier periods of
ovarian dropsy than those of ascites, and this condition of
the abdominal wall often obscures the wave of fluctnation.

These observations, except those referring to fluctuation,
apply to the characteristics of well-marked cases of ascites,
and equally plain eases of unilocular ovarian eysts; but
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oceasionally we meet exceptional cases which are caleulated
to puzzle and confound the surgeon. I shall, in illustration
of these remarks, refer to several instances of difficulty which
have occurred to me in the course ot practice.

A. Ascites simulated by air in an ovarian eyst.—There
is a certain condition of a unilocular ovarian cyst which
almost exactly resembles a case of ordinary ascites in all the
physical signs. I allude to a cyst containing air. The ex-
istence of air in a cyst need not be looked for in any case
previous to tapping, unless a communication should exist
between it and the bowel: Carelessness in tapping, and par-
ticularly when the operation has been pertormed in the
upright position, may result in the ingress, through the canula,
of atmospheric air, which, not being removed by absorption,
remains afterward to complicate the ecase. Consequently,
gshould the peculiar physical phenomena of ascites exist
previously to tapping, we may, a priori, conclude the accu-
mulation to be in the peritoneal cavity; but should they be
found after tapping, we must not hastily arrive at the same
conclusion. It may be readily understood, that when this
occurrence takes place in unilocular cysts, the air, floating
on the encysted fluid, will, like the inflated intestines in
ascites, always assume the most elevated position in reference
to that fluid ; and no matter how the patient’s body may be
placed, percussion will elicit a resonant sound at the highest
points, and a dull one at the lowest, precisely as oceurs in
uncomplicated cases of ascites,

a. Case XIIL.— An ovarian cyst simulating ascites ; tapped
fifteen times ; microscopic test of the fluid. March 24th, 1859, 1
examined Mrs. 8. 8., of Montgomery County, Pennsylvania,
aged about forty years. She had been uuder the care of Drs.
Gregg aud Detweiler, and before I saw her she had been
tapped fourteen times, the last time six days previously, losing
at each tapping three or four gallons of fluid, which, she said,
resembled muddy water. She understood her physicians to
say that there was a cyst, in which the fluid was contained,
and that this must be removed before she could get well.
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I examined her in company with Dr. Burpee, and although
it was so recently after the tapping, she was then as large as
a woman six months pregnant. By palpation no nml-ulea,
ridges, or eyst wall conld be detected to indieate an ovarian
tumor. When the patient was on her back, a resonant sonund
was discovered by percussion in the region of the nmbilicus
and in the epigastrium, and a dull sound below the umbilicus
and along the sides. When the patient was on her right side,
the left was resonant, while the umbilieus was dull, and, wice
versa. Fluctuation was distinet. All these were peculiarly
the phenomena of ascites, and, associated as they were with
a cachectiec and broken-down constitution, ereated strong
dloubts as to the presence of ovarian dropsy.

I now carried the examination further. The pelvis was
found free from anything abnormal. The nterns was central,
small, and quite movable. The os admitted the index-finger,
and the sound, by whieh the uterus eould be moved about
readily, entered two and a half inches.

I sent the patient home, expressing some doubt about the
ease, and requested her physicians, when they tapped her
awain, to send me a specimen of the fluid, in order that this
doubt might be cleared up.

March 30th, her physicians tapped her the fifteenth time,
and sent to me some of the fluid, which I placed in the hands
of Dr. Drysdale for examination. It was milky in appear-
ance, did not coagulate by heat, but frothed a good deal on
boiling, and had flocculi loating through it. Dr. D). stated
that the microscope decided it to be ovarian fluid, which
confirmed the diagnosis of her physicians, :

I have no doubt that air had gained admission into the
cyst through the canula in tapping, and that the walls of
this eyst might have been detected immediately after the
evacuation of the fluid, which, together with the mieroscopi-
cal examination of the fluid, wounld have enabled us to cer-
tainly diagnose the real character of the case in time to have
afforded the patient the chance of an operation,

h. Case XIV.—An ovarian eyst lapped twice ; subsequently a
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communication established with the bowel, by means of which the
contents of the eyst were evacuated, and flatus entered the cyst.
September 1st, 1869, I visited Princeton, N. J., for the pur-
pose of operating on Miss E. B. IR., a daughter of a clergy-
man of that city, and a patient of Dr. J. A. Wikoft. In his
letter, requesting my attendance, Dr. W. wrote:

“She is a young lady of about twenty-five, has recently
ecome under my care, and is suffering from an ovarian tumor.
Three years ago she was living near New York, and was
under the care of Drs. Delafield and Markoe, who twice
tapped her preparatory to ovariotomy. Iler health, however,
failing, they deemed it prudent not to operate; but just as
they imagined she was about to die, nature interfered, and
relieved her in a most remarkable way. To within a few
months she has been in comparatively good health, but now
the tumor, which I think is composite in its nature, is in-
ereasing, and her health is suffering.”

The following intelligent history of her case was written
by her father:

“ The first symptoms of this disease were noticed by her
mother and herself in April, 1865, there being a hardness of
the bowels, attributed by them to dyspepsia, and which was
accompanied by paleness and want of appetite. She paid
a visit of six weeks at this time to some friends in Camden
and Philadelphia, and when she returned, in June, there was
a manifest enlargement of the stomach and waist, which
alarmed us; when we called a physician, who pronounced it
dropsy, and gave, without benefit, the ordinary remedies for
that disease. Ier strength being reduced (under this treat-
ment for two weeks) very much, and violent pains increasing,
we took her to New York, and placed her under the care of
Drs. Delafield and Markoe, who, after treatment of a weel,
pronounced it ovarian dropsy. They then prescribed irom,
with ecareful diet and exercise, and a return to the country.
In September, iodine was substituted for iron, with palliatives.
She continued to increase in size through the winter, until
she was enormously swollen, the fluid rising very high, even
displacing the heart, so that it seemed to beat under the
shoulder. IHer flesh had been very much reduced, yet she
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was strong enough to go up and down stairs, and ride ont,
although very heavy upon her feet.

“She ate moderately of anything she fancied, with toler-
able comfort. In February, 1866, she was taken to New
York, to be tapped, not suffering from the trip. My wite
says that more than two pails of fluid, or fifty-two pounds,
were evacuated, of the appearance and cousistency of stale
lees ov porfer (perhaps a little thicker). She was very weak
after tapping, but soon rallied, and in a little more than a
week was walking about the house, and then visited with
comfort some friends in the eity.

“ She soon began to fill again, although it did not show
for a month. BShe regained strength and flesh rapidly, and
seemed well, notwithstanding the gradual inerease in size,
until July, when her health began to suffer. In the latter
part of August, there seemed to be a regular recurrence of
fever at night, which Dr. M, thought to be independent of
the disease, and for which he preseribed (although he did not
see her), without eftect. During the intense heat of that
season, nervous symptoms of an alarming character set in
with the nightly fever. One Friday night they intensified,
and the next day continued so that the family physician said
that her brain was affected. Saturday night she had a spasm,
accompanied and followed by violent demonstrations, scream-
ing, gritting the teeth, and terror, like deflirium tremens. Be-
tween 2 o'clock A.M. Saturday and 2 o’clock p.M. Sunday,
she had six spasms. At the latter hour (Dr. Markoe arriving
from Long Branch) she was persuaded to be tapped, and re-
mained calm during the operation, about three-fourths of an
hour. Three-fourths of a pailful of gelafinous fluid was drawn
away, with sensible relief, although the exeitement (which
Dr, M. pronounced hysterics) subsided but little. She seemed
strong, and could not be kept quiet through the night, but
the next morning was very much exhausted, so that we used
brandy and hot bricks at the feet to restore her. She grad-
ually, however, increased in strength and grew a little more
calm after a week, but was far from being like herself.

“t It was evident that she was slowly filling again, but her
Labits were so whimsical and secretive that we could not
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notice particularly. During this time she went up and down
in the house and out-of-doors as she pleased, but would not
see any one, or even the members of the family more than
could be avoided; went to the table after meals, and helped
herself, as she would not be waited on.

“ About the last of September, 1866, we noticed a manifest
diminution, accompanied by violent dizrrhea, for two weeks
or more, ending in entire relief both of body and mind, as
ghe became calm and natural just in proportion as the fluid
passed away. In two or three weeks she had regained both
strength and flesh, and seemed like herself. She spent sev-
eral weeks in Camden and Philadelphia, enjoying herself,
during this winter, as much as ever before,

“Tn the summer of 1867, she noticed a lump, as large as a
walnut (she thinks on the right side), which gradually in-
ereased during the snmmer to the size of an orange, and in
the fall seemed to flatten, and slowly to spread laterally. But
from the time she noticed it first, in 1867, until in 1868, it
seemed to be hard over the stomach. She could push it with
ease (as she expressed it) from one side of the stomach to the other ;
and after it became larger, could lift up the sides of it with
her hands under the skin. September, 1868, she noticed a
tendency to increase, but it gave her no inconvenience until
within two months, when Dr. Wikoft' became cognizant of
the case, to whom I refer you for further details.”

Two or three days before visiting the patient for the pur-
pose of performing ovariotomy, she was taken with sudden
diarrheea, accompanied with copious watery and dark-colored
discharges, affording her considerable relief, and causing
some subsidence of the abdominal enlargement. Still, she
was as large as a woman at full period of gestation. When
lying on her back, the pereussion sound was resonant over
the whole abdomen in front, and dull below and along the
sides, just as is found in ascites. In an upright position,
resonance existed over the epigastrium; and when lying
on either side, it was noticed in the opposite side. A large
cyst, with multilocular deposits in its walls, could be de-
tected, oceupying the whole cavity of the abdomen, contain-
ing both liquid and air,—some of the liquid, no doubt, having



72 DIAGNOSIS OF OVARIAN TUMORS.

escaped into the bowel, and flatus from the bowel having
found its way into the cyst. This was made still more evident
by succussion. The body of the uterus was wholly buried
in a mass occupying the superior strait of the pelvis, and was
immovable. The os tinewe could scarcely be detected on the
left side of the pelvis. The sound entered the uterus two
inches.

Under these circumstances I declined to operate, as the
opening in the bowel was ecalenlated to cause a fatal result.
Besides, nature itself was making an attempt to relieve the
patient. September 30th, 1869, Dr. W. wrote :

“ Miss R. is gradually improving. The eyst has completely
emptied itself, and she is no larger than natural. The dis-
charges kept up for about three weeks, from twenty-four to
ten a day.”

5. Ascites resembling unilocular ovarian dropsy.—
There is a form of ascites which, in its physical signs, re-
sembles unilocular ovarian dropsy. The effusion, in these
cases, usually results as a consequence of acute peritonitis,
the inflammation at the same time uniting the stomach and
intestines and binding them down to the root of the mesen-
tery, so as to prevent them from floating on the surface of the
fluid. In these cases, as in those of unilocnlar ovarian cysts,
the resonant and dull sounds are found to occupy the same
points in all varying positions of the body.

a. Casg XV.—Ascifes, the result of tubercular perifonilis, re-
sembling wiilocwlar ovarian dropsy; awlopsy. Mareh 10th, 1851,
I visited Miss J. McK.,, aged ten years. On the previous
Christmas she was taken ill with severe abdominal pains,
suncceeded by symptoms of peritonitis, which resulted in
dropsical effusion three weeks before I saw her. There was
great distention of the abdomen, the respiration was labored
and oppressed, and the pulse very weak and rapid. In every
position of the body the percussion sound was resonant only
in the epigastric and hypochondriac regions, and dull every-
where else, Fluctuation was distinet and general,

The next day I removed, by tapping, sixteen pints of an
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orange-colored fluid, which firmly coagulated by heat. After
the removal of the fluid, the upper portion of the abdomen
still continued to be considerably distended by flatus,

March 15th the patient died, and the next day a post-
mortem examination was made. The signs of peritonitis
were general, the whole peritoneum being atfected, while the
inflainmation extended even into the very substance of the
viscera. The omentum was greatly thickened, and adherent
both to the walls of the abdomen and to the intestines. The
latter were glued together, and consolidated into one mass,
bound down close to the vertebral eolumn, and covered with
innumerable points of yellow matter. The ascending colon
was in a very peculiar condition. Its walls were greatly
thickened and indurated ; it was moderately distended, and
apparently filled with hard bodies; on examination, these
hard bodies were found to be deposits of lymph in its walls,
varying from a quarter to half an inech in thickness, some
assuming a cellular form, and quite as large as a hickory-nut,
s0 as to almost obstruct the passage through the bowel.

b. Case XVI.— Aseites, following tubercular peritonitis, mis-
taken for ovarian dropsy; awtopsy. September 1Tth, 1849, I
visited Mrs. J. B., of Delaware County, Pennsylvania, in con-
sultation with Drs. Wallker and Blackfan. The patient was
forty-nine years old, and had enjoyed good health until one
year before, when she was seized with severe pain in the right
side, passing across the epigastric region. About six weeks
before my visit she commenced swelling, and arrived at the
size of nearly full pregnancy in two days. Active treatment,
including salivation, had produced no effect in retarding the
progress of the disease.

The abdomen was quite protuberant, and did not alter its
shape on changing the position of the body. It was dull on
percussion everywhere, except along the right side, where it
was resonant, and over the epigastric and nmbilical regions,
where the resonance was very indistinet. These phenomena
of percussion persisted in every position of the body. Flue-
tuation was distinet everywhere.

The uterus was low in the pelvis, apparently healthy, and



4 DIAGNOSIS OF OVARIAN TUMORS.

its mouth sufficiently open to admit the finger readily. The
fluid could be detected in the superior strait.

The breathing was labored and frequent; the pulse soft,
varying from 100 to 106 per minute. There was no trouble
in urination or defecation.

At this visit I tapped her of twelve pints of greenish-yel-
low or cider-colored fluid. Ifwas thicker than ordinary serum,
and flowed through the canula in a continuous stream. It was
firmly coagulated by heat.

After the fluid was withdrawn, I examined the abdomen
again. There appeared to be a cyst folded about the orifice of
the eanula, and hard nodules could be felt in the epigastrium
and to the left of the umbilicus, besides a substance resem-
bling thick folds of a eyst, for three inches round the point
of perforation. The introduction of the trocar was resisted,
and it was tightly grasped and held on being withdrawn.
On examining per vaginam again, a slightly resisting sub-
stance, occupying the upper strait of the pelvis, could be
detected.

The above case having been marked by so many features
resembling an ovarian tumor, disposed me to consider it of
that character, although not without considerable hesitation.
The understanding, however, was, that should the flnid accu-
mulate again, I would consent to gratify her wish to have the
abdomen opened and explored. _

October 3d, sixteen days after, the patient was brought to
Philadelphia, wishing to undergo a surgical operation for the
cure of her disease. DBefore finally deciding upon the pro-
priety of such a measure, I again examined her with great
care. The abdomen was nearly as large as before, and re-
tained its ferm and prominence in every position of the body.
It was pretty uniform in shape, but rather more protuberant
on the left side. On percussion, there was a semi-tympa-
nitic sound in the umbilical region, and a quite dull sound
over the epigastrium and elsewhere. Fluctuation was dis-
tinct everywhere, while the ear, placed upon the abdomen
when percussed, recognized a muflled-drumlike sound in all
parts. Iard masses could be felt in the abdomen, particularly
above the umbilicus, and to the left of it, and also low down
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on the right side. These were detected by making sudden
and deep pressure, which displaced some intervening
fluid, and enabled the fingers to strike the hard substances
‘beneath.

The os tincae presented forward, and was patulous. The
sound entered the uterus two and a half inches, which
was fixed, and scarcely movable by sound or finger. The
pelvis was occupied by a resisting, immovable mass, which
enveloped the body of the uterus. The position of the blad-
der was natural, and the sound introduced into it caused no
pain.

October 4th, I again saw the patient, in company with Dr,
E. A, Atlee and Professor W. R. Grant. They both ex-
amined her carefully, considered the case ovarian, and recom-
mended an operation. DBut, not feeling satisfied with the
correctness of the diagnosis, I made another visit in the even-
ing, in order to procure a more exact account of her history
and symptoms, and obtained from her the following facts:

Menstruation first occurred after her sixteenth year of
age, and continued to be regular. She was married at the age
of twenty-three years, and had six children, the youngest
being now fifteen years old. Twenty years before she had a
severe attack of disease of the kidneys, from which she suf-
fered more or less ever afterwards. In 1846, she passed bloody
urine for one or two days, accompanied with great distress in
the back. About the same time she noticed a small sore
spot in the right hypochondrium, and in this region she felt
as if something tore away whenever she stooped to put on her
shoes or rose up again. At this time the pain, at this point,
was very severe, but lasted only a few minutes. It gradually
grew worse and worse, but with intermissions of several
months. The attacks then lasted for twenty-fourhours, not con-
tinuously, but returned several times during that period. As
time advanced, they returned oftener and lasted longer, some-
times continuing two weeks. Just before the swelling com-
menced she had a very severe attack of the pain. Dr. Black-
fan, who attended her, considered it to be acute disease of the
liver. For several weeks before this, she was seized, in the
morning after getting up, with severe cramp-like pains, so
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that her abdomen was drawn quite flat. At that time she
thinks pressure did not hurt her, although the act of walk-
ing did. She thinks the swelling began quite low down, witha
great deal of soreness. The urine was scanty, and, on stand-
ing, deposited a brick-dust sediment, and emitted a very offen-
sive putrid odor. The menses were suspended last summer
for two months, but returned the last two periods with an
interval of three weeks. The tongue was red. The pulse was
116. Emaciation was extreme. Her sensations have always
indicated that the disease commenced in the region of the
epigastrium. She was in the habit of taking landanum to
relieve her great suffering.

Four days after she had been tapped, the adhesive strip
applied to the wound made by tapping was removed, and,
upon her attempting to get up afterwards, the wound opened,
and was followed by a large discharge of water, which con-
tinued to flow for two days. This fluid did not coagunlate by
heat.

In comparing the history with the present combination of
symptoms, I immediately decided against an operation, con-
sidering the case as one of inflammation, resulting in effusion,
and not one of ovarian dropsy. DBefore leaving her, how-
ever, I ordered a dose of castor oil to relieve constipation,
and also interdicted the use of laudanum untii the next
morning, at which time I intended to call the consultation
again, in order to revoke the previous deecision.

I saw her early the next morning, October 5th. Before
taking the oil, the patient commenced vomiting, and threw
up stercoraceous matter. The oil was taken afterwards, was
retained about one hour, and was then rejected, together with
more of the same kind of matter. She continued to vomit
feculent matter all night, and was still doing so at my visit.
The vomited matter amounted, in all, to about two quarts.
It was thin, yellow, and most offensive. Her pulse was 120,
small and feeble, and her countenance IHippocratic. She
was sinking rapidly. I ordered a laxative enema to be given
every hour, which induced alvine evacuations, and the vom-
iting ceased.

Drs. Bruce, of Pittsburg, I. A. Atlee, and Grant met me at
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11 o’clock A.M. The symptoms by that time were consider-
ably ameliorated. The opinion expressed in reference to an
operation was reconsidered and revoked.

The same evening, diarrheea commenced, with frequent
copious evacuations of fluid, similar to that vomited, which,
instead of debilitating the patient, improved the symptoms.
By the next morning the abdomen had become softer, the
tense condition, which previously existed, had disappeared,
and she was freer from pain.

October Tth.—The pulse was reduced to 100; the coun-
tenance had improved ; there was but little pain; the abdo-
men was much more flaceid, and altogether the patient was
better. There were still copious liquid discharges from the
bowels. I could now trace ount distinctly, above the umbili-
cus, a tumor about four inches long and two inches wide,
erossing the abdomen obliquely.

November Tth.—After the last date the abdomen gradu-
ally diminished in size until the whole enlargement subsided,
and only a hard ridge, crossing the abdomen in the loeality
of the transverse colon, could be discovered beneath the
parietes, She gradually emaciated to skin and bone, and be-
came almost a perfect skeleton. I never saw so thina living
body. BShe died on the above date, apparently from pure
inanition, as nutrition seemed to have been suspended for
some time.

An autopsy was made the same evening. On opening the
abdomen, the cavity of the peritoneum appeared to consti-
tute a single cyst. The bowels were glued together into
one mass and held tightly to the spine by a contracted mes-
entery. They were snuff-colored in appearance, and the
peritoneal surface was covered with small tubercles. The
peritonenm lining the walls of the abdomen was studded
with an immense number of small, yellowish tubercular
points; indeed, every part of this membrane was similarly
affected, even that portion forming the external covering of
the liver. The peritoneum was also thickened. The omentum
was contracted and drawn up tightly, so as to seal the colon
to the stomach, and was as hard as gristle. It was this that
constituted the tumor or ridge above the umbilicus.

6
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e. Case XVIL—Ascites, following tubereular peritonitis, siniu-
lating wnilocular ovarvian dropsy ; awtopsy. Mareh 23d, 1850, T
visited Mrs. J. B., of West Philadelphia. She was twenty-
nine years old, and the mother of two children, I’reviously
to my visit she had been suffering with acute pain in the
abdomen, followed by sudden enlargement of this region.
The increase of size was owing to an accumulation of fluid,
and it partook of all the characteristics of a unilocular
ovarian cyst. Iler general health was greatly impaired,
much more so than is usually found in encysted dropsy at
such an early period in its history. In spite of treatment,
the health continued to give way rapidly, the emaciation
went on, and the pain and soreness of the abdomen con-
tinued. '

April 16th, I removed by tapping fourteen pints of straw-
colored fluid, which coagulated firmly by heat. The fluid
afterwards accumulated only to a slight extent, but she con-
tinued to emaciate to an extreme degree, as in the preceding
case. In the early part of May an abscess formed in the
umbilical region, which opened at the point previously punc-
tured by the trocar. A considerable discharge of a feculent
odor took place. This continued until May 31st, when death
oceurred.

Autopsy. Emaciation extreme. Almost precisely the
same appearances were observed in the cavity of the abdo-
men as in the last case, except that the omentum was not
drawn up and thickened.

In the cases of dropsy following tubercular peritonitis,
above described, we notice conditions similar to those which
are characteristic of unilocular ovarian tumor. The contour
of the abdomen in every position of the body was the same,
fluctuation and the percussion sounds did not vary in chang-
ing the position, the fluid was albuminous, and, after para-
centesis, even tumors and ridges were discovered by palpa-
tion. In all of these points there was a close correspondence
with the symptoms which characterize ovarian dropsy. On
the other hand, the origin, progress, and termination of these
cases were emphatically marked by the phenomena of acute
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disease,—such as severe pain, high grade of excitement, sud-
den eftusion, great debility, rapid and extreme emaciation,
inanition, and speedy termination in death. Again, the
fluid, although albuminous, had not the usual color of ovarian
fluid, and did not possess its microscopie appearance.

There are cases of ascites, however, of less acute charac-
ter, depending upon visceral obstruction, which may strongly
gimulate unilocular ovarian dropsy, not only in the physical
phenomena, but also in the vital condition. The general
health is less impaired. The intestines, from some cause or
other, cannot be detected floating upon the fluid in the
cavity of the abdomen. It may be necessary even to resort
to repeated tapping before a correct diagnosis can be arrived
at. The following cases well illustrate these facts:

d. Case XVIIL—Ascites, depending upon an indurated liver,
strongly resembling unilocular ovarian dropsy. July 30th, 1861,
I was requested by Dr. N. Ranch to visit, in consultation
with him, Mrs. N. A., aged fifty-five years. Menstruation,
which oecurred at a very early age, had always been regular,
never painful, nor profuse. She has borne six children and
has had one miscarriage; has nursed her children over one
year, and has had good lactation. The menses always re-
turned about one month after parturition. In 1852 she was
tronbled with palpitation and dyspnea, and one year after
she had an attack of inflammatory rheumatism, which lasted
three or four months, One year after this she had a similar
attack, accompanied by cedema of the lower extremities and
ascites. The cedema subseguently diminished in the lower
limbs, but the ascites persisted. The abdominal enlargement
began in the central lower portion.

At the time I saw her the lower extremities were cdema-
tous, the abdomen was much enlarged, globular, and sym-
metrical. The percnssion sound was resonant over the
epigastrie, hypochondriae, and right lumbar regions, and was
dull everywhere else. It was not resonant over the most ele-
vated points of the abdomen, when the position of the body
was changed, as is usnal in ordinary ascites. While lying
on the left side, the intestinal resonance could be detected
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in the right lumbar region, as if the bowels were crowded
into that locality, just as is sometimes found in cases of
ovarian tumor. No nodules, ridges, or unevenness could be
detected anywhere. Fluetuation was remarkably distinet at
all points. The abdomen was quite elastic and resilient. All
the usual characteristics of a thin, unilocular ovarian cyst
were well marked.

The pelvis was free, the uterus occupied a central position,
the sound entered two and a half inches, and indicated by its
mobility that the uterus had no close attachments to any
tumor.

The patient was tapped, and twenty-three pints of trans-
parent, yellowish fluid, tinged with green, were removed.
IHeat coagulated this fluid into a firm, white mass, which was
so solid that the spoon containing it could be inverted without
displacing it. After the tapping, the abdominal wall receded,
except over the left hypochondriac and epigastric regions,
which seemed to remain elevated in consequence of flatus in
the stomach. The fluid, as it stood in the bucket in the sun-
light, exhibited a beautiful rich greenish tinge. :

September 4th.—I tapped the patient again, and after the
tapping the outlines of an enlarged liver were traceable below
the edge of the ribs, the anterior edge being indurated and
thickened, and somewhat nodulated. Three subsequent tap-
pings were followed by similar results. The diagnosis now
made was ascites depending on disease of the liver.

e. Case XIX.—Asciles, resulting from hypertrophy of the liver,
partaking of the character of unilocular ovarian tumor. March
12th, 1865, I examined Mrs. N. J. 8., forty-seven years of
age. The menses appeared at the age of fourteen years, but
she was never regular until after marriage. At the age of
fifteen she had an attack of hematemesis, which lasted
thirty-six hours, and produced great prostration. After-
wards, she was bled every month regularly for thirty-seven
months, during which period the menses did not appear.
Subsequently, she had eight attacks of hemoptysis, the last
one three years before I saw her. She was also troubled
occasionally with cough. She was married at the age of
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nineteen, and had eight children, the youngest being then
eight years old.

She first noticed, low down in the right side, an elastic
tumor, which she deseribed as resembling the arm of a child.
It was movable. This tumor gradually inereased in size
until it finally disappeared in the general abdominal enlarge-
ment.

The abdomen was much larger than that of a woman at
full period of pregnancy. It was soft, elastic, uniform in
shape, and free from nodules and ridges, and distinetly flue-
tuating everywhere. When lying on her back, the per-
cussion sound was resonant over the epigastrium ; but dull
elsewhere. When on either side, it was resonant over the
opposite hypochondriac region, and dull at all other points.

The uterus was central, the os open, but the sound could
not be made to enter. The vagina was much relaxed.

The diagnosis was uncertain. The indications were that
the abdomen was occupied by a cyst, extending up to the
lower part of the epigastric region, and above that by ascitic
fluid, which Hoated the intestines.

March 19th.—I tapped the patient of twenty-seven pints
of transparent, olive-colored fluid, which formed a whitish
coagulum when boiled. To my surprise the whole lower
portion of the abdomen receded, while the epigastric and
right hypochondriac regions remained prominent. The
percussion sounds were now reversed,—the latter regions
returned the dull, and the former, the resonant sounds. The
outlines of an enlarged liver were readily traced, particu-
larly its left lobe. It was not indurated, but was tender on
pressure.

After the tapping, the diagnosis was ascites, with hyper-
trophy of the liver.

She was tapped five times after this, and at one of the
tappings the fluid was of a dark coffee color.

Before the fourth tapping my brother made an examina-
tion, and the condition of things so strongly resembled en-
eysted dropsy, that he—without being informed of the results
of paracentesis——pronounced it a case of ovarian tumor.
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C. Ascites, resembling multilocular ovarian dropsy.
—The above observations refer exclusively to the differential
diagnosis between ascites and unilocular ovarian cysts, and
do not apply to multiloecnlar ovarian tumors, which are
readily distinguished from ascitez. There are, however, forms
of ascites, depending upon visceral hypertrophies, which have
frequently been mistaken for polyeystic ovarian tumors, and,
therefore, must be studied before leaving this part of the
subject. Were the surgeon always able to examine these
cases in their incipient stages there would seldom be much
difficulty in arriving at a correct conclusion, as the organs
interested in the produetion of these two forms of disease are
usually at opposite points of the abdominal region, and could
be readily detected before accumulations would mask their
digtinguishing features. This, however, is seldow the case,
and we must make our diagnosis when the disease is in full
development. In all of these cases, in tracing out the early
history of the disease, we must bear in mind the observa-
tions heretofore made, in reference to the diagnostic value of
the accompanying general health. It is worthy of remark,
alzo, that the ascites occurring, as in these cases, merely
from obstructed circulation, involves a very different patho-
logical and physical condition from that arising from acute
peritonitis. The intestines, instead of being glued together
and bound down to the spinal column by a rigid and con-
tracted mesentery, are allowed to float upon the surface of
the fluid, and hence we may have resonance on percussion,
in this form of ascites, at points where it could not exist in
multiloeular ovarian disease.

a. Case XX.—Asciles, caused by a Lypertrophied liver, resem-
bling multilocular ovarian dropsy. December 10th, 1847, Muys,
W. W, of Lehigh County, Pennsylvania, consulted me for
a dropsical attection. She was married in June, 1846, and
had a child at full period one year after. Before partu-
rition her lower limbs were much swollen. The delivery
was natural, but no lactation followed. The swelling of the
limbs subsided afterwards, but again returned in two weeks.
A week after this the abdomen began to enlarge in the
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eentre. Menstrnation never returned after the birth of the
ehild, About twelve years before she had an attack of in-
flammatory rheamatism, and subsequently of pnenmonia,
which was followed by increased action of the heart, which
has continued ever since.

At the time she visited me there was considerable abdom-
inal enlargement. The form was globular, particularly when
in a sitting posture. In this position, as well as in the re-
cumbent, on either side, resonance on percussion was absent.
But when lying on the back, resonance was present on each
side at a point rather below the umbilicns and extending
towards the lumbar regions. There was a dull perenssion
sound over the hypochondriac, epigastric, and umbilical
regionsg, and for some distance below Fluetuation was very
distinet in all directions, but particularly above the umbilicns.
When the patient was lying on her back, upon making sud-
den pressure with the points of the fingers, just above the
umbilicug, to the right of the median line, a layer of fluid
was displaced, beneath which a solid tumor could be de-
tected, and which could be traced downward. In a sitting
posture, this tumor could be traced down nearly to the pelvis
on the right side, and also across the epigastrium to the left.
There was no tenderness on pressure.

A subsequent examination was made in company with my
uncle, Dr. Edwin A. Atlee. The nterus was elevated in the
pelvis, the os and cervix were quite small, and apparently
shrunken,—indeed, the contour of the organ counld not be
distinetly made ont. With the speculum, the os tincs was
observed to be very small, as if atrophied, and was covered
with warty excrescences on the external surface. The sound
entered two and a half inches. The vagina was perfectly
healthy.

There was valvular disease of the heart, with a distinct
bruit de souffle associated with the first sound. A serofulous
uleer existed in the nose, which had perforated the vomer to
the extent of half an inch.

By medieinal treatment the dropsieal fluid was rapidly
carried off throngh the kidneys, leaving very manifest a
hypertrophied liver. This subsequently diminished in size,
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and the patient returned home in comparatively good
health.

In Angust, 1849, Mrs. W. was confined with her second
child, and this parturition, like the first, was followed in two
weeks by wdema of the lower extremities, from which,
however, she recovered without it being accompanied by
ascites,

In February, 1852, she had her third child, and subse-
quently had a return of all the original symptoms, and came
under my care again six weeks after. Treatment again
relieved her, and she returned home in a pretty good state of
health. After that I did not hear of her.

b. Case XXI.—Ascites, accompanied by hypertrophy of the
liver, and discase of the heart and lidneys, resembling muliilocular
ovarian dropsy; autopsy. Aungust 3d, 1856, I visited Miss
H. L. E., aged forty-four years. She never had enjoyed
robust health, and during the whole of the preceding winter
she had been more unwell than usual. In the month of April
she had an attack of pneumonia of the left lung, accom-
panied by swelling of the ankles. As she recovered from
this, the kidneys, liver, and heart became disordered, the
whole body cedematous, and fluid accumulated in the eavity
of the abdomen. She also had attacks of syncope and be-
eame greatly debilitated. Professor Samuel Jackson was
her physician, and Dr. Casper Morris was visiting with him
in consultation,

I was first called to see Miss E. at midnight, as she was
supposed to be dying, and both of her physicians were out
of town. BShe was sitting up in a chair, panting for breath,
almost pulseless,—the pulse not capable of being counted,
owing to its frequency and indistinctness; her hands and
wrists were cold and clammy, the sounds of the heart were
confused, and the jugular veins pulsated in a very marked
manner. I also thought she was dying, and immediately
ordered her to be freely stimulated with brandy, and to have
sinapisms applied to the stomach and extremities. The
urine was very scant, not exceeding a wineglassful in twenty-
four hours, which had been the case for weeks. I was in-
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formed that she had not ocenpied a recumbent posture for
several weeks, sitting up in a chair day and night. She was
enormously enlarged, and her lower limbs were ready to
burst, the skin being of a purple hue. They had been pre-
viously incised to allow the fluid to escape.

The urine was tested. It contained a large proportion of
albumen, and also tube casts, indicating Bright’s disease.

The stimulants having, contrary to expectation, sustained
her for forty-eight hours, I proceeded to place her under
curative treatment, and, in the course of a fortnight, pro-
duced gentle ptyalism, at which period the secretion of the
kidneys increased to the amount of one or two pints daily,
the swelling diminished, the pulse becanve fuller, slower, and
more regular, so as to get below one hundred, the action of
the heart was more defined and normal, the pulsations of
the jugular veins were less marked, respiration was deeper
and more tranquil, while the patient was capable of occupy-
ing a semi-recumbent position in bed.

The lower extremities being still greatly enlarged, bandages
were applied with the effect of reducing their size, but failed
in entirely removing the swelling. Notwithstanding the
patient was greatly improved, yet she had arrived at a
stationary point, beyond which I could not get her. The
secretions of the kidneys continued to be copious, and free
from the former evidences of Bright’s disease, but still there
remained considerable effusion inte the abdominal cavity and
in the cellular tissue.

Fluctuation was distinet throughout the whole abdominal
region. Percussion was dull over the epigastrie, both hypo-
chondriae, umbilical, and right lumbar regions; while at
other points it elicited scarcely a semi-resonant sound. By
making deep and sudden pressure in the dull regions, the
fingers came against a solid body beneath the stratum of
fluid which covered it. A change in the position of the body
did not alter the character of these phenomena.

In consequence of this econdition of things I tapped her, on
September 10th, removing twelve pints of transparent, cider-
colored fluid, which on exposure to air soon deposited strings
of coagulated fibrin. After the fluid was withdrawn, a con-
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siderable enlargement of the abdomen still remained, which
was now ascertained to be dependent upon a greatly enlarged
and indurated liver. The patient bore the operation well.

A portion of the fluid was handed to Dr. Drysdale for ex-
amination, who reported as follows :

“A thin, transparent, pale straw-colored fluid, containing
a small coagulum of fibrin,

“ Chemical evamination. — Neutral, specific gravity 1016.
Acetic acid caused no change in appearance.

“ Microscopic examination.—A perfectly clear flnid, almost
free from solids. After repeated examinations, a single
exudative cell could be seen, together with a few shrunken
epithelial cells and a small mass of coagulated fibrin.”

The treatment was continued and she rapidly improved ;
all swelling of the limbs subsided, the pulse gradually came
down to eighty, was full and regular, the action of the heart
was much more normal, the jugular veins ceased pulsating,
and the breathing became easy. The patient slept in a re-
cumbent posture, rode and walked out daily, and ate well,—
go that by the middle of November following she was in
comparatively good health; the liver was so reduced in
size as to project but a small distance beyond the edges of
the ribs.

For several years after this the patient enjoyed variable
health, sometimes being well enough to take exercise in the
open air,—the dropsical eftusion being kept in check by me-
dicinal treatment. During the winter of 1860-61, however,
the secretion of the kidneys diminished in amount, while the
accumulation of fluid in the limbs and abdomen again oc-
curred. The disease now resisted all treatment, and the vital
powers failed rapidly. With the hope of alleviating suffering
and prolonging life, I tapped her again, on the 23d of Feb-
ruary, 1861, removing thirteen pints of cloundy, straw-colored
fluid ; but she continued to sink, and died next day.

Autopsy was made twenty-six hours after death. The ab-
dominal eavity contained evidences of old and recent perito-
nitis. The peritonenm lining the parietes and covering the
liver presented a very peculiar appearance : it was thickened,
and filled with marks of indented cicatrices, resembling very
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much the pits left by confluent smallpox. It had also a dark-
brown or mahogany color, particularly over the left wall of
the abdomen and in the pelvis. The liver was enlarged,
quite brittle, and its interior of a pale-yellow color. The
kidneys were very much congested, the right one oceupied
by round, shot-like particles of lithic acid, and both had un-
dergone fatty degeneration. The bladder was empty. The
uterns and ovaries were healthy, although old peritoneal
pelvie adhesions existed. The heart was much diseased. It
was greatly enlarged, and the left ventricle was loaded with
fat. The right auricle was dilated to three or four times its
normal size, and its walls, at some points, were as thin as
paper. All the valves were diseased, particularly the mitral
and tricuspid. The mitral orifice was so constricted as to
constitute a mere chink. The positiow of the heart was also
changed, so that the right auriele was adherent to the dia-
phragm and the apex pointed upward. Its long axis, instead
of being oblique, was horizontal.

e. Caseg XXII.—Aseites, depending upon hypertrophy of the
liver, simulating multilocular ovarian dropsy ; dingnosis decided
by tapping. March 25th, 1859, I visited Mrs. W. S, in com-
pany with Dr. Burpee. She was about thirty years old, and
menstruated at an early age, regularly, but in small quantity.
She was married at the age of eighteen years, and had two
ehildren, the youngest being then nine years old. After
marriage, menstruation became irregular, being suspended
at times for five or six months, The quantity of the dis-
charge was always small, and the duration was only one or
two days. In July, 1855, the menses stopped entirely, after
which her abdomen began to enlarge and she supposed her-
self pregnant. She made every preparation for her accouche-
ment, and at the end of nine months, having a show, she
expected approaching parturition, but was disappointed. The
menses never afterwards returned, and she continued to
inerease in size. She, however, was treated for * false con-
ception” by one physician, and two others, of excellent repu-
tation, who examined her, supposed she had an ovarian
tumor, and referred her to me,
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The patient was greatly enfeebled, the breathing labored
and hurried, and she could not lie down with her head and
shoulders low. The pulse was extremely feeble, and counted
one hundred and four to the minute., The skin of the face and
hands had a deep purplish hue, resembling that of a person
asphyxiated, and the eapillary circulation was very langnid.
The bowels were constipated, the urine was highly colored
and passed only once a day in very small quantity. TUrina-
tion was painful and accompanied by a sense of obstrue-
tion. The feet and legs were very much swelled, and the
abdomen was enormously enlarged, partly by edema of the
walls.

When the patient was examined in a supine position, the
gsound elicited by percnssion over the abdomen was dull
everywhere; but when she was placed on the side, the in-
testinal resonance of the ascending and descending colon
could be detected. Very little variation in form followed
different changes in the position of the body. Nothing ab-
normal was detected by the vaginal examination, except that
the vazina was small; the sound entered the uterus two and
a half inches. Although asmall woman, she measured round
the umbilicus forty-nine inches, from sternum to pubes
twenty-six inches, and across the abdomen, between the two
superior spinous processes ot the ilium, thirty inches.

Not being able to form an opinion of the nature of her dis-
ease I proposed to tap her, both for the purpose of clearing
up the diagnosis and to relieve her of suffering. Forty-seven
pints of yellow-colored, slightly greenish, transparent fluid,
resembling thin serum, were drawn off. The withdrawal of
the fluid was not followed, as iz usnal in simple ascites and
peritoneal cyst, by the incurvation of the walls of the abdo-
men. This was accounted for, in a measure, by the edema
of the abdominal walls. The epigastric and hypochondriac
regions were oceupied by an indurated mass, which was
thought to be a hypertrophied liver.

The dropsy not proving to be ovarian, the patient was
placed under medication, and recovered a good share of
health, so as to attend to her ordinary household duties. As
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she resided at too great a distance, I afterwards lost sight
of her.

I have thus given the details of three cases of abdominal
dropsy, which, in inexperienced hands, might have been mis-
taken for ovarian tumor, and, even in the practice of one of
larger experience, conld not readily be distinguished without
the aid of paracentesis. On the removal of the fluid, how-
ever, either by medicine, or by tapping, the hypertrophied
organ can be easily detected, and the nature of the disease
made out; or should this not be the case, the nature of
the fluid may be designated by its physical, chemical, and
microscopical characters. Therefore, as a means of diagnosis
alone, apart from its therapeutical value, tapping assumes a
position of great importance.

D. Ascites, coexisting with ovarian tumor.—Ascites
may also ccexist with ovarian tumor,—so that the former

may entirely mask the latter, and the latter, at other times,
may destroy all the peculiar characteristics of the former.
Eneysted or solid tumors, which are surrounded by a super-
ficial layer of ascitie fluid, ean readily be detected by sud-
denly displacing the flnid with the points of the fingers,
which, impinging agaiust the deeply-seated tumor, at once
recognize the existence of a more solid body. This, how-
ever, will not enable us to decide npon the nature of such a
tumor. If the tumor be submerged within a large quantity
of fluid, so as to be removed some distance from the abdom-
inal wall, this test cannot avail us, and the real condition of
things is only to be discovered by a removal of the fluid
either by medication or paracentesis. For an example of this
kind I may refer to Case IL, under the head of General
Diagnosis, and for further illustration of the above observa-
tions I will relate the following cases:

a. Casg XXIII.— Ascites associated with an ovarian eyst ; the
peritoneal fluid drawn off several times by paracentesis ; the tumor
subsequently extivpated. March 18th, 1850, in company with
Prof. Grant, I visited Washington City, D. C., to see Mrs.
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8. L., in consultation with Dr. J. C. Hall and Prof. T. Miller
of that city. She was forty years old. Her first menstrua-
tion occurred at the age of fourteen, and the last in May,
1849. It was always regular, continuing one week, and
always painful and clotted. She had never conceived. For
fifteen years she had attacks of asthma every spring and fall,
lasting about two months.

She thought her disease commenced in 1836, at which time
ghe sutfered greatly in her back. Afterwards she experienced
an unpleasant sensation, like threads being torn asunder,
deep in the right inguinal region, and which was relieved by
gitting down. About the same time, her abdomen began to
enlarge, but she was not aware that one side was larger than
the other. The abdomen gradually increased in size, with-
out producing any discomfort, until May, 1849, when, two
days after riding to Mount Vernon, the patient was seized
with very acute pain in the epigastric and right hypochon-
driac regions. The attack was so severe that she could not
bear the slightest touch, not even the weight of clothing. She
was very ill for several weeks under the care of Dr. Hall,
who had her cupped over the spine and blistered over the
stomach. After this, fluid began to collect in the cavity of
the abdomen, and during the same summer her feet began
to swell. She became so much enlarged and oppressed that
tapping was resorted to, about the 10th of December, 1849,
removing four gallons of clear fluid from the peritoneal cav-
ity. January 23d, 1850, she was again tapped, and this time
five gallons of blood-stained fluid were removed. February
2d, six gallons of fluid, similar to the last, were drawn away,
dnd March 2d, a fourth tapping removed six gallons more of
clear fluid. Dr. Ilall stated that after each tapping there still
remained a large, uneven, hard, solid tumor within the ab-
domen. A week before the last paracentesis her feet and
legs became so much distended that the skin ulcerated, giving
exit to a large quantity of serum, which was still constantly
discharging.

Although she had been tapped only sixteen days before I
saw her, the abdomen was enormously enlarged. It was
symmetrical in shape. The percussion sound was dull
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everywhere. Fluetuation was very distinet, the sensation
being that of a thin fluid. DBy pressing suddenly into the ab-
domen with the ends of the fingers, and thus displacing a
layer of fluid of one, two, and three inches in depth, a deeply-
seated tumor could readily be felt. No position taken by the
patient had any influence in altering the contour of the abdo-
men, or in affecting the character of the percussion sounds.

At my request, Drs, ITall and Miller tapped the patient of
about two gallons of bloody water, after which I examined
her again. The abdomen still remained very large, the most
projecting parts being in front and in the right hypochon-
drium. The enlargement was well defined, smooth over the
surface, and slightly uneven. Instead of being a solid growth,
as had been supposed, it evidently was a cyst, containing a
dense flnid, which could readily be fluctuated. The atten-
tion of Drs. Hall and Miller was particularly directed to this
fact, and they at once coincided in opinion.

The uterus was in the proper position, and in a healthy
condition, and did not seem to be implicated seriously with
the tumor. The sound entered only one and a half inches,

I had no hesitation in making a diagnosis:—ascites coex-
isting with an ovarian tumor. This was proved by performing
ovariotomy the next day. The cyst contained twenty-one
pints of very dark chocolate-colored, albuminous fluid, of the
consistence of soft-soap, which coagulated by heat.

In this complex case of ascites and ovarian dropsy there ex-
isted all the physical signs which are characteristic of ovarian
disease alone, and it was impossible to diagnose the exact state
of things, in the fully distended abdomen, without the aid
of paracentesis. There were presented fluctunation and dull
percussion sounds over the whole abdomen, an unchangeable
contour of the abdomen in various positions of the body, and
all the peculiarities belonging to a unilocular ovarian eyst.
The fluid, however, that was removed, was peritoneal, proving
the existence of ascites, and thus far corrected the original
diagnosis; while, at the same time, its removal disclosed a
large submerged tumor, which, on examination, proved to be
a eyst; even had ovariotomy been omitted, the punecture of
that cyst by a trocar would alone have proved the tumor
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ovarian by the character of the contained fluid. Here, the
ovarian tumor, by crowding back the intestines, and pre-
venting them from floating on the flnid contained in the
peritoneal cavity, destroyed the physical signs which accom-
pany ascites, while, on the other hand, the presence of the
ascitic fluid obscured all traces of the ovarian eyst. Tapping,
therefore, in this instance, as in many other cases, was an
essential means of diagnosis.

b, Case XXIV.—Ascites, coexisting with a mullilocular ova-
rian lumor ; diagnosed before lapping ; the tumor removed. March
16th, 1864, while on a visit to Lock Haven, Pennsylvania, my
attention was called to the case of Mrs. P. L., of Shippen,
Cameron County, Pennsylvania, who had arrived that far
on her way to Philadelphia. She was forty-two years old.
Menstruation commenced at the age of sixteen years, and
had always been regular. She had borne twelve children
and had miscarried three times, Iler last confinement was
in November, 1861. While pregnant with her last child she
suffered severe pain in the right inguninal region, and after
parturition she noticed a tumor, as large as an egg, oceupying
this region. On the 18th of April, 1862, she was seized with
severe pain in the tumor, and in the three days following it
seemed to develop all at once, so that it stuck up “ like a tin
cup,” reaching two-thirds across the abdomen, and ¢“was as
large as a two-quart pail.”” It was treated actively by medi-
cine and blistering and its growth for a time was arrested.
Afterwards, however, the tumor was observed to increase in
volume, but more slowly, and by the fall of 1863 it had
assumed a pretty large size; her general health also had be-
come so much impaired that, by the advice of her physician,
she visited Philadelphia to seek surgical aid. She said that
Professors Gross, Pancoast, and Wallace had examined her
in the elinical ward of Jefferson College, and had declined to
perform any operation with a view to its removal.

I examined the patient on the above date. She was greatly
emaciated, cachectie, and debilitated. The abdomen was
very large, and its contour was altered by a change of posi-
tion. When in a supine posture a marked protuberance was
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noticed just above the umbilicus. On palpation this was
discovered to be caused by the upper end of an oblong tumor.

a, n. Ascitic fluid.
b, b. Multilocular ovarian tumor,

It was hard, but less resisting and less solid than a fibroid.
To the touch it felt like a multilocular ovarian tumor, com-
posed of numerous very small cysts. The tumor itself was
movable within the abdominal cavity in all directions. The
parietes of the abdomen were in close coutact with this ter-
minal end of the tumor, and, indeed, stretched over it. At
every other point except that above mentioned the abdomen
was soft, elastic, and fluctuating, indicating that its cavity
also contained a thin fluid. Percunssion distinetly showed
that the fluid was in the peritoneal cavity, and surrounded the
solid tumor. Sudden and deep pressure, in the lower part of
the abdomen, displacing the fluid, detected the tumor in
this portion of the cavity.

Iintroduced the trocar about four inches below the um-
bilicus and drew off twenty-eight pints of dark-yellow, trans-
parent fluid, containing some fibrinous flakes. It was firmly

T
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coagulated by heat. After tapping, the abdominal wall
receded so as to embrace the tumor closely, and the latter
projected in a very singular manner. Figures 7 and 8

Fig. 8.

represent the appearance of the abdomen both before and
after tapping.

Diagnosis.—Multiloeular ovarian tumor accompanied by
ascites,

March 30th, I removed the tumor, and the diagnosis was
confirmed.

e. Casg XXV.—Ascites, coexisting with a multilocwlar ovarian
tuinor ; the fluid in the peritoneal cavity decided by the mieroscope
to be ovarian ; the patient lapped fifty-eight times ; ovariotomy ;
autopsy. May 15th, 1860, I examined Mrs. J. C., of Cata-
sauqua, Pennsylvania. She was thirty-five years old. Men-
strnation commenced at the age of fifteen. She had one
regular return, and then, in consequence of exposure to
cold, there was a suspension for two or three months, after
which it continued to be regular. Sometimes the discharge
was clotted. Its duration was three days. She married at
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the age of twenty-five, had three children, the youngest being
five years old. Her parturitions were easy, and recoveries
were good. Lactation was free. Until this disease made its
appearance she had always enjoyed good health.

She dated the commencement of her trouble from March,
1856; and the following May she noticed that the abdomen
was growing larger. The increase was gradual, not confined
to any particular region, and was not accompanied by any
edema of the lower extremities. Dr. Martin, her family
physician, considered her pregnant, but upon making a sub-
sequent examination concluded that she was suffering from
dropsy. In July, 1856, thirty-two pints of fluid were removed
by tapping. Eight weeks afterwards she was tapped the
second time. Up to the time that I saw her, she was tapped
fitty-seven times. The longest interval between the opera-
tions was eleven weeks. One year before, the average inter-
vals were four weeks, afterwards every three weeks, and then
every two weeks., The last tapping was on the Tth of May.
The largest quantity of fluid removed at one operation was
sixty pints. At first the fluid drawn oft’ had a dirty-brown
appearance. Afterwards it was cider-colored, and was always
transparent. After the tenth tapping a tumor was noticed
in her left side, which steadily increased in size. This tumor,
she said, was quite movable after paracentesis, was just be-
neath the skin, and seemed as if it would roll out if the skin
were opened.

She continued to menstroate regularly for two years after
the commencement of the dropsy, then menstruation became
irregular, and the flow was scanty. She had her menses the
last week in April. On examination, I found her tongue
red and glazed, her pulse was 114, and weak. There was
extreme emaciation, decided cachexia, and the skin was
tinged yellow. The urinary secretion was very small.

Notwithstanding she had been tapped only eight days
before, her abdomen was quite large from the accumulation
of fluid. When lying on her back, the percussion sound was
resonant in the umbilical and epigastric regions, and dull
elsewhere. 'When on her right side, the resonant sound was
transferred to the left side, and vice verse. The lower por-



96 DIAGNOSIS OF OVARIAN TUMORS.

tion of the abdomen was dull on percussion, the upper portion
was resonant. Fluctuation was distinet everywhere. These
signs indicated the presence of fluid either in the peritoneal
cavity or in a eyst containing air.

By palpation a tumor could be felt surrounded by fluid.
By sudden pressure, here and there, the flnid could be dis-
placed, and the fingers would impinge against a tumor at
different depths. The distance from the abdominal wall was
greatest along the linea alba, and least along the left side.
It could not be detected in the right side. Inthe left inguninal
region the tumor was quite superficial, and presented an
angular surface,

On attempting to make an examination per vaginam, I
encountered a body obstrueting the passage, It proved to be
a large flannel ball, used as a pessary to keep the parts from
protruding, and to enable the patient to walk with comfort.
After removing this I found the walls of the vagina greatly
relaxed. The uterus was elevated above the pubes, but its
mouth was easily reached by the finger. The sound entered
nearly three inches in a central direction, and its point conld
be felt about three inches above the symphysis pubis. On
moving the tumor, motion was communicated to the sound,
but this seemed to have been caused by the pressure of the
tumor against the uterus, rather than by a union between
the two. The uterus appeared to be healthy.

The next day I tapped the patient, the fifty-eighth tapping,
removing thirty pints of fluid. It was semi-transparent, re-
sembling thin starch-water, partially coagulable by heat, and
turned white in boiling.

After the fluid had escaped, a large tumor could be =een
occupying the left side of the abdomen, round in form,
glightly uneven over its surface, semi-elastic to the touch,
quite movable, weighty when lifted by the hand, and free
from soreness on handling., The tumor seemed to be cov-
ered with ridges, which could be grasped and lifted from
it. The fundus of the uterus was recognized immediately
below the tumor, and was closely in contact with it. The
sound being introduced, it was decided that the tumor had a
pedunculated attachment to the uterus.
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A portion of the fluid was examined by Dr. T. M. Drys-
dale, who reported as follows: ¢ This fluid resembles a thin
mucilage of gum arabie, slightly opaque and white.

“ Chemical examination.—Alkaline. Specific gravity 1010.
A boiling heat coagulated it, and rendered the fluid milky,
but did not solidify it. Acetic acid caunsed a cloudiness.

« Microscopic examination.—Delicate epithelial cells, and
granular eells, the last in great abundance.”

May 21st, I examined the patient again. There had been
a rapid aceumulation of fluid, and there was every indication
of it being in the cavity of the peritoneum, although the fluid
drawn by tapping was unlike that of ascites, and, as above
shown, had all the characters ot the contents of an ovarian
eyst. Could the tumor itself have thrown out the fluid into
the peritoneal eavity? The resonant sound on percussion
was found over the most elevated part of the abdomen in
every change of position of the patient; and when on her
back, the convolutions of the intestines were plainly seen in
the upper portion, giving a corresponding undulation to the
abdominal walls. This, also, led me to decide that the flnid
was in the ecavity of the peritoneum, and that the above
phenomena were not caused by air having gained access to
the interior of a eyst.

The diagnosis, therefore, in this case was an ovarian tumor,
with an opening in its walls, which allowed the contents
to escape into the cavity of the peritoneum, and the fluid
aceumulating there, produced all the characteristic phe-
nomena of ascites,

May 24th, ovariotomy was performed. The diagnosis was
confirmed in every particular., The fluid was found to be in
the peritoneal cavity. The tumor was ovarian and multiloe-
ular, and its envelope contained several openings, through
which the fluid had escaped.

This patient died from exhaustion on the second day
after the operation. Twenty-four hours after death a post-
mortem examination was made. The wound had adhered
together throughout its whole length. The cavity of the
abdomen was entirely free from inflammation, and there had
been no hemorrhage. The peritoneal surfaces, visceral and
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parietal, were covered with miliary cancerous deposits. The
appendiculze epiploice were contracted and indurated by can-
cerous matter. The tumor also had a decidedly encephaloid
appearance. And the microscopical examination of it revealed
large numbers of cancer cells.

d. Casg XX VI.—Asecifes, accompanying a multilocular ovarian
tumor ; ovariofomy ; afterwards the fluid @ the peritoneal cavity
proved by the microscope to be ovarian ; sixieen months affer, the
other ovary removed by an operation.  October 10th, 1862, Murs.
M. L. 8., of Rochester, New York, visited Philadelphia to
consult me. She was forty-two years old. Menstruation
commenced at the age of fifteen, at which time she took a
severe cold, which snspended it for eleven months. During
this period her health failed, and she became anemie, wealk,
emaciated, and troubled with cough, so that her friends
thought she had pulmonary consumption. Various plans of
treatment were pursued, principally domestie, and at the end
of eleven months the menses reappeared, but continued to be
irregular, the intervals being four, six, and eight weeks. At
the age of twenty-two years a tumor two inches in diameter,
and which had existed for one year, was excised from the
right breast. Afterwards a bruise caused another, which dis-
appeared. She married at the age of twenty-six years, and
had two miscarriages at an early period, induced by herself
in order to avoid child-bearing. Subsequently she had one
child. The parturition was easy. She nursed the child two
and a half years. After parturition, menstruation recurred
more regularly, continned so until her fortieth year of age,
and then again became irregular.

In July, 1850, she had a severe attack of inflammation in
the lower part of the abdomen, which confined her to bed
for five or six weeks. BShe had several similar attacks up
to 1860, but not any after that.

In October, 1861, she first noticed an enlargement of the
lower part of the abdomen. This inereased, and she consulted
Dr. Whitbank, of RRochester, in December. e placed her
under treatment for dropsy, and in three months the effusion
disappeared, leaving a tumor in the right inguinal region.
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He deseribed it as a hard mass surrounded by a cyst-like
elastic body, about six inches in diameter. She thonght that
she noticed the tumor before the effusion in the abdomen
oceurred, and that it was so movable that she could feel it roll
from side to side as she turned in bed. Soon after the fluid
had been absorbed, it again accumulated, and she continued
to increase in size up to the time I saw her.

On examination, I found the patient to be nearly as large
as a woman at full term of pregnancy. The abdomen was
uniform in shape, soft, and elastic, and fluctuation was evident
throughout its whole extent. Its most elevated points, no
matter in what position of the body, returned a resonant
gsound on percussion, while the lower points were dull. These
signs indicated the presence of fluid in the cavity of the peri-
toneum. On making sudden and deep pressure with the
ends of the fingers on the abdomen below the umbilicus, so as
to displace the superimposed fluid, a tumor, more or less
golid and nneven, could be felt from one to two inches below
the surface. So far as could be distingunished, it appeared to
be a multilocular tumor.

The pelvis was capacious, and free from all evidences of
the presence of the tumor. The uterus occupied the posterior
part, and was quite movable. The os tince was open, and
the sound entered three inches.

October 17th, I visited Rochester for the purpose of re-
moving the tumor. At the patient’s residence I met Drs.
Dean, Armstrong, Moore, Ely, Montgomery, Briggs, Collins,
Pratt, Miller, Avink, and Endress, to whom the following
statement respecting the diagnosis was made: I diagnosti-
cated a multilocular ovarian tumor occupying the lower por-
tion of the abdomen; it was submerged in a large quantity
of fluid; the fluid in which it was submerged either origi-
nated from an interruption in the venous circulation in con-
sequence of the pressure of the tumor, or it occurred as the
result of a leakage in one of the cysts of the tumor, and the
character of the fluid would decide this guestion.

The operation was performed. A large quantity of dark-
yellow fluid, having an olive tint, was drawn from the cavity
of the peritonenm, and a multilocular ovarian tumor was re-
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moved ; on examination it was found to be darker than the
ordinary ascitic fluid, which is more of the cider color, was
highly albuminous, and was filled, as shown by the miero-
scope, with the peculiar ovarian cell. The operation clearly
proved that this was not a case of pure ascites, but was an
accumulation in the cavity of the peritoneum occurring in
consequence of an escape of fluid from the rupture of the
ovarian cyst, as proved by an examination of the tumor after
its removal. It afforded another instance of the failure to
cure ovarian dropsy by discharging the contents of the sac
into the abdominal cavity.

Sixteen months afterwards, I extirpated the other ovary,
although it was apparently healthy at the time of the first
operation,.

In making the diagnosis in these complex cases of coex-
isting diseases, paracentesis comes in as a most efficient
aid. The collapse of the abdominal walls will enable us
afterwards to recognize any viseeral hypertrophy, and detect
the folded walls of a cyst; while the chemical and micro-
scopical examination of the fluid drawn will clear up all
doubt as to its character and source.

e. Case XXVIIL.—Asciles, coexisting with a multilocular ova-
rian tumor ; tapped forty-seven fimes from the 15th of October,
1868, fo the 12th of October, 1871 ; tolal amount of fluid removed
thiree thousand two hundred and eighty-eight pinis ; fluid ovarian,
having escaped info the abdominal cavity through an opening in the
twmor, October 12th, 1871, I visited Miss M. A, A., near
Emlenton, Venango County, Pennsylvania. She was forty-
four years old. Menstrnation commenced at the age of
thirteen; had ﬂ,lﬁ'aj'slbeen regular, and had never been
painful until she became dropsical.

October, 1864, the patient noticed a fullness in the lower
portion of the abdomen, which was greater on the left side.
She continued to enlarge, and was thought by her medical
attendants to be pregnant. In the fall of 1867 the abdominal
parietes gave way at the umbilicus and considerable fluid
was discharged, and continued to escape for several days.
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Dr. B. 8. Hamilton, of Emlenton, was called to see her in
consultation with Dr. Wallace, of Brady’s Bend, on the 16th
of October, 1868. He “found her general health much im-
paired ; there was great emaciation ; sallow complexion; an
inability to lie down; the bowels were costive; the urine
was scanty; and digestion was bad.” She was tapped, and
eleven and a half gallons of dark reddish-brown fluid were
removed. Dr. H. tapped her again on the 30th of November,
taking away ten and a half gallons of fluid, after which he
detected a solid tumor in the left inguinal region about the
size of an ordinary placenta. The tappings were very often
repeated, and the tumor, after remaining stationary in size
for some time, gradually increased.

Althongh the patient had been tapped only one week be-
fore I saw her, she was enormously enlarged, being at least
three or four times the size of a woman at the full period of
gestation. All the signs of ascites were clearly marked. I
eould, however, by sudden and deep pressure, detect the
presence of a deeply-seated tumor submerged in the abdom-
inal fluid, particularly to the left of the linea alba. The pelvis
was unoccupied by the tumor; the uterus was central and
movable, and admitted the sound two inches and a half. The
patient was then menstruating. At this time she was not
cachectie, and the emaciation was not extreme.

Diagnosis.—A non-malignant multilocular ovarian tumor
with an opening in the walls, through which the fluid has
escaped into the abdominal cavity.

After stating my diagnosis to Drs. Hamilton and Brown,
of Emlenton, Gillett and Snowden, of Franklin, and Elliott,
of Titusville, I proceeded, with their assistance, to operate.
An incision, about three inches in length, was made through
the linea alba directly into the peritoneal cavity, and several
gallons of a brilliant yellowish oleaginous liquid, loaded
with cholesterine, were allowed to run off. After empty-
ing the abdomen of the fluid, T introduced my finger through
the incision, in order to ascertain the character of the tumor,
and discovered a multilocular ovarian eyst filling up the hypo-
gastric, umbilical, left lumbar, and left inguinal regions.
The incision was now enlarged two or three inches. Select-
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ing the largest cyst, it was opened, and a quantity of white,
starch-like fluid, as thick as the white of egg, escaped.
Through the opening in this eyst I introduced my hand,
reduced the size of the tumor by breaking down its central
portion, so that I was able to draw it out of the abdominal
cavity through the incision made. It was attached to the left
side of the uterus by an ordinary-sized pedicle, which was
clamped, and the mass removed.

The tumor was afterwards examined, and upon its poste-
rior surface two openings, separated by a commissure, were
found, through which the fluid had evidently escaped into
the abdominal eavity.

Dr. Hamilton wrote, December 19th, 1871, that *the patient
had fully recovered from the effects of the operation, and
was in the enjoyment of better health than for years past.”

The date and number of the tappings, and the amount of
the fluid drawn, are recorded by Dr. H. as follows, each
tapping furnishing from four to twelve gallons: October 16th,
November 30th, December 28th, 1868 ; February Tth, March
8th, April 19th, May 19th, June 16th, July 14th, August 7th,
September 4th, September 24th, October 29th, November
24th, 1869; January 5th, January 24th, February 17th, March
14th, April 9th, May 2d, May 28th, June 21st, July 18th,
August 10th, September 3d, September 28th, October 27th,
November 23d, December 15th, 1870 ; January 9th, February
1st, February 25th, March 19th, April 8th, April 28th, May
18th, June Tth, June 26th, July 13th, July 27th, August
10th, August 2Tth, September 6th, September 14th, October
4th, October 12th, 1871, Total number of tappings, forty-
seven; total amount of fluid, four hundred and eleven gallons.

The foregoing case, besides illustrating the particular point
in the text, 1s most remarkable. From Oectober, 1868, until
October, 1871, a period of three years, there was a constant
drain upon the system amounting on an average to at least
three pounds a day! It is scarcely conceivable that the
human system could tolerate such an exhausting tax upon
its vital powers.

As a general rule, large accumulations of ascitic fluid do
not accompany non-malignant ovarian tumeors. It is also a
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rare occurrence to meet with large collections of fluid in the
peritoneal cavity in connection with benign tumors of the
uterus. When, however, either form of tumor is malignant,
ascites is not unfrequently associated with it. Should a case
of ascites, therefore, present itself, occurring in connection
with a pelvic or abdominal tumor, particularly one of rapid
development, and followed by a speedy diminution of the
vital powers, and well-marked cachexia, it should excite
strong suspicions that the tumor is malignant, and no attempts
ghould be made to effect its removal. DBut should we meet
with a case, where the general health of the patient con-
tinued to be good, even after repeated tappings, as in that
just related, and particularly where the fluid gives unmistak-
able evidences of its ovarian character, we can honestly offer
to that patient the resources of surgery.

I am of the opinion that, in most of these cases of excess-
ive accumulation in the peritoneal cavity, associated with a
pelvie tumor, where the patient’s general health is pretty
well maintained, and there is no eachectic condition, the
fluid is ovarian in character, and that an opening in the
tumor will be found. The secreting vessels of the cyst are
relieved from pressure by a break in the cyst-wall, and the
capacious cavity of the peritoneum becomes a receptacle of
the fluid as fast as it is secreted, thus inviting an increased
action in those vessels.

Under this division of the subject I will introduce one
more case. Though not one of ascites, coexisting with
ovarian tumor, it was so considered by a leading gynz-
cologist of New York. In a most excellent paper on the
“ Diagnosis of Malignant Diseases of the Ovaries,” read by
Professor T. Gaillard Thomas before the New York Academy
of Medicine, and published in the American Journal of Obstet-
rics for May, 1871, five very interesting and instructive cases
are recorded. The case mentioned in that paper as the fifth
came subsequently under my care, and it was not until it
had passed from my hands that I was made aware of it
having been the subject of a dissertation by Professor Thomas,
whose paper I read a few weeks afterwards. 1 will record
the case from my own notes:
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f. Casg XXVIIL—A multilocular ovarian tumor mistaken for
a case of ““asciles, complicated with ovarian twmor ;” tapped siz
fimes ; ovariofomy. April 13th, 1871, Dr. W. K. Brown, of
Brooklyn, New York, called at my office to consult me about
a case of abdominal tumor. From the very intelligent ac-
count rendered by him I inferred that it was a case of multi-
locular ovarian tumor, and requested him, when the case
was again tapped, to send me by express a specimen of the
fluid. T left soon after for California. During my absence
the patient was tapped, a portion of the fluid was received
and examined by Dvr. Drysdale, and decided to be ovarian.
On my return from California on the 3d of June, I found a
letter from Dr. Brown urging me to visit Brooklyn to operate
on his patient.

June Tth, 1871, I visited DBrooklyn to see Mrs. G. She
was fifty-five years old. Menstruation commenced at the
age of fifteen, was regular, painful, and lasted four or five
days. She married at the age of twenty-two years, and had
eight children. There was some difficulty in her first and
third parturitions. After all of them the recoveries were
slow. She nursed each of her children eighteen months and
had free lactation. The menses did not return while nurs-
ing. Dauring the last menstrual year, which was seven years
ago, the menses were irregular and too profuse. A slight
show appeared in September, October, and January last,

In September, 1869, she first felt pain in the right inguinal
region, and in April, 1870, a tumor was noticed by Drs.
Sabine and Brown occupying a central position in the ab-
domen and inclining to the right side. It was hard. She felt
movements like those of a child, and pains resembling labor-
pains.  Afterwards there were evidences of an accumulation
of fluid, at which time she was examined by Professor
Thomas. This was on the 24th of November, 1870. She
was tapped the same day, and four gallons of dark-green,
syrup-like fluid, transparent in a thin stream, but not in bulk,
were removed. January 2d, 1871, she was tapped again, a
gsimilar fluid, but thicker and more cheesy, was removed.
Paracentesis was repeated, February 22d, March 28th, April
22d, and May 15th, altogether six times, the last fluid weigh-
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ing thirty-two and a half pounds, and coagulating by heat.
After each tapping a solid tumor could be detected occu-
pying the right side, circumseribed, movable, and not tender
on pressure. This tumor gradually increased in size. She
rallied well after all the operations, except the last. During
the month of May she emaciated rapidly. IHeretofore she
had enjoyed pretty good health, and had no hereditary taint.

Soon after my arrival I examined her in company with
Dr. Brown. She was much emaciated, and had an ab-
dominal enlargement much greater than a woman at full
period of gestation, although tapped three weeks before.
The only resonant percussion sound which was detected was
in the left hypochondrium, and which was not affected by
change of position. The entire abdomen was elastic, and
more or less fluctuating, but fluctuation was most distinet
throughout its upper portion. No nodules could be dis-
tinctly detected, and most resistance to pressure was diseov-
ered over the lower half of the right side, where fluctuation
also was less marked. The lower part of the abdominal
walls and the lower extremities were cedematous. The uterus
was rather elevated, and pretty well fixed in position. The
sound entered the normal distance. _

The diagnosis was a multilocular ovarian tumor, with one
large eyst occupying nearly the whole eavity of the abdomen.

I immediately operated for the removal of the tumor, as-
gisted by Drs. Brown, D. E. Kissam, W. A. Kissam, H. 8.
Smith, G. K. Smith, Spier, Chapman, and Clark, all of
Brooklyn. There was no ascites. The fluid was contained
in one large, thin-walled ovarian eyst, which was adherent
to the walls of the abdomen. A large multilocular mass
ogeupied the right side of the abdominal cavity. The
diagnosis was, therefore, confirmed.

I have not presented the above case with the most remote
idea of criticising the walunable paper of Dr. Thomas, but
merely to show how so astute and accurate an observer may
be led into error, as well as to ecall attention to one or two
methods by which such an error might have been avoided.
So far as I can comprehend Dr. Thomas’s opinion it is this:
that a large accumulation of ascitic fluid with a compara-
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tively small ovarian tumor is indicative of malignant disease
of the ovary. In confirmation of this opinion he cites five
cases of dropsy, one of which is the case above reported.
With regard to this case he says: ¢“ When I saw her this
accumulation was so immense as to canse her great pain
and inconvenience from distention. Dyspneea from pressure
against the diaphragm was especially marked. In this case,
as in case fourth, I was struck by the fact that in dorsal de-
cubitus no point of resonance could be discovered upon per-
cussion over the abdomen, which I attributed to the excessive
amount of effusion. To make more certain a diagnosis at
which I had even now partially arrived, I obtained Dr. B.’s
consent to paracentesis, and drew off several large pailfuls of
straw-colored serum.” It is just at this point that I wish to
make an observation regarding the diagnosis in this case,
and in all other cases where “the fluid is snspected of accu-
mulating in such large amounts as to force aside the super-
natant intestines, and produce dullness in place of resonance
on percussion in dorsal decubitus.” Now, the object of the
tapping, in such cases, is “to make more certain the diag-
nosis,” and there are two methods by which this can be
satisfactorily accomplished : First, by confinuing to percuss the
abdomen as the fluid is escaping. As the fluid diminishes in
amount, if contained in the peritoneal cavity, the intestines
will sooner or later float upon it, unless bound down by
adhesions, and a resonant percussion sound will be returned,
which will be manifested in the most elevated points on
every change in the position of the body; but if the fluid is
encysted, the resonant sound will be stationary. I was for-
tunate, perhaps, in seeing this patient in the more favorable
condition of a less distended abdomen, when the encysted
character of the dropsy was more clearly marked, and when
a fixed resonant point wag traceable in the left hypochon-
drinm. Second, the diagnosis can be made more certain by
the physical and microscopical character of the fluid. Sometimes
the physical character alone will decide the question, but
when it is a “straw-colored serum,” resembling ordinary
ascitic fluid, the examination by the microscope will de-
termine its real nature and its true source, by detecting, or
not detecting, the peculiar ovarian granular cell,



CHAPTER I
CYSTS OF THE BROAD LIGAMENT.

A cyst of the broad ligament constitutes a peculiar form
of dropsy, to which, so far as I know, the attention of the
profession has never yet been particularly drawn. There is
no condition of the female abdomen that imitates ovarian
dropsy so much as this, It may safely be asserted that its
external appearances, when the disease is fully developed, are
identical with those of unilocular ovarian dropsy, at a similar
ptage of development. The points of identity may be thus
stated :

@. Like a unilocular ovarian eyst it oceupies a position an-
terior to the viscera, and, consequently, the whole anterior
and lateral portions of the abdomen yield the flat or dull
sound on percussion, and resonani sounds are returned high
in the epigastrium, hypochondria, and along the sides of the
vertebral column.

b. Like it, the shape of the abdomen varies very little on
changing the position of the body.

e. Like it, in all positions of the body the same regions
remain dull, the resonant points never vary, and the sense of
fluetuation is stationary,

d. Like it, the abdomen, although generally uniformly
distended, may be larger on one side than the other.

e. As in ovarian disease, the general health is compara-
tively good.

So far the characteristics of cysts of the ovary and of the
broad ligament are the same. The points of identity might
have been extended to the sense of fluctuation, as an inex-
perienced hand would not be able to detect any difference.
There is a difference, however: the fluctuation, although

(107)
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not more distinet than in ovarian dropsy, communicates to
the hand the sensation of a thinner fluid,

The general health, also, suffers less in this form of cystic
dropsy than is usual in ovarian disease. The emaciation
never becomes so extreme, and life is much more prolonged.

Here, then, in a case of cyst of the broad ligament, are six
very prominent indications of the existence of a unilocular
ovarian tumor, and were the investigation to stop here, it
would be impossible for any surgeon, éven the most observant
and experienced, to say that he had nof a case of ovarian dis-
ease. Onthe contrary, the disease under consideration being
generally unknown, or at least not classified in books, and
being comparatively rare, the surgeon would naturally decide
it to be a case of ovarian tumor.

But how ean one be distingnished from the other? This
question will best be answered by detailing some cases:

a. Casg XXIX.—Cyst of the broad ligament distinguished from
ovarian twmor by tapping. January 21st, 1845, Mrs. 8. J. C.,
an English lady, aged forty years, consulted me for an ab-
dominal enlargement, She was married at the age of nine-
teen years, had her eatamenia regularly, and had never con-
ceived. About three years before the above date, she noticed
that her abdomen was enlarging. Since then it continued
to enlarge, particularly during the last twelve months. Drus,
Sharpless, Meigs, Norris, and Geo. McClellan had examined
her, but the first-named gentleman had her particularly under
treatment. They considered it a case of ovarian dropsy, in-
curable, and advised her not to be tapped. After making a
careful examination, I arrived at the same conelusion, and
unhesitatingly pronounced the disease unilocular ovarian cyst,
informing the patient at the same time that the most reliable
remedy was its extirpation, She decided to have ovariotomy
performed. To determine whether or not it was a suitable
case for the peritoneal section, I tapped her on the 6th of Feb-
ruary, 1845, in the presence of Professors Wilthank and
Gilbert, removing thirty-five pints of fluid. After tapping,
the intumescence of the abdomen not only entirely subsided,
but the walls became actually incurvated, the conecave sur-
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face of the diaphragm was well delineated, as were the
projecting bodies of the lumbar vertebree. No semi-solid
deposits thronghout the abdomen, and no ovarian eyst eould
be detected. This condition of things, but more especially
the character of the fluid, made me at once abandon all idea
of a further operation.

The patient was immediately placed under medicinal treat-
ment, and a perfect recovery took place. She made a visit
to Enrope in May following, spent the summer there, and
returned in the fall in better health than she had enjoyed
for years before. Iler health remained good until February,
1856, eleven years after tapping was performed, when an-
other form of dropsy supervened, and death followed in

two years. This case is referred to under the head of Case
X XTI

b, Case XXX.—“ A peculiar form of asciles,” after long and
varied treatment, demonstrated by tapping to be a cyst of the broad
lignmenf, There are so many points of interest in this case
that I shall report it much more minutely : '

Miss J. C. called upon me February 1st, 1847, with a lettex
from Dr. B. J. Pennock, of London Grove, Chester County,
Pennsylvania. The letter stated that she was a patient of
Dr. Seals, and had been treated unsuccessfully for ovarian
dropsy. Dr. P. desired her to consult me, and also Professor
Meigs, and to get our separate opinions. This was done.. I
gave my written opinion, as follows:

“It undoubtedly is a case of encysted draopsy, and most
likely ovarian. Whether ovarian or not can only be decided
by paracentesis. There is one large cyst filling up the ab-
dominal cavity, erowding the intestines back upon each side
of the spinal column, and pressing down the uterus against
the perineum, and causing it to assume a retroverted posi-
tion. The uterus appears to be perfectly normal, and I
cannot discover that there are any tumors or smaller cysts
connected with the large one. I have examined the cyst
carefully in the several positions of the body, and also per
vaginam et rectum, and consider it, without further infor-
mation, to be an ovarian cyst.

8
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“In giving you the foregoing opinion, I do not wish to be
understood as saying posifively that it 1s ovarian dropsy. My
reason for not giving a positive opinion is this: two win-
ters ago I was consulted by Mrs. C., who, for three years
previously, had been treated for ovarian dropsy. After
making a careful examination I pronounced the case ovarian,
and as she desired the eyst to be extirpated, I tapped it, in
order to decide upon the propriety of the operation. She
was at least donble the size of Miss C. The examination,
which followed the tapping, soon satisfied me that the case,
although encysted, was not ovarian dropsy. I immediately
placed her under treatment, the dropsy never returned, she
has remained well ever since, and now resides in Camden,
New Jersey, in the enjoyment of perfect health. Now, the
case of Miss C. reminds me very much of the case of Mrs. C,,
and consequently I feel some hesitation in saying that it is
ovarian until it is tested by tapping. In consequence, also, of
the happy results which followed paracentesis in Mrs. C.’s
case, I would urge the same operation in the case of Miss C.,
with the object, that if it be like hers, there will be a prospect
of a cure from medicine, and that if it be ovarian, there are
other methods which may be considered. Apart from this
course, I would recommend for the present no particular
plan of treatment, inasmuch as encysted dropsy is usually so
much beyond the reach of medicine that the common result
of treatment is impairment of the general health of the patient
rather than a diminution of the disease.”

The patient was not aware of the existence of her disease
until her increase of size attracted the attention of her
friends. This was in October, 1845, sixteen months before.
At that time the swelling was central, not inclining to either
side. She had never suffered pain in either groin. At times
menstruation had been painful, at others irregular, and some-
times the discharge was clotted. When she consulted me,
she was regular., When constipated, she had a sense of
obstruction in defecating, and occasionally had a frequent
desire to urinate. She was a large, fine-looking, girl, and in
excellent health, twenty-five years old, and the hymen was
intact. She had been under severe medical treatment with
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calomel, squills, and tight bandaging. The latter was insup-
portable. This treatment was continued for months without
inducing ptyalism, or producing any impression on her dis-
ease. The urine did not coagulate by heat, and amounted
to about one pint in twenty-four hours.

Miss C. subsequently called upon Professor Meigs and was
examined, and then returned home with our separate opin-
ions in writing. A few days afterwards she came to Phila-
‘delphia with the following letter from Dr. Pennock:

“The patient saw Dr. Meigs after you left her, and from her
report to me I think the doctor differs with us in opinion.
He said pretty positively it was not a case of ovarian dropsy ;
that it was a “ peculiar form of ascites,” and he thonght could
be cured by medical treatment. If he meant by that expres-
sion encysted dropsy, I agree with him, but from the fact of
his recommending medicine with a view to the removal of
the fluid, I suppose he considers it merely ascites, If so I
do not agree with him. The patient, however, having a
little dread of paracentesis, seems desirous of trying Dr.
Meigs’s plan for the time he proposed [a fortnight], and if not
benefited by it, then wishes you to tap her if you think best.

“I told her I thought you would have no objection to con-
sult with Dr. Meigs, and that you would probably submit to
the medieal treatment. At all events, I advised her to see
you before she took any further steps in the matter. . . . She
wishes you to consider her as your patient under whatever
treatment she may be placed.”

The patient, having placed herself under my care with a
view of trying further medication before resorting to surgical
treatment, was accordingly seen by Dr. Meigs and myself in
consultation. IIe wrote the following prescription:

B..—Scille Acet. f3ij;
Spts. Nitr. Dule. £5i;
Aque Menth. Sat. f3iv,
M. A tablespoonful to be given every eight hours, gradually increasing in
frequency to every five hours unless nausea was produced.

The above treatment was faithfully pursued until the 27th
of February, sixteen days, without the least benefit. The
abdomen remained of the same size, but the general health
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became impaired. The following ointment was now pre-
seribed by Dr. M. in addition :
B.——=Veratrize, 3] ;
Axung. Prepar. 3i.

M. To be rubbed in over the abdomen twice a day for about fifteen min-
utes at a time.

This treatment was continued until the 12th of March,
one month, with the result only of breaking down the
patient’s general health. After repeated solicitations on her
part, the medication was suspended.

Afterwards I took sole charge of the case, and again ex-
amined her carefully, in order to ascertain what changes had
occurred in the size of the cyst since her first visit to Phila-
delphia. When the patient was in a recnmbent posture, the
cyst could be traced above the umbilicus the length of the
index-finger; in a standing position, it extended an inch
higher. One month after, it extended above the umbilicus
a finger length and an ineh, while lying down, and while
standing, a finger length and two inches. There had been
evidently a considerable development of the sac towards the
epigastrium. This was also apparent to the patient herself,
who complained of the tightness of the clothing she wore five
weeks before, and also of oppression of the chest when lying
down. According to her own measurement, her circumfer-
ence had not diminished, notwithstanding the loss of flesh.
Consequently, there can be no doubt that in spite of the
above treatment, the cyst had enlarged in all directions.

The general health of the patient having suffered greatly
from the joint influence of medicine, poor diet, and confine-
ment, she returned home to the country in order to regain it.

In the month of August following, my brother and myself,
being in attendance at West Chester Court as witnesses
in a malpractice trial, decided to visit the patient, eight
miles distant. We there met Drs. Pennock, and Seals,
senior and junior. She was again subjected to examination.
The cyst had increased in size in all directions. It now ex-
tended two finger lengths above the umbilicus. The girth
round the hips had lengthened one and a half inches, and
above the hips rather more. Fluctuation could be felt per
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rectum et vaginam. The uterus was jammed against the
perineum, the cervix and os uteri presenting horizontally
forward, and the fundus and body curved upon the cyst and
flattened, oceupying a position towards the right side. IIer
measurement below the umbilicus was thirty-nine inches,
The general health had not been restored.

The gentlemen present having coinecided in opinion respect-
ing the cystic character of the disease, it was agreed that
tapping should be proposed, in order that, in the event of
it being an ovarian cyst, an operation for its extirpation
might be subsequently performed; or, if not ovarian, that
the patient might be submitted to medical treatment with the
hope of eure. My brother, Dr. John L. Atlee, of Lancaster,
in whose judgment I have the utmost confidence, was so cer-
tain of it being a case of ovarian dropsy that he advised the
patient to at once decide upon ovariotomy, so that no time
would be lost by paracentesis. I objected to placing the
patient in this position, and advised her to give no thought
to an operation until the question of the character of the
disease was decided by tapping.

Miss C. came to Philadelphia again in December follow-
ing. She had increased in size in all directions, partienlarly
on the left side of the abdomen, which projected from the
umbilicus two inches farther than the right side. Ier girth
at this time was forty-two inches, three inches more than at
last date. The eyst was one inch higher. The uterus was
in the same position and condition, and so pressed down
against the perineum that it could not be played about with
the sound, which entered it to the distance of two inches.
Menstruation had been regular since, but painful, and the
discharge was somewhat clotted, lasting about one week.
Pulse seventy-six. Appetite tolerable. General health rather
Letter.

Having taken a dose of oil preparatory to tapping, she said
that during its operation she felt the motion through the
bowels entirely confined to the parts along the spine and be-
hind the cyst. The urine was high colored, acid in reaction,
and showed no albumen by the heat test,

December 11th, 1847.—In the presence of Professors Dar-
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rach, Wiltbank, Grant, and Drs, E. A, Atlee and Dorr, I
tapped the patient, removing eighteen pints of fluid. So
soon as the fluid escaped from the eanula I announced to the
patient that her disease was not ovarian dropsy, and that I
believed she could be cured by medicine.

After emiptying the abdomen, I examined it well. No or-
ganic disease could be discovered. All the viscera seemed
healthy. There was resonance on percussion on the right of
the umbilicus extending both uwpward and downward, but
dullness elsewhere. The pulsations of the aorta could be
plainly felt. There was no tenderness on pressure. The
uterns had taken a position more towards the left, and was
much more elevated. With one hand dipping into the
pelvis above the pubes and the index-finger of the other
in the vagina or rectum, it was easy to trace the pelvie
organs. The uterus seemed somewhat larger than is usunal
in the virgin state; and its fundus harder than it is found in
women who have had children. It was quite movable in all di-
rections. The broad ligaments could be traced out and grasped
between the fingers of both hands; the right was longer, and
the left thicker, than the other, but both seemed to be healthy.
On drawing the uterus towards the right side, so as to
stretch the left broad ligament, some uneasiness was pro-
duced, although to do this required strong traction. The
examination was carried out most carefully, but no indica-
tions of an ovarian cyst could be discovered. Thirty hours
after paracentesis I examined the abdomen again, and found
it, on percussion, resonant everywhere,

The patient was afterwards placed under medical treatment,
recovered, and continued to enjoy perfect health until the
autumn of 1854, a period of seven years, when indications of
a return of her disease became apparent. She returned to
Philadelphia in February, 1855. I tapped her, removing
over etrhiteen pints of the same kind of fluid, and she again
recovered nnder the same course of treatment. She married
in December, 1856, and in nine months after was delivered
of a healthy male child. She has had several children, and
up to the present time, 1872, there has been no return of the
disease,
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The fluid taken from the patient, in the last tapping,
was given to Dr. Thomas M. Drysdale for examination. The
“fat globules” and the “blood corpuscles” referred to in his
report, I think are foreign to the fluid,—the one being
supplied by the oil on the instrument, and the other from
the wound in the walls of the abdomen. Dr. D. reported as
follows :

“ General appearance.—The specimen was as thin as water
and very nearly transparent, being but slightly opalescent on
holding it before the light. It contained no deposit, and re-
mained eclear after standing for several days.

“ Chemical examination,—The fluid had an alkaline reaction:
its specific gravity was 1004. A few drops of nitric acid
were added to a certain quantity, and heat applied until it
boiled, but it remained perfectly clear, proving the absence
of albnmen and albuminous compounds.

“TFive hundred grains of it were evaporated to dryness, and
the solid residue weighed: this gave as the result, solid
residue, 6 grains; water, 494 grains.

“The solid residue was then analyzed, and found to con-
gist, almost entirely, of chloride of sodium, with a very
minute quantity of carbonate of soda.

 Microscopic examination.—A few fat globules and blood
corpuscles were the only objects found in the fluid. The
specimen is nearly pure water.”

¢. Case XXXI.—A eyst of the broad ligament diagnosticated
by tapping. July 30th, 1850, I examined Mrs. S. A. M., aged
twenty-nine years. On exposing the abdomen, while the
patient stood up, an immense tumor was presented, extend-
ing from the sternum to the pubes. The xiphoid cartilage
was elevated to an angle of 45°, and the abdomen assumed a
pendulous form in front of the pubes. The percussion sound
was dull over the whole surface, and the sense of fluctuation
was very distinet everywhere. When the patient was on her
back, the abdomen was rather more flaceid, but very little
altered in shape. There was no resonant percussion sound
anywhere. It was the same when lying on either side,
except that resonance could be detected over each lumbar
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region close to the spine. The uterus was low down, and
occupied a central position in the pelvis. Its mouth was
sufficiently open to admit the point of the index-finger. TIts
texture was natural. A sound was passed into the uterine
eavity to the distance of four inches, and the mobility of the
uterus showed that it was unconnected with the eyst. The
girth was forty-eight inches.

The menses first appeared at the age of sixteen, and for
three years previously her health was very delicate. She
was regular up to the time of marriage, which occurred at
the age of nineteen. Menstruation was unattended with
pain, and lasted two or three days. She had four children, the
youngest child being nearly three years old. She nursed her
children from nineteen to twenty-two months, menstruated
when they were twelve and fourteen months old, and did so
regularly afterwards up to the period of conception. Three
months after her first confinement, nine years ago, she
noticed the enlargement of the abdomen, but had no recol-
lection of having been larger on one side than the other.
She enlarged so rapidly at first as to appear to be at the
full period of pregnancy even before she had conceived the
second time. There had, however, been a gradual increase
afterwards. After the development of the eyst, the motions
of the fetus were felt in the leftside. Parturition was always
tedious and difficult, but never requiring the use of the for-
ceps. There was no difficulty in defecation or urination.
She was emaciated, although the general health was good.

Difterent methods of medical treatment had been pursued
without any other effect than to injure her general health.

This case so strongly resembled the two preceding cases
that I again gave a guarded diagnosis.

Anugust 3d, I tapped the patient, removing thirty-five pints
of precisely the same kind of fluid, after which she was placed
under similar treatment with equally satisfactory results.

d. Case XXXII[.—A supposed case of ovarian dropsy proved
by tapping to be a eyst of the broad ligament. This case occurred
in the practice of my brother, Dr. John L. Atlee, of Lancaster,
Pennsylvania.
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August 23d, 1850, while on a visit to Laneaster, I was re-
quested by my brother to see with him the wife of Dr. 8, of
that eity. My brother supposed that his patient was affected
with ovarian dropsy. On making an examination, however, I
was so struck with the close resemblance between her con-
dition and that observed in the cases heretofore referred to,
that, with scarcely any doubt, I at onece pronounced it one of
these peculiar and curable forms of encysted dropsy.

She was thirty years old. About eleven years before she
was attacked twice, at an interval of a week, with severe pain
in the abdomen resembling eramp or colic. The pain soon
subsided, and not long afterwards she noticed that the abdo-
men was enlarging. She was then unmarried. The enlarge-
ment gradually increased for three years, when Dr. 3. was
consulted. Ile subjected her to very active treatment, which
vomited her severely and incessantly for nine hours, after
which the swelling diminished. One year afterwards her
physician married her. After having been married over
three years she gave birth to a child. At the time of delivery
she says there was scarcely any apparent diminution of her
gize. After this she continued to increase up to the time
that I saw her.

Before leaving the patient we tapped her, and immediately
the correctness of the diagnosis was proved; fifty-one pints
of fluid escaped. This was followed by treatment, and she
recovered.

Now, after having detailed these four interesting cases, let
me recur to the question, How can we distingnish an ova-
rian eyst from this form of eystic dropsy? The answer is,
By the character of the fluid.

In recording the first case, I made this memorandum: I
took from the patient a large bucketful of beautifully clear,
transparent fluid, which did not coagulaie either by heat or nitric
acid. The fluid was so clear and {ransparent that the fibrous
structure of the boards forming the bottom of the bucket could be
readily seen, and appeared to be magnified.

In the second case the record is: Eighteen pints of elear,
transparent, crystal-like fluid, very thin, free from any finge in
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bulk. Il gave no reaction with litmus-paper, and did not coagulale
by heat. Placed in a wineglass, and examined by transmitted light,
it exhibited a slight opalescent tinge.

In the third case: Thirty-tive pints of fransparent fluid, as
clear as spring-water. The fibres of the wooden botiom of the tub
could be distinetly seen through if, 1t did not eoagulate by heat, but
when boiled exhaled an osmazome or soup odor.

And in the fourth case: Fifty-one pints of serous, transparent
Sluid, having, in the sun’s rays, a slightly bluish tint, and quite firee
from albumen.

IHere, then, is the diagnostic sign of this peculiar form of
cystic dropsy, and which distinguishes it alike both from
ovarian dropsy and ascites. The character of the fluid,
therefore, constitutes the chief feature in the distinetive
diagnosis. The fluid, in color, transparency, and consist-
ency, is like spring-water. It may be slightly opalescent,
but this does not affect its transparency. It is so perfectly
clear that the bottom of a bucket, when filled with it, may
not only be seen, but the fibres of the wood are rendered so
distinct as to appear to be magnified. It contains no albu-
men, or if any, only the slightest trace, as neither heat nor
nitric acid produces a coagulum,—the latter sometimes caus-
ing a faint cloudiness.

Although before tapping there are no positive means of
distinguishing a unilocular ovarian tumor from this form of
dropsy, yet, after tapping, in addition to the fluid, there are
other corroborating circumstances, which confirm the diag-
nosis. These are:

a. In ovarian dropsy, after the cyst has been emptied, its
thick walls can usually be felt. DBy grasping deeply both
the walls of the abdomen and the walls of the ovarian sac,
and rubbing them together between the thumb and fingers,
the sac will be felt receding and slipping from the grasp.
Besides, in the very large majority of the emptied ovarian
cysts, ridges or nodules may be readily felt, and often seen.
In peritoneal cysts, however, the closest examination will
not detect its walls, and there are no semi-solid deposits in
them.

b. In ovarian dropsy, after tapping, the parietes of the
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abdomen seldom sink away below the level,—the heavy cyst
within oceupying still a considerable space. In a eyst of the
broad ligament, particularly in attenuated patients, the in-
eurvation of the parietes is extreme,—the whole arch of the
diaphragm, the iliac fosse, and sometimes the wvertebral
prominence being plainly visible.

¢. In ovarian dropsy, the cyst will, with very rare excep-
tions, refill after tapping in spite of medical treatment. In
cysts of the broad ligament, treatment will often cure the
disease,—after the fluid has been removed by tapping.

Here I will digress a moment to observe that up to this
period of my experience I had supposed that medication, after
tapping, was necessary in order to complete the cure of this
form of dropsy. Further observation, however, has satisfied
me that tapping alone will sometimes be followed by a disap-
pearance of the disease, particularly when the operation is
performed by a large trocar. If the opening through the
thin cyst remains patulous, so that the fluid, as fast as it is
generated, can escape into the cavity of the peritoneum, the
acecnmulation will not recur. The fluid, in these cases,
unlike ovarian fluid, is absorbable by the free surface of the
peritoneuam, and if the absorbents are sufficiently active it
will be readily taken up. Consequently any treatment tend-
ing to increase absorption will render the cure more certain.
The fluid, however, sometimes reaccumulates even in spite of
medication, and this is supposed to be owing to the circum-
stance that the opening made by the trocar becomes closed.
The fluid, therefore, is again imprisoned within its original
walls, in which the absorbent and exosmotic functions are
feeble or entirely absent. Hence, to meet these contingen-
cies, I have originated the operation, to be hereafter referred
to, of making a small opening in the linea alba, tapping the
cyst, and afterwards drawing out and excising a portion of it,
and returning the remainder, so that closure of the opening
cannot thereafter possibly take place.

Pathology of cysts of the broad ligament.—I have
given to this form of dropsy, in contradistinetion to that of
ovarian, the name of cyst of the broad ligament or peritoncal
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cyst. I do so, because it is cystiform in character, and 1
believe that the cyst is formed of peritoneum, and that its
locality is in the broad ligament. At first, before I had an
opportunity of making an examination of the abdominal
cavity in a case of this kind, I thought it probable that the
dropsical sac consisted of the great omentum, and that an
accumulation of sernm had occurred therein through some
disturbance of the balance of secretion and absorption. But
more recent experience induces me to locate the eyst in the
broad ligament, as will appear by the following cases:

a. Casg XXXIII.—A eyst of the broad ligamend, eleven years
after having been tapped, becomes the veceplacle of ovarian fluid.
In giving the details of Case XXIX., page 108, it will be
remembered I stated that the patient continued in perfect
health for eleven years, when another form of dropsy super-
vened. Mrs. C. consunlted me again in Febrnary, 1856. She
had a return of the disease, and supposing it was of the same
character, I tapped her. I was greatly surprised, however,
to find the fluid opaque, and yellowish-gray in color, coagdable by
fieat, and from its character it was inferred to be ovarian.
Still, T could not detect the presence of a cyst. The fluid
was submitted to Dr. Drysdale, who reported as follows:

“February Tth, 1856.—FIuid from Mrs. C. This was an
opaque fluid of a yellowish-gray or dirty-yellow color. It
contained no deposit after standing for twelve hours. On
rubbing some of it between the fingers it felt viscid.

¢ Chemical examination.—The reaction was strongly alka-
line. Its specific gravity 1032, The addition of acetic acid
produced no change in the appearance of the fluid. DBoiling
caused it to almost entirely coagulate, only a small quantity
remaining lignid. Five hundred grains of the fluid evapo-
rated to dryness showed it to consist of water, 450 grains;
golid residue, 50 grains. The solid residue was then pul-
verized and washed with water, alcohol, and ether. The
albumen, which was thus procured pure, was dried and
weighed. TIts weight was forty-three grains. The remainder
ot the solid residue consisted of fat and salts.

“ Microscopie examination.—The granular cell, which is found
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in ovarian fluid, was very abundant: oil globules, free gran-
ules, and a few blood corpuscles composed the remaining
objects seen.”

April, 1857, Mrs. C. was tapped again, removing forty
pints of a brown-colored fluid, completely congulable by heal.
After removal of the fluid, the percussion sound was resonant
only in the epigastric and hypochondriac regions, and dull
below them. The uterus was small. No tumors were dis-
coverable either in the pelvis or abdomen, and, excepting the
want of entire subsidence of the abdominal parietes, no satis-
factory evidence of a cyst existed. Dr. Drysdale reported
also on this specimen of the fluid, as follows:

“ April 15th, 1857.—This second specimen of fluid from
Mrs. C. was of a light-brown color, and, when in mass, was
nearly opaque : its consistence was that of a thin syrup.

¢ Chemical examination.—Its specific gravity was 1026, Its
reaction alkaline. The addition of acetie acid produced a
slight cloudiness. DBoiling caused it to become nearly solid,
the albumen coagulating in a granular mass,

“Five hundred grains of the fluid evaporated to dryness
gave of solid residue 89 grains, water 461 grains. The solid
residue was washed with water, aleohol, and ether, as in the
first analysis, and was found to contain twenty-nine grains of
albumen. The remaining ten grains consisted of fat and salts.

“On evaporating the washings to dryness and examining
them under the microscope, numerous crystals of cholesterine
were seen.

“ Microscopic examinalion.—The usual granular cells of ova-
rian fluid were present in abundance : in addition to these
were seen fat globules of a nearly uniform size, large granu-
lar cells like those described by Gluge, and blood corpuscles.”

After both tappings, Mrs. C. was placed under the same
medical treatment as in 1845, but without the slightest eftect.
The patient’s health rapidly broke down under this new form
of disease, and in January, 1858, she sent for me again, in-
sisting on ovariotomy for her relief. The distention of the
abdomen was very great, her distress intense, she was unable
to occupy the recumbent position, and the lower limbs were
largely cedematous. Fluctuation was uniform over the whole
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abdomen. The pelvis was erowded, the uterus was evidently
atrophied, and jammed against the sacrum ; its cervix could
not be felt, and the sound entered only one inch and a half.

The abdomen was opened in the linea alba, below the um-
bilicus, to the extent of three inches, and a thin, semi-trans-
parent cyst was exposed, from which forty-two pints of a
dirty greenish-colored fluid were drawn. The cyst was then
seized by a tenaculum, and, in a few moments, the whole of
it was extracted without the least impediment from parietal
adhesions, It was exceedingly thin, but very vascular. Tt
had no pedicle, and seemed to be an expansion of the whole
broad ligament, extending round the brim of the left side of
the pelvis, and involving the fundus of the uterus, which was
atrophied, and pushed to the right.

I can offer no explanation of the above rare and inter-
esting case in any other way than to suppose that the first
form of dropsy—ihe peritoneal cysi—originated in the broad
ligament adjacent to the ovary without involving it, for at
this early period the fluid removed was of that peculiarly
clear spring-water character, which is diagnostic of that form
of disease. Years after the dropsy returned, and was clearly
ovarian, as proved by the physical, chemical, and microscopi-
cal characters of the fluid. Yet the sac removed was not
ovarian, but peritoneal. The ovary, therefore, must have
become subsequently diseased, and its morbid secretions
have found an inlet into the old peritoneal cyst, which
served as a receptacle for them.

In this connection it may be observed that in the vicinity
of the ovary, as well as in the ovary itself, there appears to be a
peculiarliability to the formation of eysts. Hence we find them
developed in different parts of the broad ligament, or other
surfaces in the pelvis, or even from the fundus of the uterus;
and, frequently, the true ovarian cyst, as it enlarges and mo-
nopolizes the cavity of the abdomen, seems to excite in the
surrounding parts, with which it comes in contact, a disposi-
tion to the formation of hydatid cysts.

b. Case XXXTV.—A cyst of the broad ligament extirpated,
leaving the adjacent ovary in position. September 6th, 1863,
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I was consulted by Mrs. P. MeM., aged forty-four years,
the mother of four children, and still menstruating regularly.
She was as large as a woman at full period of gestation, and
dated the commencement of her disease in January preced-
ing. All the signs of a unilocular ovarian cyst existed, and
its removal was decided on.

October 8th the cyst was removed. It contained a clear,
transparent fluid, like spring-water, with « slight opalescent tinge.
It was attached to the right side of the uterus by a quite vas-
cular pedicle, consisting of a portion of the broad ligament
and Fallopian tube. It contained a small secondary cyst in
its wall, and was perfectly smooth on the inside. No remains
of the ovary could be detected. The fimbrige and three or
four inches of the Fallopian tube were attached to it.

The patient recovered from the operation, but subsequently
died suddenly in a convulsion.

An autopsy was made by Dr. Drysdale, and the right
ovary, in an atrophied condition, was found still remaining
in sifu,—proving that the cyst originated and was developed
in the broad ligament, and not in the ovary.

Let us now inguire in what portion of the broad liga-
ment this cyst iz developed. In order to illustrate this
point, its anatomical conformation must be kept in view.
The broad ligament is constituted by the peritoneum folding
over the Fallopian tube, both back and front, forming a
double sheet of membrane beneath it, and so as to bring
together two portions of its oufer surface, and these two por-
tions are united by areolar tissue. Now, in my opinion,
eystic action is set up in the connective tissue at some point
within this double, or duplicated membrane, and fluid is
accumulated, forming a ecyst, which continues to enlarge
Just like a monocystic ovarian tumor. Instead of con-
taining a viscid, or opaque, or a colored coagulable fluid
as in ovarian dropsy, or a yellowish serum as in ascites,
it contains a clear, spring-water-like uncoagulable fluid,
in appearance resembling the fluid that sometimes accu-
mulates in the cellular tissue elsewhere. This fluid is ab-
sorbable by the dnferior surfaces of the peritoneum. Ience,
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after the excision of a portion of the cyst, and sometimes
after simple tapping, when the opening through the eyst
remains patulous to allow leakage into the peritoneal cavify, the
disease will not return. It will thus be seen that the inferior
of the cyst is formed by the exterior surface of the peritoneum, by
which surface the fluid is not capable of being absorbed, but
when transferred to the inferior of the peritoneum it 18 rapidly
absorbable. IHence the philosophy and success of the opera-
tion referred to. The rupture of such a cyst,—and this is
not unlikely in consequence of its great tenunity,—will be
followed by recovery; and it is probable that the large ma-
jority of cases of recovery, after rupture, reported as ovarian,
are of this peculiar character.

Concentric cysts of the broad ligament.—There is
another form of this disease that should be considered under
the same head. It is a double concentric eyst, also devel-
oped in the broad ligament, and not involving the ovary. It
is impossible, before opening the abdomen, to distingnish
it from the peritoneal eyst, as the same signs accompany
both. It is also impossible by tapping to tell one from the
other, as the fluids are precisely alike. I know of only one
certain mode of recognizing the difference, and that is by
inspecting the cyst after laying open the abdominal cavity :
the concentric peritoneal eyst will then be seen to be double,
consisting of an outer and an inner eyst,—the exterior vas-
cular and the interior non-vascular, or but slightly so. I
believe this form of disease to be more rare than the other,
though this is mere conjecture, as my experience is not suf-
ficient to decide this question. Desides, of the cases that do
present themselves, few are subjected to the operation of
gastrotomy, by which alone the question can be decided.

a. Casg XXXV.—A double conecentric cyst of the broad
ligament, nol involving the ovary, extirpated. July 8th, 1866, I
examined Miss Z. F., aged twenty-nine years. At that time
menstruation was regular, but formerly it was irregular.
Four years before, she began to enlarge and gradually in-
creased in size until about eight months before I saw her,
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when she was tapped, removing a bucketful of clear water-
like fluid. In a few months the cyst refilled.

It was at this period she was brought to my notice. There
existed the strongest signs of a unilocular ovarian tumor, and
which, in consequence of the reported character of the fluid,
I diagnosticated as one of the peculiar peritoneal cysts.

On the Tth of October I commenced an operation with the
view of merely cutting off a portion of the cyst, and return-
ing the remainder to the cavity of the abdomen. But upon
opening the cavity I encountered a vascular membrane, re-
gsembling, to some extent, the omentum. This membrane
was not attached to the inner part of the abdominal wall, as
is sometimes found in operating for the removal of an ovarian
tumor. I endeavored, therefore, to push it aside, but not
being able to do so, I made an incision into it so as to
expose the eyst. I was surprised, however, to find a thicker
walled cyst than I expected. Instead of the wall being trans-
lucent like the peritoneum, it was opaque, like that of a thin
ovarian cyst. I determined, therefore, to change my plan,
and extirpate the whole of it. After emptying it of several
quarts of very clear, transparent, spring-water-like fluid, un-
coagulable by heat, I attempted to remove it through the
opening made in the enveloping vascular membrane. DBut I
soon found that this membrane belonged to the cyst itself,
and was a loose covering for it, so that all came away together.
The cyst originated in the right broad ligament, and was
close to the ovary. The latter was slightly enlarged, in con-
tact with the cyst, and was removed with it.

This cyst had a most singular conformation. It was double,
but concentric; the outer cyst wall contained the thick-
ened and elongated Fallopian tube and the attennated fimbrize,
and numerous vessels, resembling a vascular omentum. It
seemed to have no attachment to the interior cyst, excepting
at the pedicle, and could be moved upon it readily. The inte-
rior eyst, which contained the clear fluid, was thus cut off
entirely by it from the ovary and Fallopian tube. This was
the first case of the kind that had presented itself to me. A
beautiful preparation of the specimen, showing both cysts in
their relative position, has been made by the Curator of the

9
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College of Physicians, Philadelphia, and is preserved in the
musenm.

b. Case XXXVI.—A double concentric cyst of the broad liga-
ment, not involving the ovary; a portion removed. November
9th, 1865, I was consulted by Mrs. A. H., aged forty-four.
Menstruation had been irregular and rather profuse. She
married at the age of twenty, but had never conceived.
The abdominal enlargement commenced five years before 1
saw her, and during the last seven months she had increased
rapidly. The lower extremities were very @dematous. She
had become emaciated.

All the characteristic signs of a single ovarian cyst existed.
The abdomen was not tense, but rather flaceid, and fluctu-
ated very distinetly in all directions. No ridges or nodules
could be felt beneath the walls of the abdomen. The
xiphoid cartilage was pushed up at an angle of 45°. The
uterus was central, its cervix elongated, and the organ
movable. The sound entered two and a half inches.

March 5th, 1867, the patient, having become enormously
enlarged, requested an operation. This was done with the
understanding that if it proved to be a eyst of the broad liga-
ment only a portion of it would be removed. An incision
was made through a very attenuated wall immediately down
to a vascular peritoneal membrane. This was incised, and
exposed the surface of a cyst, which resembled the fibrous
structure of an ovarian sac, but on puncturing it I was sur-
prised to find a clear, transparent, spring-water-like fluid
escape, As it flowed away, the cyst, with its vaseular mem-
brane outside of it, protruded through the opening. There
were two concentric cysts: the exterior one appeared to be
peritoneum proper and very vascular, and the interior, a
non-vascular, but more dense cyst, containing the clear fluid.
There seemed to be very slight adhesions between them, but
these were easily separated. Instead of extirpating the whole
cyst, which would be the best practice in all these cases, I
drew out a portion of it through the opening in the peritoneal
coating, and cut off a portion as large as the palm of the hand,
and returned all the rest. The upper edge of the outer eyst
was secured to the wound to guard against hemorrhage.
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The patient recovered from the operation, had a return of
the dropsical effusion, and died between three and four
months after of chronic peritonitis.

A post-mortem examination was made ‘thirty-six hours
after death, and a cyst found attached to the left ovary by a
small pedicle. There were adhesions only at the point of in-
eision made during the operation a few months previously.
Chronie peritonitis existed in the neighborhood of the
pedicle.”

I do not know how to explain the formation of these con-
eentric cysts, unless the seat of the disease is within the par-
ovarium, or in the structures adjacent to it existing in the ale
vespertilionis, or in the remains of the tubules of the Wolf-
fian bodies. In that case, as they are all within the folds of
the broad ligament, the necessary result wonld be that as
the cyst became developed it would carry with it on its exte-
rior the peritoneal coat. The only objection to this view is
the great magnitude of these peritoneal cysts, which contain
from twenty to sixty pints of fluid, while the cysts of the
structures referred to are uniformly very small.

The caunse of the failure to cure in the above case must be
manifest. The fluid formed after the operation, although
it may have escaped from its appropriate cyst, did not get in
contact with the cavity of the peritoneum, or the inferior ab-
sorbing surface of that membrane, but accumulated in the
cavity of the outside cyst, and, therefore, was in contact with
the exferior non-absorbing surface of the peritoneum, the cut
edges of which ecyst were secured to the wound at the time
of the operation, and the opening was closed, as proved by the
autopsy.

It may be thought that I have treated this part of my sub-
Jjeet too much in detail, but I offer no apology, as the cases
are of the greatest practical importance, independent of the
subject of ovariotomy, and possess the most intense interest
in the consideration of differential diagnosis. They present
features in disease, which, at the time, were entirely new to
me, and to which, so far as I am aware, the attention of the
profession has never been particularly called. DBesides, the
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treatment adopted in these cases may contribute something
towards diminishing human suffering, and prolonging life.

Tapping as a therapeutic agent,—These cases, also,
place paracentesis abdominis in a new light. In its thera-
peutical connection it assumes an importance which it never
possessed before, and while it is indispensable as a means of
diagnosis, it is equally so as an adjuvant in effecting a cure.
The fluids have been too much overlooked in tracing out the
character and in deciding upon the curability of the several
forms of dropsy. They turnish a most Important key in ex-
plaining their nature. They are always readily procured by
an easy and safe operation. The opinions promulgated by
Thomas Safford Lee, of London, and Professor Charles D.
Meigs, of this country, on the dangers of lapping, have not
only tended to angment human suffering, and to curtail life,
but also to interfere with the progress of science. When
the surgeon, casting aside these opinions on tapping as het-
erodox in surgery, because unfounded in fact, adopts this
simple and safe operation, both as a diagnostic and a pallia-
tive measure, he will unlock some of the mpysteries, which
now impede the cure of disease, and add to the comfort and
length of life.



CHAFPTER IIL
OTHER CYSTIC TUMORS OF THE ABDOMEN,

BesipEs the peculiar eysts discussed in the preceding chap-
ters, others may be developed in the omentum,in the mesen-
tery, or in the sub-peritoneal cellular tissue; they may occur
in connection with the liver, the kidney, and the uterns; and
they may be the result of hydatids.

In tracing out the diagnosis between these tumors and
those of the ovary, great regard must be paid to the early
history of the case: the point of origin, the seat of greatest
suffering, the character of the functional derangement, and
the amount of constitutional disorder. DBut whatever may
be their character, when of great size they are distin-
guished with difficalty from ovarian tnmor. Dr. Harvey, of
London, mistook a hydatid cyst of the liver for an ovarian
eyst. Ovariotomy was decided on, but the patient died be-
fore it was performed. Dr. Clay, of Manchester, committed
a similar error. IHe, however, performed the operation, re-
moving more than two large washhand-basinfuls of loose
hydatid eysts instead of an ovarian tumor. Dr. Buckner, of
Cincinnati, removed a cystic tumor of the mesentery instead
of a tumor of the ovary, for which he had instituted the oper-
ation. And I extirpated a large cyst, attached by a pedicle
to the fundus uteri, which was diagnosticated to be an
enlarged ovary.

The cysts most likely to be mistaken for an ovarian tumor
are those of the liver, the kidney, and the uterns. They are,
however, attended by much more funectional disturbance, by
greater suftering, and, in regard to those of the liver and
kidney, originate in different localities. Cysts originating in
connection with the uterus have nearly the same locality

(129)
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y. Cysts of the omentum, mesentery,

and abdominal wall are comparatively rare.

The differential diagnosis in these cases can be best studied
at the bedside, and attention will therefore be directed to the
history of a few illustrative cases.

a3 those of the ovary

A. Hepatic cyst.—a. Case XXXVIL—Hepatic cyst associ-
ated with pregnancy ; awlopsy. February 1st, 1854, Miss S. M.,
aged twenty-six years, was brought to my office by her physi-
cian in consequence of a peculiar enlargementof the abdomen,
which had resisted pretty energetic treatment. Upon placing
her in a recumbent position, and exposing the abdomen to
view, there was presented a very singular appearance. About
the waist, where the skirts had been tied, there was a deep
suleus. Above this line the hypochondriae and epigastric re-
gions were remarkably prominent ; below it the protuberance
was less, but still so great as to bestriking. This fullness ex-
tended downward below the umbilicus. The whole of this
enlarged region, particularly over the right side, returned a
dull percussion sound, and at the same time a distinet fluctu-
ation was perceptible. On making percussion downward it
was noticed that the central division of the abdomen con-
tinued to be dull quite to the pubes, while on each side, in
both inguinal regions, the resonant sound existed. This led
to a more particular examination of this region, and finally
a tumor, resembling an enlarged uterus, was traced out. It
was about the size of a uterus containing a feetus in the
fourth month of its existence. (See Figure 9.) It was
elastic and somewhat movable. As her physician was not
aware of the presence of the uterine tumor, special attention
was called to it, and, in our consultation, my fears were ex-
pressed that the young lady was pregnant, particularly as
there had been a cessation of the menses. In consequence
of the high social position of the patient, her physician in-
gsisted that this opinion could not be entertained, and thought
the enlargement in the hypogastric region must be a uterine
fibroid tumor. I did not make an examination per vaginam,
as would have been done with my own patient, but advised it
to be done, accompanying the advice with the presentation
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of a copy of my Essay on Fibrous Tumors of the Uterus, as
an aid to the diagnosis,

Fig. 9.

A diagnosis was made by exclusion in this case. The
tumor was not ovarian, because no ovarian cyst could be so
poised upon the fundus of an enlarged uterus, and fill the
upper regions of the abdominal eavity, expanding it in all
directions, and, at the same time, avoid entirely any en-
croachment upon the less resisting lower portion of the
abdomen.

February 18th, I saw the patient again, at her own resi-
dence. Her physician, in the mean time, having read my
Essay, and having implieit confidence in her chastity, pro-
ceeded to examine the uterus for fibroid tumor, and intro-
duced the sound into its cavity. This examination was
followed by a discharge of liquor amnii and an abortion,
and this was succeeded by metritis and subsequent phlebitis.
It was at this period that I saw her again in consultation. On
inspecting the abdomen during this visit, I still noticed the
peculiar enlargement above, while the fullness below had
disappeared, and the whole lower portion was resonant on
percussion.
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The patient died about nine weeks after this visit. Forty
hours after death an examination was made by Dr. Drysdale.
The lower limbs and body were largely eedematous. The
abdomen was prominent and wide, particularly in the epigas-
tric and hypochondriae regions, the lower border of the ribs
having been elevated and expanded by the cyst within. An
incision was made so as fully to expose the contents of the
abdomen. The liver was found to be forced over into the left
hypochondrinm, as also were the stomach and the duodenum ;
the right kidney was pushed forward, and the vena cava ascen-
dens and vena porta were forced towards the left, and consid-
erably raised from the vertebral column. The diaphragm
was pushed up so as to erowd the lungs into a small space.
The right hypochondrium was entirely occupied by an
enormous cyst, which extended into the left side beyond the
median line, and downward so as to fill the right lumbar re-
gion, The edge of the right lobe of the liver was attenuated
to such a degree that it formed a thin coating to the upper
part of the eyst,—arising, no doubt, from the pressure of the
cyst against the diaphragm, the liver being between them.
The cyst was closely adherent everywhere, the walls were
quite thin, and appeared to consist of peritonenm, which
had become opaque and condensed. It was filled with
several gallons of a yellowish whey-like fluid. On its inter-
nal surface were deposits of a white, pasty substance, re-
sembling prepared chalk made into a very thick paste with
water.

The cavity of the abdomen contained a considerable quan-
tity of serum. The liver was of normal size, but had a
yellow, mottled appearance. The right kidney, after the cyst
had been emptied, hung loosely in the abdomen, but was
healthy in structure. The pericardium contained a large
quantity of serum highly colored with blood; so also did the
cavities of both pleurze. The heart was enlarged and flabby.
The pleurse, costalis and pulmonalis, were covered with masses
of yellow deposit. The mesenteric glands were enlarged,
and in color resembled the yellow deposits on the pleurs.
The lungs crepitated but slightly, and on being cut resem-
bled in appearance the tissue of the liver.
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The singular chalk-like substance, above referred to, was
examined with the microscope by Dr. Drysdale, and a note
describing its character was made, but this and other memo-
randa were lost. I have no doubt, however, that this sub-
stance was the same as that deseribed by Nélaton in his
Clinieal Surgery, edited by Walter F. Atlee, M.D., at pages
530 and 545, as being found deposited on the internal surface
of hydatid eysts. Ile says, *On the internal surface is seen
a powder, resembling white sand. This powder is composed
of echinocoques, very minute animals, ovoid, with a constric-
tion at their middle portion, so that they are divided into an
anterior part, the head, and a posterior part, the caudal
bladder. The latter always containg, in the fully developed
animal, some rounded corpuscles of ecarbonate of lime, which
have a very curious appearance.”

b. Case XXX VIIL—Hepatic cyst mistaken for ovarian dropsy;
the fluid, removed by tapping, containing cholesterine.  This patient
was Mrs. 8., of Pinegrove, Pennsylvania. She was a woman
of middle age, and under the care of Dr. J. G. Koehler, of
Schuylkill Haven, a gentleman of excellent standing in the
profession. In his letter to me he said, “I called on her in
June last, and found her laboring under dropsy, which I pro-
nounced encysted or ovarian. Nothing short of an operation
will be of any service to her. I recommended tapping. To
this she has objected. She says her abdomen is only filled
with wind. . . . . I have her now satisfied that it is not
wind, and further, she is willing to be operated on should
you deem it proper.” A few days after Dr. K. again wrote,
“Mr. 8., with his wife, will visit you in the city on Monday.
You will please, after examining the case, send me a short
statement for my own satisfaction. You can arrange with
Mr. 8. when and where the operation will be performed, if
you think it a suitable case. It is true I may be mistaken
in my diagnosis.”

December 3d, 1850, I examined the patient in Philadel-
phia. She was emaciated, cachectic, and icteroid. The
abdominal enlargement was greater than at full period of
pregnancy, but not so symmetrical in shape. There was
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more prominence in the left hypochondrium than in the
right, and rather more throughout the whole left side. The
percussion sound was dull everywhere except along the
right side and high up in the epigastric and right hypochon-
driac regions. The shape of the abdomen and the sounds
on percussion did not vary by changing the position of the
body. On pressing with the fingers over the right portion
of the umbilical region there was a peculiar crepitation, re-
sembling that of air in the cellular tissue, and which was
quite andible. Ovwer this spot it was semi-resonant, and yet
at the very same spot there was distinet fluctuation. There
was fluctuation throughout the whole abdomen, even at the
resonant points on the right side.

On examining per vaginam, the pelvis was found to be
occupied by an elastic substance filling the superior strait,
and the uterus was pressed down against the perineum.
The cervix was flaceid and not well defined, and the os
patulous. The sound could not be introduced, even on
using considerable force.

Next day I tapped Mrs. 8., removing twenty-seven pints
of cider-colored fluid, upon which floated a thick transparent
oleaginous stratum. Where it fell upon the sheet and soaked
in, and upon the abdomen and dried, there remained innu-

Fig. 10.

merable shining particles, like erystals or spangles. The
oily stratum appeared to consist of these crystals,
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The supernatant fluid, when examined by the microscope,
was found to consist exclusively of cholesterine, as may be seen
in the drawing, Figure 10, made by Dr. Drysdale. The
heavier cider-colored fluid was coagulated by heat.

In eritically examining the above case it will be found to
resemble ovarian dropsy much more closely than the preced-
ing one, and this resemblance extends even to the physical
and chemical character of the fluid. The only point of dif-
ference was the resonant point to the right of the umbilicus,
over a fluid which could be made to fluctuate beneath it.
And yet on the supposition that it was an ovarian cyst,
this could be satisfactorily explained. As the cyst became
developed, and gradually inereased in size, inflammation
might have united it to the intestines, and then, instead of
the latter having been erowded back as the former filled up
the abdominal cavity, the cyst, in its development, might
have shelved under the intestines, keeping them in front of it,
50 as to produce all the symptoms that existed in this case.

But I will continue the history a little further. After the
fluid was removed from the cavity of the abdomen, there was
great incurvation of the parietes. The atmospheric pressure
forced them in so as to exhibit the concave surfaces of the
diaphragm and iliac fossw, and the ridge of the vertebral
column. No tumors, ridges, or indurated masses, could be
detected.

The day after the tapping I made a very careful examina-
tion of the patient, and could not satisfy myself of the pres-
ence of an ovarian cyst. The skin of the abdomen had a
peculiar leather-like appearance. The pelvis was entirely
free, and the sound could be passed into the uterus to the
distance of four inches.

The idea of ovarian dropsy was now abandoned, and the
case was thought to be a eyst connected with the liver. The
patient was placed under medical treatment, and she re-
turned home on the second of January following free from
dropsy, and much improved in general health. On making
a professional visit to Pinegrove nine years after, I found her
in excellent health, which she has continued to enjoy to the
present time.
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In the foregoing cases of hepatic cysts the general health
was very much impaired, more particularly in the last one. In
such cases, could the accurate observer have an opportunity
of watching their progress from the earliest period, he could
not fail to decide against the existence of ovarian disease, as
in the latter the enlargement begins below and progresses
upward, while in the other it begins above and extends
downward. But at a later period, when the abdomen be-
comes entirely occupied by the eyst, it may be impossible to
diagnosticate correctly until the patient is tapped, and even
then it may be difficult to decide the guestion.

c. Case XXXIX.— Traumatic cyst of the liver ; death on the
Jifty-third day ; autopsy. The following case may be designated
a traumatic eyst of the liver, and although it occurred in the
male, the same accident might occur to the female, and con-
sequently be erroneously interpreted.

In the month of August, 1859, G. P., aged thirteen years,
was struck by the tongue of a fire engine in the right side
below the ribs. Dr. Spackman saw him about eight hours
after the accident. Two weeks after the injury the abdomen
began to enlarge. Dr. T. M. Drysdale was called in con-
sultation on the 19th of September, 1859, about four weeks
after the accident. IHe says, at that time, ‘‘the veins of the
abdominal wall were very full. Above the umbilicus the
abdomen was tympanitic, below there was a collection of
fluid which fluctuated. By percussion the colon could be
discovered resonant on the right side. The outlines of the
stomach could also be made out. The chest was resonant
everywhere, except at the lower part of the right side, which
was dull on percussion as high up as the nipple.”

A few days afterwards I was requested to see the case
with the above-named gentleman. There was very great
abdominal distention, with all the symptoms just described,
and producing such intense distress that I recommended
tapping, which operation I performed on the 26th of Sep-
tember, about five weeks after the injury. Dr. Drysdale, in
his notes of the case, says there were “obtained by tapping
fifteen and a half pints of fluid, which, in color and consist-
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ence, resembled bile, and some which fell on the shirt of the
boy stained it yellow. The abdomen resumed a natural
appearance after tapping.”

The patient, however, died on the 16th of October, about
two months after the injury, and twenty-eight hours after
death an examination of the body was made. “ A large cyst
was found to occupy the greater part of the abdominal
cavity, and which, at first sight, was supposed by some to be
an enormously distended urinary bladder, but this idea was
dispelled by finding that organ, containing about six ounces
of urine, beneath the cyst. On tracing the relations of the
eyst, it was found to dip into the pelvis between the bladder
and rectum, being attached to the peritoneal surface of both
these organs by weak adhesions. In examining the liver,
the common duet was found torn completely across and ter-
minated in the ecyst, being firmly adherent to its upper
part.”

The above very instructive case is reported in detail by
Dr. Drysdale in the American Jouwrnal of the Medical Sciences
for April, 1861, page 399. IHad it occurred in the female,
and apart from the severe accident, it might readily have
been mistaken for ovarian dropsy. A much less violent
injury may rupture the hepatic or cystic duet, or the ductus
communis choledochus, and afford an exit to the secretion of
the liver, so that long after such an injury had been forgotten,
the case might come under the observation of the surgeon,
and be erroneously diagnosticated and treated. Or, a gall-
stone by its pressure may establish the ulcerative process
in the eystic or common duet, or in the walls of the gall-
bladder itself, which, perforating their walls, might result
in the same condition. Cases of perforating ulecer from
like causes have come under my observation, but instead of
these perforations originating a case like the one above de-
tailed, they have opened into the intestinal cavity, atfording
an exit to large gall-stones through this channel, or,aided by
suppuration, these calculi have passed directly through the
abdominal wall.
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B. Cyst of the kidney.—The following case is pre-
sented in consequence of its supposed connection with the
kidney, and of its close resemblance, in several important
points, to a multilocular ovarian tumor. It oceurred, how-
ever, in the male, otherwise it might have been mistaken
for an ovarian cyst by even a careful observer inexperienced
in ovarian enlargements.

a. Case XL.—Cystic disease of the kidney, resembling multi-
locular ovarian tumor., J. Y., Xsq., aged over sixty years,
enjoyed the most robust health up to March, 1858, at which
time he was seized with a eramp-like pain in the abdomen,
not very severe, and of which he was relieved in three or
four days. Christmas following he had a similar attack,
accompanied with some hepatic and gastric derangement,
with paroxysms of quotidian intermittent fever. This attack
did not pass off as the other, but resisted treatment, and
in a few days was followed by evident derangement in the
functions of the kidneys. A specimen of the urine was ex-
amined with the microscope, and a few casts of the urinifer-
ous tubules were detected. The periodical fever was broken
up by the use of gquinine, but was followed by another inter-
mittent attack of a singular character, and which could not
be controlled by quinine or anything else that was pre-
scribed. At intervals of three or four days he was regularly
attacked with pain and distress in the right hypochondriae
region, or rather below it, followed by vomiting of a greenish
fluid in large quantities. IHe was always relieved by these
discharges of bile, and continued to suffer until they occurred.
The third week in January, 1859, he called my attention to
a fullness in the right side. On exposing the abdomen,
while the patient occupied the recumbent position, this full-
ness was perceptible to the eye; its highest point was about
three inches to the right of the umbilicus, and above it, and
it sloped oft uniformly in all directions, extending as far
towards the left as the linea alba. It was smooth, yielding,
elastic, dull on percussion, and fluctuating. It was evidently
a cyst, as large as a feetal head, and immovable.

This discovery I fancied would enable me to explain some
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of the peculiar symptoms of the case. Here was an immov-
able tumor pressing on the common bile duct and obstruet-
ing the flow of bile into the duodenum, and thus engorging
the gall-bladder, which, becoming greatly distended, would
be excited to spasmodic contractions every three or four
days, and force away its contents to be ejected by the
gtomach. This view was also strengthened by the clay-
colored stools, the porter-colored urine, and the icteroid ap-
pearance. These symptoms led me to believe that this tumor
was hepatie, notwithstanding the microscopical evidence of
the existence of desquamative nephritis.

By this time the patient’s general health had given way to
a considerable extent; his appetite was failing, he had lost
strength rapidly, and there was marked emaciation.

Day after day the tumor became more prominent, and all
about its base there sprang up others,—all of a cystic char-
acter,—making six in all, the original one occupying the
centre. This mass extended itselt so as to ocenpy the whole
right side of the abdomen, and encroached upon the left side
to a considerable distance, crowding the intestines beyond
its border. The outlines of each cyst could be traced by the
* eye in the elevations and depressions they made in the ab-
dominal parietes. They, however, evidently constituted only
one tumor, which, instead of being formed of several inde-
pendent cysts merely aggregated together, was probably one
large sac divided into chambers by septa, which, having open-
ings, allowed free communication between them. At all
events, it resembled more a multilocular ovarian cyst than
it did anything else.

The rapid growth of the tumor, and the equally rapid de-
cline of the health, strength, and weight of the patient, in
spite of all treatment, convinced me that I was dealing with
a malignant tumor,—most probably colloid in character,—
and that the result must necessarily be fatal.

Early in March, 1859, Professor Joseph Pancoast was asso-
ciated with me in the treatment. About the middle of April
we noticed that the tension of the tumor was diminishing,
and at the same time the quantity of the urine was increas-
ing. The urine, also, was altered in color, becoming bloody,
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and of a dirty brown, and was loaded with sediment. Im-
mense quantities were discharged through the bladder for
several days, and during this period there was a correspond-
ing diminution in the size of the tumor. The natural infer-
ence was that the tumor was really a cyst of the kidney, and
was now discharging its contents through the ureter and
bladder. The hard walls of the sac remained, while its
contents continued to escape with the urine; but the patient
gradually sank, as is usual in malignant disease, and died
early in June, 1859, No autopsy was allowed.

An examination of this filuld, which consisted of both the
contents of the cyst and of the bladder, was made by Dr.
Drysdale, who reported as follows :

“The fluid, passed by Mr. Y., which you gave me to ex-
amine, April 18th, 1859, was of a dirty light-brown color.
Its specific gravity was 1020. Its reaction was alkaline.

“ Under the microscope it was seen to contain plates of
cholesterine, coagulated fibrin, blood cells, oil globules, and
great quantities of granular cells, which in appearance closely
resembled those formed in ovarian fuid.

¢ Another specimen of the fluid, passed a few days later,
was examined, and found to contain less cholesterine and
fewer cells, the granular cell being very sparse. Casts of the
uriniferous tubes and erystals of uric acid were also found in
this specimen.”

In reviewing this interesting case it will be proper to keep
out of view the sex of the patient, as cases of this character
may occur in the female as well. IHere was a tumor occu-
pying the largest portion of the abdominal cavity, erowding
the intestines out of their natural position, altering the uni-
form contour of the surface, producing wave-like elevations
and depressions, even perceptible to the eye; a tumor which,
both by palpation and percussion, was ascertained to be
multilocular and cystiform ; and, what is the most remarkable
feature, a tumor whose contents contained granular cells
closely resembling ovarian fluid. In all these points, there-
fore, there was a close resemblance to a multilocular ovarian
tumor,
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But when we go back to the early history of the case we
will notice some signs distinguishing this from the early
period of ovarian disease, and which will greatly aid in form-
ing a correct diagnosis. Its origin was in the upper part of
the right lnmbar region, instead of the ingninal or hypogas-
tric; the seat of greatest suffering, preceding the discovery
of the tumor, corresponded with the same locality, instead of
being in either side of the pelvis; and the functional de-
rangement was confined to the viscera occupying the superior
part of the abdominal eavity. Add to this the continued
fixedness or immobility of the tumor, the great amount of
constitutional disorder, and the rapid diminution of the vital
powers, and we have a case differing from the ordinary course
of ovarian tumor.

b. Case XLI.— Cystic discase of the kidney, resembling uniloci-
lar ovarian tumor. November 1st, 1860, Dr. J. I>. Chandler,
of Centreville, Delaware, brought his sister, Mrs. .J. M., to the
eity to consult me in reference to an abdominal tumor. She
was forty-five years old. The menstrual period had com-
menced at the usual age, and continued to recur regularly,
with an occasional attack of dysmenorrheea. She was mar-
ried at the age of twenty-three, had eight children, the
youngest being then six years old. DParturitions were easy,
lactation was abundant, and recoveries had been good.
Menstruation had ceased without trouble in the spring of
1859.

About twenty years before she was seized with pain in the
right side, so severe that she was confined to bed several
days. The pain followed the course of the right ureter, and
was accompanied with lithic acid deposit in the urine. Sev-
eral years afterwards she had another attack of a similar
character, and repeated attacks after that, always associated
with lithic acid deposits. The last attack occurred on the
20th of August, 1860. This was the most severe, and con-
tinued two weeks. It was accompanied by frequent and
painful urination, and with large white phosphatic deposits
in the urine, attended with an offensive ammoniacal odor.
Direetly following this attack the tumor made its appearance,

10



142 DIAGNOSIS OF OVARIAN TUMORS,

and she lost flesh and color, the skin assuming a lemon
shade. The face was, at the time of her visit, somewhat
reddened by a recent attack of erysipelas.

When the patient was in a reeumbent posture on her back,
with the abdomen exposed, the prominence of the tumor
could be readily seen. It occupied the right side, was the
size of the head of a new-born child, elastic, semi-fluctuating,
and immovable. A horizontal line from the umbilicus inter-
sected the uppér third of the tumor. It pushed out the ab-
dominal wall in the lumbar region, and extended inwardly
to tlie median line, shelving down beyond it under a layer of
intestines. Percussion over the tumor and over its outer
boundary returned a dull sound, but towards the umbilicus
the sound was semi-resonant, in eonsequence of the intestines

Fig. 11.

i

overlapping it. DBetween the ribs and the upper edge of the
tumor, and between the groin and its lower boundary, and
over the left side, the percussion sound was resonant. (See
Figure 11.)

The pelvis was free, the uterus in sifu, quite movable, and
Lad no connection whatever with the tumor.
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Specimens of urine passed in the morning and evening
were collected and given to Dr. Drysdale for examination,
He reported as follows: ¢The urine contained some small
muecus clots, otherwise was clear and straw colored. Heat
produced a cloudiness, which was inereased by the addition
of nitric acid.

“ Migroscopic examination.—The urine passed in the morn-
ing contained very few cells and no erystals. The urine
passed at night contained a thin stratum of cream-colored
deposit, which, when examined with the microscope, showed
a cell resembling somewhat in appearance the granular cell,
but which, by the addition of acetie acid, proved to be pus or
muecus cells.”

The diagnosis was cystic disease of the right kidney.

After the examination of the fluid by Dr. D., I wrote to
Dr. Chandler, November 4th, 1860, as follows: ¢ The exam-
ination of the fluid in your sister’s case indicates some de-
rangement of the kidneys, and, so far as that evidence goes,
shows a direct or indirect connection of the tumor with the
right kidney. It may, however, be a tumor independent of
the kidney itself, yet located so near to it as to impair its func-
tions by pressure. Still, the whole history of the case would
seem to implicate the kidney in the difliculty. We must,
however, wait and watch the progress of the disease. My
great fears are that it is a case of eolloid disease, although the
arine does not indicate this.”

A letter from Dr. Chandler, dated December 13th, 1860,
said: “Some improvement in strength, but not in flesh;
appetite not very good; no gaseous distention of the bowels;
tumor consequently more prominent and protuberant, but
not larger; fluctuation more distinet ; walls of the sac thinner,
and in my opinion a unilocular sac; not painful, and giving
little inconvenience, except perhaps the fact ot its existence
having a depressing mental effect.”

In_.the above case the points which distingunish it from
ovarian tumor are clearly marked. The fixedness of the
tamor in the lumbar region, the resonant space between the
tumor and the pelvis, the overlapping of the intestines, the
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great mobility of the uterus, and its non-connection with
the tumor, and the repeated attacks of renal trouble pre-
ceding the development of the cyst, all establish the above
diagnosis.

I wrote to Dr. Chandler in order to learn the ultimate
history of this case, and received the following answer, dated
July 25th, 1871 :

“DEgar Sir,—I well remember the case of my sister. It
was a morbid growth originating in the right side in the
region of the kidney, enlarging with rather unusunal rapidity
till it extended beyond the median line of the abdomen, and
was accompanied by much pain and soreness, sickness of the
stomach, loss of strength, and a considerable degree of
emaciation.

“I believe, when you examined the case, you were of the
opinion it was colloid cancer. After I brought her home, I
directed the following mixture, viz.:

B..—S8yr. SBarsaparil. Comp. f3iij ;
Hydrarg. Bichlorid. gr. ij;
Potassii. Todid. 3iij;
Liq. Potass. Arsenit. fziij. M.
Dose, one teaspoonful three times a day,—generous diet, wine or porter,
and oceasionally iron.

“Some short time after using these remedies she began to
improve. After the secondl bottle of the above mixture,
the bichloride was omitted. The other three ingredients
were continued, with a gradual increase of the iodide till
it amounted to six or eight grains a dose. The improve-
ment was regular and steady. The treatment was continued
for several months,—the precise length of time I know
not.

“ (Once last summer she was apprehensive that she was
again to be troubled with it, but soon the symptoms cansing
the alarm passed away with some mild laxative and altera-
tive medicine.

“She has improved in strength and health and has become
quite fleshy.”

Under the head of Enlargement of the Abdominal Viscera,
other forms of tumor of the kidney will be discussed.
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(' Uterine eystg,ﬂﬂf the several forms of eystic tumors
of the abdomen, apart from the peritoneal cyst already re-
ferred to, there are none that will puzzle the surgeon more
than those which arise from the body of the uterus itself.
Unlike cysts of the liver and of the kidney, the locality of
its origin corresponds with that of the ovarian eyst, and its
future development, at least so far as its mere enlargement
is concerned, is accompanied by the same signs as those
associated with the growth of an ovarian tumor. I am of
opinion that in most cases of eysts originating from the ex-
ternal surface of the uterus, the very first condition of the
disease is a solid fibroid tumor, extra-uterine, sessile, or
pedunculated, and necessarily invested by a peritoneal coat.
This tumor subsequently softens and liquefies, and being
contained in its envelope of thickened peritoneum, becomes
a fluctnating encysted mass, resembling the unilocular ova-
rian cyst. If this be correct, then the early history of the
case, like that of the hepatic and renal eysts, will greatly aid
the diagnosis. If the tumor has risen out of the cavity of the
pelvis, it may be felt in the lower part of the abdomen as a
hard, solid, and more or less round, movable mass, attached
to the uterus. It will continue to enlarge, and, for a time,
retain its pecualiar firm fibroid character. In the course of its
development, a point will begin to soften, and ultimately the
whole mass will become liquefied. Such a case, watched
closely from the beginning, could not readily be mistaken ;
but should the surgeon not be consulted until it had passed
through these several stages, it would be impossible for him
to decide correctly without resorting to other diagnostic
means. The character of the fluid, as will be shown, will
distinguish it from an ovarian eyst. The change of a fibroid
tumor from a solid to a liquid form is also accompanied by
a rapid impairment of the general health.

I shall now endeavor to illustrate these views by my clini-
cal experience,

a. Case XLIL.—A solid fibroid tumor of the ulerus, becoming
softened and liquefied, is mistaken for an ovarian tumor, and is
tapped ; autopsy. July 8th, 1852, at the request of Dr. Wil-
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llam Gardener, I visited Mrs. F. K., of Philadelphia, aged
thirty-six years. At the age of seventeen she was attacked
with a general stiffuess of the body and lower limbs, so that
she could not walk. 'I'his was accompanied by a severe pain
in the side. At the age of eighteen she had a similar attack.
She first menstroated when nineteen years old, and was per-
fectly regular afterwards. She had one child, which was
three and a half years old at the time of my visit. During
gestation she had a discharge of black blood at three different
periods, supposed by her to be menstrual. After parturition,
menstruation again recurred regularly. In January and
February, 1852, the menses became black and offensive.
In March following, while in the act of lifting her child
from the floor to a chair, she felt something give way, like
the breaking of a string, low down in the right side. This
was accompanied and followed by great pain,—* pain enough
to bring a child.” The abdomen became very hot and so
sore that she could not bear the slightest touch, continning
in this state for three or four days. About a week alter she
had been relieved she noticed a lump in her right side as
large as a door-knob, and movable. It increased in size
rapidly. During the above attack she had great pain in
urination and frequent calls, which still annoy her. In the
latter part of August she was again seized with intense pain
and sent for Dr. Gardener, who ordered an anodyne.

In making an examination I detected a very hard fibroid
tumor occupying the cavity of the abdomen, its shape and
size being very much like the uterus at the seventh month
of gestation. The uterus was central and free. The sound
entered two and a half inches into its cavity, and disclosed
the fact that the tumor was pedunculated and sprung from
the body of that organ,

September 21st following, I examined her again immedi-
ately after a menstrual period. She had increased very
rapidly in size, being larger than is usual at the full period
of pregnancy. The tumor, however, had entirely changed
its character: it was then elastic and fluctuating, particularly
its upper portion, which was evidently eystic and contained
fluid. It was globular in form and very prominent. The
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sound still entered the uterus two inches and a half, and took
a direction towards the sacro-iliac junction. Motion given to
the tumor was only slightly communicated to the sound.
The uterus, near the pubes, was pressed down and wedged
in the pelvis, its mouth looking forward and the body curved
upon the tumor. Itstexture was hard and the os small. The
groius and external genitals were much inflamed, the labise
were hard and unyielding, the induration extending partly
into the vagina.

October 4th, the patient having increased much more in
size, and suffering great agony, I attempted to relieve her
by paracentesis, using for that purpose a large trocar. A
few drops of fluid only escaping, I passed the uterine sound
through the canula, and it was arrested by a resisting mass.
After probing in various directions, the sound, by con-
sulehl,ble plessme., was forced lm{,kwcud and upward into

a cyst, from which escaped slowly about three pints of
dark-colored fluid and a small quantity of blood. After this
cyst was emptied, I partially withdrew the canula, and again
replacing the troear, I forced it upward and towards the
right side to its utmost extent, with a view of entering a cyst
in that direction. But no fluid escaped. I again used the
gsound as a probe, pushing it beyond the canula into another
eyst, from which flowed about three pints of quite clear,
transparent fluid. DBoth fluids were coagulated by heat.
After tapping, both sides receded, leaving a central mass,
hard and resisting, and covered with protuberances. This
seemed to be the original tumor. The trocar had been passed
through this hard body in order to reach the cysts, and, as a
result of the continued and free manipulations, atmospheric
alr was readily admitted. The canula was withdrawn with
dificulty, as the hard tumor seemed to cling to it. The
patient bore the operation well.

October 12th, I saw the patient again. She menstruated
after the tapping, and had considerable suffering. In twenty-
four hours she had filled up to the same size as before, and
at this date the abdominal distention was greater. The pulse
had risen from 125 to 140. The tongue was red and glazed.
The measurement around the umbilicus was forty-three
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inches; cn the 9th of August it was only thirty-seven inches.
The cysts, instead of being filled with fluid, were greatly dis-
tended with gas. The external genitals were more inflamed
and indurated, and the vagina was abraded and sore. To
relieve the flatulent distention of the cysts, I introduced in
two places a small trocar, through which a large quantity of
fetid gas and some fluid escaped. This had the effect of
relaxing the walls of the abdomen. The solid tamor could
again be felt, but it evidently was softening. On withdraw-
ing the canula, it was found plugged up with medullary-like
matter, and was discolored by the sulphuret of silver. The
patient was much relieved by the tapping.

October 23d.—The cysts had again become greatly dis-
tended with gas, and upon succussion, a large collection of
gas and flaid ecould be heard and felt fluctuating. The lower
limbs were very much swollen, and a spot had ulcerated
above the ankle, which had assumed an erysipelatous appear-
ance. The pulse, however, was less frequent, the tongue was
not so red, and the appetite had improved. The small trocar
was again used, and a large quantity of the most fetid gas
escaped, and a considerable amount of offensive fluid, re-
gsembling thick soapsuds or rich chocolate. Much more
fluid, too thick to pass through the small-sized canula, still
remained. To remove this, the large trocar was introduced
through the old cicatrix, and fourteen pints of a similar fluid
were evacuated. It was much thicker, extremely fetid, and
filled with broken-down, degenerated tissue. The fibroid
tumor had softened and liquetfied, and most of it had disap-
peared. Some portion of it was still traceable, but had
become much softer.

October 20th.—Soon after the last tapping, the swelling of
the lower extremities diminished, and the pulse and tongue
improved. At this visit I found the pulse 120, skin hot,
tongue dry, and emaciation great. Through the large trocar
I removed about one pint more of thick adhesive ropy fluid,
like soft-soap, but a large quantity still remained. A tent of
cotton wick was introduced through the canula and allowed
to remain.

November 3d.—The patient had improved since the last
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examination. The tent was removed, and very little dis-
charge followed, as the opening became plugged up with
masses of degenerated tissue. I now decided to inject the
cyst with iodine and iodide of potassinm, as follows:

B.—Tincturm Iodinii, fzvi;
Potassii Todidi, s ;
Aqum Fontanw, f3v. M,

About two fluidrachms of this mixture were added to a pint
of warm water and injected, but in consequence of pieces of
tissue blocking up the nozzle of the syringe there was dif-
fienlty in removing the liquid thrown in. DBy exhausting the
gyringe, several masses of tissue were caught in the nozzle
and then withdrawn. Finally, between three and four pints
of fluid, filled with débris of solid matter, were, removed
through the syringe by pressure, the sound, and a flexible
catheter. Afterwards, a tent was introduced to keep the
wound open. The patient bore the operation well.

November 6th.—The patient continued to improve. There
had been no increase in size. About one quart of fluid was
removed. Several large syringefuls of iodized water were
injected and withdrawn. Finally, a much stronger solution
of iodine was introduced, and a thicker tent placed in the
opening. :

November 8th.—After drawing off about one quart of fluid,
I enlarged the opening, introduced a portion of gum-elastic
stomach-tube, and injected a mixture of equal parts of the
iodine compound and water, and afterwards closed the tube.

November 10th.—The tube gave exit to nearly two quarts
of fluid. I introduced Bond’s placenta-forceps through the
opening, and removed a large quantity of degenerated tissue.
The iodine solution, in full strength, was injected and re-
tained. The gum-elastic tube was removed, and a glass tube
with a wide rim was substituted by Dr. Gardener.

This treatment was continued until the cyst contracted to
a small extent, and the glass tube in consequence took an
inclination downward towards the pelvis.

December 14th.—Strong indications of recovery manifested
themselves up to within a week of this date, when a change
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took place, great prostration followed, and she gradually
sank, and died of septiczemia.

A post-mortem examination discovered no traces of recent
inflammation in the abdominal cavity. There was an old
adhesion uniting the cyst to a portion of the small intestine
near the ileo-ccal junction, and also some old adhesions in
the pelvis. The eyst had contracted to a very small size,
and seemed to have lost all vitality, to have degenerated as
the tumor had done. It wasthought to be peritoneal. The
original fibroid tumor had disappeared, except a portion as
large as a hen’s egg, which occupied the right side of the
fundus uteri, and appeared to be the pedicle of the shriveled
cyst. This pedicle was fibroid in character, and was movable
on the uterine tissue. The remaining portion of the uterus
and ovaries was healthy.

The above case is intensely interesting and instructive. The
rapidity with which liquefaction of the tumor had occurred
was remarkable, as this is usually a slow process. No doubt
the inflammatory action which was set up mainly con-
tributed to this result. The prospects of recovery were be-
coming quite flattering until the patient was overwhelmed
by septic poison. If the vital powers could have withstood
the influence of this poison, there is no question but that the
tumor could have been destroyed and her health restored.

I wish to observe, also, that in its earliest history I had
pronounced the tumor to be a uferine fibroid, but as the cystic
character became so rapidly developed, I concluded it to be
a fibroid tumor of the ovary. In either event, as it was satis-
factorily proved to be pedunculated, it was a removable
tumor by gastrotomy. The propriety of an operation was
discussed and decided oun, and the 9th of October was fixed
for that purpose. Why it was omitted will be explained by
the following memorandum in my case-book: “ To-day the
patient had decided to have the tumor removed, but in con-
sequence of the menses having appeared, the operation was
postponed, agreeably to her wish, until the 12th.”” Ou the
12th the record is: “ We again assembled for the purpose
of operating, but the symptoms were so forbidding as to
cause us to decide against the operation.”
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It will have been noticed that one very important means
of diagnosis in this case was omitted,—that of the micro-
scopic examination of the fluid. This would have enabled
us to have arrived at a more definite conelusion as to its
origin, whether uterine or ovarian. This, however, in refer-
ence to the operation of extirpation, was a matter of minor
importance, as the risks of the operation in either case would
have been the same. It may naturally be a matter of inquiry
whether this patient was afforded the best chance of life by
omitting the operation,

b. Case XLIIL.—A large ulerine cyst, with a secondary cyst in
its walls, mistaken for an ovarian tumor, and gastrofomy performed.
October 38d, 1859, I visited Mrs. A. 8., in consultation, with
Dr. Samuel Woolston, of Vincenttown, New Jersey. She
was forty-two years old, considerably emaciated, and very
much broken down in general health. Menstruation was
unusually delayed, was regular, painful, and profuse. She
married at the age of twenty-nine, and has had four chil-
dren, the youngest being six years old. Her parturitions
were not difficult, lactation was free, and she nursed her
children one year. She still menstrunated regularly, and
after the appearance of the tumor suffered severely from
dysmenorrhea. For several years she had bad attacks of
bearing-down pains at intervals, and at the time I saw her
this sensation was constant.

She first noticed a lump in the lower part of the left side
in October, 1858, and consulted Dr. Woolston the following
Christmas. It was then as large as a goose-egg, elastie, and
movable. He preseribed an ointment, after the use of which
the patient thought there was a slight diminution in size.
The patient considered herself pregnant, and Dr. W. coin-
cided in opinion with her. On the 25th of March, 1859,
she supposed that she had quickened. She continued to feel
motiou, as she thought, up to the 1st of May, after which
all motion ceased. The natural inference was that the child
was dead, and that it continued to occupy the cavity of the
uterus up to the time of my visit. Among the several sur-
mises in reference to her coundition, Dr. Woolston supposed
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it might be uterine dropsy; and, acting on this opinion, he
attempted to pass a catheter into the uterus in order to tap
it, but after entering the os, finding that nothing but blood
escaped, he desisted. Then again he thought it might be a
case of hydatid mole of the uterus.

During all this time the patient had rapidly increased in
gize, and when I saw her she measured round the umbilicus
forty-four inches, from sternum to pubes twenty-four inches,
and between the two superior spinous procesges of the ilia,
in front, twenty-six inches. The xiphoid cartilage was tilted
up by the tumor to an angle of forty-five degrees.

The abdomen had a pretty uniform shape, and retained the
same form in different positions of the body. There was
dullness on percussion everywhere, except in the superior
part of the epigastric region. No ridges or inequalities
could be discovered throughout the abdomen. Fluctuation
was distinet and unimpeded over the whole abdomen. The
uterns was crowded back to the sacrom. Thesound entered
two and three-quarter inches. She was then menstruating.

As all the signs of a unilocular eyst were present, I at once
expressed my belief in the existence of ovarian disease, but
stated, however, that the question could be positively decided
by tapping. This I was not prepared to do at this visit.

The examination threw new light upon this case, hereto-
fore obscure, and afforded the patient hope of a restoration
to health. After due consideration, she decided upon an
operation, and a week from that day was appointed for the
purpose.

October 10th, 1859, I removed the tumor. During the
operation there escaped two pints of clear, yellowish fluid,
evidently from the peritoneal cavity ; thirty pints of a dark
brown-colored fluid from a large cyst; and three or four
pints of a lighter colored fluid from a small cyst attached to
the walls of the large one. Both cystic fluids were heavy,
dense, and very adhesive. The wall of the cyst was thin and
membranous, and resembled thickened peritoneum. The
pedicle was very short, almost sessile, thick and fleshy,
originating from the uterus, and very similar to that of a
fibroid tumor, appearing to be composed partly of an exten-
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gion of the uterine tissue itself. The locality of the pedicle
was on the left of the fundus uteri, immediately anterior to
the origin of the Fallopian tube. It had no connection with
either ovary. The body of the uterus and both ovaries were
healthy.

A specimen of the fluid from the large eyst was collected
and given to Dr. Drysdale for examination, without informing
him of the nature of the case. This was done with the
view of testing his ability to recognize its character by ex-
amination with the mieroscope. Dr. D. reported that the
fluid, removed from Mrs. 8. on the 10th of October, was not
ovarian. His report reads: * After standing a few hours, the
fluid separated info two portions—a coagulum, which filled
one-third of the vessel, and a clear, bright-red fluid, which
was very thin.

“ Chemical examination.—The specific gravity was 1020,—its
reaction alkaline. The thin portion of the fluid coagulated
when heated. Considering it to be serum, a further exami-
nation was not undertaken.

“ Microscopic examinafion.—After a prolonged and careful
search nothing could be found in the specimen but blood
corpuscles.”

The above case, at the time it came under my observa-
tion, possessed marked signs of a unilocular ovarian cyst.
Had paracentesis been performed, removing the fluid from
the large cyst, the idea of it being an ovarian tumor would
have been sirengthened by developing the presence of an
additional cyst,—the existence of secondary cysts in the walls
of a parent cyst being strongly confirmatory of ovarian dis-
ease. The appearance of the fluid itself would have induced
the belief that it was ovarian in character. It was a brownish-
colored, dense, adhesive, coagulable fluid. So evident were
all these points, that had no opportunity oceurred of making
an inspection of the abdominal cavity, I should have discred-
ited the evidence adduced from the microscopic examination,
and believed the case to be one of disease of the ovary. This
one fact, therefore, is an important lesson in diagnosis, and
teaches us the indispensable value of microscopic aid in
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pathological investigations. It recalls to mind a statement
made to me many years ago by Dr. Waldo J. Burnett, the
author of the prize essay on “The Cell,” that he could dis-
tinguish ovarian fluid from every other by the character of the
cell,

The remarks, however, respecting the physical characters
of the fluid require some modification. Dr. Drysdale says,
“It separated into two portions—a coagulom, which filled
one-third of the vessel, and a clear, bright-red fluid, which
was very thin.” So far as my observation goes, a fluid
possessing such properties is never taken from the cavity of
an ovarian cyst. I shall have oceasion again to refer to this
fact, in order to show that the character of the fluids of
dropsy is of great importance in differential diagnosis. A
Juid which gelatinizes or coagqulates on exposure to the air is not, in
Y Opinion, ovarian.

What was the character of this tumor in the early period
of its history? The constitution and site of its pedicle, and
the anatomical peculiarities of the ecyst, indicate that it
originated as a fibroid tumor of the uterus, and that it
subsequently softened and liquetfied, and assumed the usunal
characteristics of encysted dropsy. Whether or not it origi-
nated as a fibroid tumor, the examination proved that it was
not an ovarian cyst, and also that it took its origin from the
fundus of the uterus.

Therapeutical considerations.—The importance of dis-
tingnishing these uterine cysts from ovarian tumors is mag-
nified when their remedial treatment is taken into view, for
with the data furnished by these and other cases, now to be
mentioned, I shall hereafter hesitate long before deciding .
upon their removal by the abdominal section. The eyst wall
being formed of peritoneum, and the internal surface having
been the adherent, not the exhalant, surface, it would be rea-
sonable to expect that the disease, if not malignant, would be
curable by less formidable means. Sometimes cases of ova-
rian dropsy are reported as having been cured by tapping.
I have had cases of this kind myself, at least =0 viewed at the
time, but since rendered doubtful, as some of the diagnostic
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tests were then overlooked. Such cases of cure are very
rare. The following have come under my own observation :

a. Case XLIV.—A eyst diagnosticated to be ovarian ; tapped ;
no return of the fluid for twenty years. Angust 22d, 1848, I was
consulted by Mrs. E. C. W., aged thirty-five. Menstruation
commenced in her thirteenth year, was suspended by taking
cold, and afterwards returned with pain. She has always had
dysmenorrhea with a clotted discharge. In 1838 she was
under the care of Professor Samuel George Morton, who
supposed she was pregnant, but if so the ovum was dis-
charged at two months. For a long time, about this period,
her breasts would enlarge and contain milk during the men-
strual periods. She has never had children. The following
history is condensed from a written statement made by her-
self’:

In the spring of 1838, after suffering severe pain in the
back and groins, and having profuse, clotted, and offensive
menstrual discharge, she discovered a tumor, as large as an
egg, in the right groin, which Dr. M. considered an ovarian
tumor. In 1839, Professor Samuel Jackson took charge of
her case. He at first diagnosed her condition as due to hyper-
trophy of the uterus, and, after putting her under a course of
severe antiphlogistic treatment, concluded it was a malignant
tumor, which would soon terminate fatally. She then under-
went homeopathie treatment in 1840, and in 1841 Professor
Hodge was consulted, who advised her to discontinue medi-
cation. Dr. Sharpless took charge of her in 1844, and after
curing her of granular inflammation of the os and cervix
uteri, she was much more comfortable, althongh her size
had inereased. In 1845 the enlargement of the abdomen
increased rapidly, accompanied by great suffering, high
fever, and inflammation of the skin over the hypogastric re-
gion, so as to lead to the supposition of the formation of an
abscess. The distress and distention became so great in
1846, that Dr, 8. attempted to tap her. He introduced the
trocar, but it entered a solid mass and no fluid escaped. Al-
lowing the canula to remain, he went for Professor George
McClellan, whom he brought to the bedside. Dr. McC.,



156 DIAGNOSIS OF OVARIAN TUMORS.

inclining the instrument towards the right side, pressed
it through a dense structure clear up to the hilt and entered
a cyst. Twelve pints of fluid were discharged, but very
glowly, requiring five hours for the purpose. The fluid was
go thick it had to be broken up through the canula in order
to get it out. It resembled a mixture of Spanish-brown and
water, and after standing some time separated into two
parts. The patient soon improved after this, and all pain
left her, except at the lower part of the spine. The case was
considered by these gentlemen to be one of ovarian tumor.

I was consulted in 1848 by Mrs. W., for neuralgia, par-
ticularly for coceyodynia, and after receiving an account of
her history I proposed an examination. I would premise
that she was disposed to corpuleney, which was most marked
in the abdominal region, and which greatly obscured the per-
cussion gounds. When on her back, the abdomen was some-
what prominent, not more so than the amount of adipose
tissue would account for. The lower portion of the right side,
extending to the median line, had a dull pereussion sound,
the left side was resonant. The uterus was pressed upward
and forward against the pubes, was immovable, and was
healthy. The sound entered three inches. The posterior
wall of the vagina was much straighter than usual and had a
resisting body behind it. This body was also felt through
the reectum. The os coceygis was very sore to pressure.

I continued to be the family physician of Mrs. W. for
years, up to the period of her death, and it was not until
May 6th, 1866, that I was requested to visit her in conse-
quence of a return of her old trouble. She was then fifty-
four years old. For the last year the abdomen had been
increasing in size, and she was emaciating. She was as
large as a woman at full period. The uterus was entirely
above the pubes, the sound entered four inches. The pelvis
was occupied by an elastic cyst, back of the vagina, A
cystic tumor occupied the abdomen, but fluctuation was
indistinet.

June 2d, 1866, the suffering of the patient becoming ex-
treme, she begged to be tapped. I operated with a large,
long trocar, and drew from the peritoneal cavity about two
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pints of ascitic fluid. The canula was felt resting against
the walls of a cyst. The trocar was introduced, and, after
passing deeply through a resisting fibroid mass, entered a
eyst, from which fourteen pints of a yellowish-brown or
strong coffee-colored fluid were removed. It was opaque
and thick, and coagulated firmly by heat, The symptoms,
however, becoming more grave, she died the 25th of June,
1866.

Ten hours after death my son-in-law, Dr. David Burpee,
made a post-mortem examination. There was a large amount
of adipose deposit in the walls of the abdomen. The tumor
was very adherent everywhere, and contained a large quan-
tity of tissue resembling in color and consisteney a decom-
posed placenta, and was seen to originate from the right side
of ‘the uteruns, its pedicle being sessile, thick, and fleshy.

b, Case XLV.—A cyst diagnosticated to be ovarian honor ;
tapped ; no return of the fluid in twenty years. July 13th, 1852,
I visited Murs. H. H., of Camden, New Jersey, in consultation
with Dr. Cooper. She was forty-eight years old. Menstrua-
tion commenced at the age of sixteen, was always regular,
and rather painful. At twenty-one years of age she married,
and had five children, the youngest being thirteen years old.
The labors were easy, and recoveries good. The menstrual
flow returned regularly until the April preceding, at which
time it ceased. Iler health has been uniformly good.

She first noticed a tumor in her right groin about eight
years before, when it was as large as an egg. She could
readily feel it every morning before passing water, but
when the bladder was emptied it would fall into the pelvis.
Ever afterwards she had trouble with the bladder, urination
being frequent and the quantity of urine small, and of the
color of brick-dust. The tumor gradually increased in size.

She was much larger than a woman at the full period of
pregnancy, and the abdomen was uniform in shape. Flue-
tuation was distinet, and impressed me with the idea of a
thick fluid, or of a fluid inclosed in a thick-walled eyst. All
the characteristic signs of an ovarian tumor were present.

I removed eighteen pints of dark-colored, opaque fluid,

11
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which ran away very slowly through a large canula. It was
coagulated very firmly by heat. The collapsed walls of the
emptied cyst conld be felt after the tapping. DBefore tapping,
the uterus was jammed down against the perineum. After
tapping, the uterus was more free and movable.

The diagnosis was ovarian tumor, and the arrangement
was to remove the cyst when it refilled.

November 16th, 1856, Mrs. . was on a visit to Phila-
delphia, and had an attack of tonsillitis, for which I was
requested to see her. To my surprise there had never been
any return of the fluid since she had been tapped, and this
affection of the throat was the only sickness she has had
since. I examined the abdomen carvefully and could find no
enlargement. I understand upon inquiry that she has re-
mained perfectly well up to the present time.

e. Casg XLVI.—A eyst dingnosticated to be ovarian ; tapped ;
no relurn of disease for siz years. May 25th, 1865, Madame
L. ., of Baltimore, Maryland, called at my office to consult
me. She was thirty-six years of age, of small stature, and
dark complexion. She first menstruated at the age of
eighteen years, and was always regular. She married at the
age of twenty, had four children, and the labors were diffi-
cult. She never menstruated while nursing, although some
of her children nursed thirty months. The youngest child
was six years old. After the birth of this child the menstrual
flow was more profuse than before.

About two years ago, I had treated this lady for granular
inflammation of the os uteri, and in March, 1865, she con-
sulted me again, supposing that she had a return of the dis-
ease; but upon an examination I discovered an enlargement
in the lower part of the abdomen. As the tumor closely
resembled an enlarged uterus, and as the patient thought
she might be two months pregnant, I declined making a
critical examination at that time. When she visited me in
May the tumor had increased in size. It extended to the
umbilicus, was globular in shape, elastie, fluctnating indis-
tinetly, movable in all directions, inclining towards the right
side, although central in position. She had passed through
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a menstrnal period, which was painful in character. A
sound passed into the uterus two and a half inches, and was
not disturbed by the motions given to the tumor. No dis-
ease of the os uteri was discovered by the speculum.

The patient was solicitous for an operation, but as the
tumor was small, and her health good, I advised her against
it cnnsentiug, however, to remove it at some future da:,'
should it be thought advisable.

October 31st, 1865, the patient called to see me again.
During the summer she had passed through a violent attack
of inflammation of the bowels, and almost sank under it.
ITer size had increazed.

May 2d, 1866, during the session of the American Medical
Association at Baltimore, I visited Madame F. in company
with my brother, Dr. John L. Atlee, of Lancaster, and Drs.
Chatard, senior and junior. She had increased comnsider-
ably in size, and was very solicitous for an operation. There
was some doubt as to the real character of the tumor, as
there was no distinet fluctuation. There was, however, a
sense of vibration on percussion, and it was decided to tap
her. This was done, and eight pints of dark chocolate-
colored fluid were removed. As the last of the fluid was
escaping, the canula was choked up by plugs of thick tissue.
The fluid was not examined. After the tapping, the walls
of the abdomen, which were quite thick from fatty deposit,
subsided, and no ridges, nodules, or tumors could be detected.

With regard to the diagnosis, all agreed that it was
ovarian,

June 25th, 1869, I made a careful examination of the
patient: the abdomen was quite flat, and not a trace of the
disease could be detected. I have understood that up to the
present time, 1872, she has remained perfectly well.

* It is to be regretted that in these two cases an examina-
tion of the fluids was omitted. The appearances of the
fluids were so characteristic of ovarian dropsy that the shadow
of a suspicion did not arise to the contrary, and it is only
the remarkable result following the tapping that now creates
a doubt of the correctness of the diagnosis made. If it had
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been known, through an examination by the miecroscope,
that the ovarian granular cell was absent, it would have ex-
cluded the idea of the cyst being ovarian. DBut for the
present all must remain in doubt, as both patients are still
living and in good health.

D. Peritoneal inflammatory cysts,—The peritoneal in-
flammatory cyst is a form of disease which may closely
resemble an ovarian tumor. In this particular form of eyst
the inflammation is localized in a part of the peritoneum, or
of the subperitoneal tissues, and is followed by an effuzion of
fluid, which is imprisoned in pockets formed by an aggluti-
nation of the serous surfaces, or accumulates in the areolar
tissue, and separates large portions of the peritoneum from
their attachments; thus, in either case, forming a cystic
tumor, which is difficult to distingnish from an ordinary
ovarian cyst. This is a very different state of things from
that which occurs in ascites, or which is associated with
tubercular peritonitis, as the fluid does not occupy the whole
peritoneal cavity, but is inclosed within a distinct cyst, which
is projected into the general cavity of the abdomen. So far
as my experience goes, these inflammatory cysts originate in
the region of the pelvis. The locality of the disease there-
fore corresponds with that of an ovarian tumor,—hence the
difficulty of diagnosis is increased. The inflammatory cyst,
however, is sensitive to pressure, and more or less immova-
ble. It is accompanied, also, by pain, great constitutional
disturbance, emaciation, and the usual symptoms of acute
disease. An ovarian cyst, unless in a state of inflammation,
is usually free from tenderness, is more or less movable, and
does not so rapidly impair the general health. Still, there
are cases even of ovarian cysts, which, in their origin and
progress, partake of the acute character of the peritoneal in-
flammatory eyst, and cause as rapid a depreciation of the vital
powers. (See Case IIL.) The inflammatory eyst, like the
ovarian, is sometimes submerged in aseitic fluid.

Whenever doubt exists respecting the nature of the dis-
ease, tapping may be resorted to, and the diagnosis may be
made by an examination of the fluid.
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Should gastrotomy be undertaken in a case of inflamma-
tory cyst, the operator will soon perceive, on exposing it, that

‘ he has not encountered an ovarian tumor. Instead of the
dense, shining, white surface of an ovarian cyst, he will see
a dull, brownish-colored tumor, having an extensive area of
attachments, non-pedunculated, whose removal will be found

to be impossible.

a. Casg XLVIL-—Peritoneal inflammatory cyst, resembling an
ovarian tumor ; exploratory operation ; aufopsy. June 10th, 1871,
I visited Mrs. S. W., widow, aged thirty-two years. Men-
struation commenced at twelve years of age, was always
regular, but rather profuse. She was married at the age of
nineteen, had seven children—the youngest being seven
years old—and two miscarriages, one at four, and the other
at six months. She nursed her children twelve months, and
the menses returned two months after parturition.

One year before my visit, after a severe attack of pain, she
noticed an enlargement in the lower central part of the abdo-
men. She described the swelling as being hard, and she had
difficulty in passing water, unless she lifted up the abdomen
with her hands. She continued to suffer in this way for
three months, when her physician pronounced her pregnant,
although menstruation was regular. She then went into a
hospital for one month, and the surgeons of the institution
decided her condition to be tumor and dropsy. In Decem-
ber, 1870, Dr. K. took charge of her, but not relieving her by
medical treatment, he and Dr. N. tapped her in Apnil, 1871,
removing four and a half gallons of adhesive fluid, of a light-
green color. A tumor could be felt after the removal of
the fluid in the right side, hard, and very sore to the touch.
The tapping was followed by severe inflammatory symptoms.
After this she was attended by Dr. M., who tapped her the
second time on the 6th of May, removing two and a half
gallons of a lighter-colored fluid, resembling urine. Two
tumors—one on each side—were found, but they were not
sensitive to the touch. May 20th she was tapped the third
time, removing nineteen pints of a still clearer fluid, and her
physician pronounced her disease ovarian tumor. The doctor,
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in a note to me, says, ‘I found when the water was taken
away that she had two large tumors,—one occupying the
right and the other the left inguinal region. The one on
the right was firm and not easily moved, and appeared
perfectly solid; the one on the left is softer, but in a fixed
position.”

I found the patient very much debilitated and emaciated,
scarcely able to move in bed, apparently rapidly sinking, the
pulse being very feeble and frequent. She was much larger
than a woman at full period of gestation, and the abdomen
was symmetrical in shape. All the characteristic signs of
encysted dropsy were present. Fluctuation was distinet
everywhere. The posterior wall of the vagina protruded
beyond the vulva. The pelvis was occupied by a hard de-
posit, and the uterus was fixed in position, but admitted the
sound two and a half inches. Urination was difficult.

I placed the patient immediately upon a tonic and sustain-
ing course of treatment which somewhat improved the gen-
eral symptoms, and then tapped her on the 18th of June,
removing about thirty pints of dark, straw-colored fluid,
which was slightly coagulated by heat. Deing undecided as
to the character of the dropsy, whether it was ascitic or
encysted, I repeatedly percussed the abdomen as the fluid
escaped, but at no time could discover the wsual resonance of
the floating intestines, yet as the abdomen diminished in
bulk I could discover that the tumor in the right side was
immersed in the jluid. After evacuating all the fluid, and
while examining the abdomen before withdrawing the canula,
I noticed a cystie tumor in the left inguinal region, and pune-
tured it with the trocar, removing two pints of the same kind
of fluid as that taken from the abdominal cavity, and which
reacted to heat in the same way. The first fluid, however,
was free of flaky deposit, but the last had small flakes, which
sank in the fluid, and a small, hydatid-like body as large as
a pea, which floated on the surface. There still remained
the tumor in the right iliac region. This was more solid, and
felt like a multilocular mass, and was but slightly movable.
After tapping, the protruded portion of the vagina receded
to a certain extent, and could be pushed into the pelvis.

R RO,

—_—
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The pelvis was still more or less occupied, and the uterus
was more readily moved.

The two specimens of fluid were handed to Dr. Mears for
examination. Ile reported that the specimen from the eyst,
“containing the small vesicle, had a specific gravity of 1013,
was of a dark color, was largely albuminous, and contained
a large mass of fibrinogenous substance ; a small quantity of
egranular matter with fragments of epithelial scales, was found
on microscopic examination.”

The other specimen had a “specific gravity of 1015, was
somewhat lighter in color than the first, and contained very
little granular matter, some oil globules, and blood,—no
fibrinogenous substance.

“I do not think these specimens of fluid are from an ova-
rian eyst. The flnid, containing the fibrinogenous substance,
is in all probability from the abdominal eavity, and is the re-
sult of irritation produced in the peritoneum,—possibly by a
uterine tumor. Virchow (Cellular Pathology) has found this
fibrinogenous substance in fluids drawn from the pleural
cavity in a case of pleurisy,—he speaks of it as being present
i fluids from the abdominal eavity. After removal of the
coagulum, a fresh substance appeared on the day following,
and the coagulative power lasted fourteen days. Ie regards
it as a fibrinous exudation, and can be only produced as the
result of some irritation [inflammation].”

In reviewing the case, I found it impossible to arrive at a
positive diagnosis. It was plain that the large body of fluid
was drawn from the cavity of the peritoneum, that the cyst
in the left inguinal or lumbar region was not ovarian, but a
peritoneal eyst, and it was thought that the tumor in the right
inguinal region was in all probability a multilocular ovarian
tumor.

The patient, having rallied somewhat upon the use of
tonics and good diet, after the tapping, demanded an opera-
tion. I consented to examine the cavity of the abdomen, and
on July Tth, 1871, in the presence of Drs. Mears, Burpee,
Burmeister, and W. Lemuel Atlee, I opened the abdomen
by an incision three inches in length. About two gallons of
fluid escaped from the peritoneal cavity. I now carefully
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examined the contents of the lower part of the abdomen and
of the pelvig, and found the two tumors and uterus embraced
by one sheet of membrane, this membrane being reflected
upon the abdominal wall so as to form a distinet cul-de-sac
above the pubes, extending across from one ilium to the
other. A sound was now passed into the uterus, entering
two and a half inchies, and ascended between the two tumors,
so that its end was felt plainly as through a thin membrane,
The left tumor was again tapped. Upon examining the more
golid tumor on the right side it was found to be more eystic
on its posterior wall, and a small trocar was passed into i,
and about one quart of yellow fluid escaped resembling that
removed previously by tapping, causing its walls to collapse.
The surface of the cyst wall contained, here and there, papil-
liform masses, a bunch of which was removed for examina-
tion. The loose membranous mass seemed so adherent to
everything about it that all idea of its removal was aban-
doned. The abdominal and pelvic cavities were both in
a diseased condition. The peritoneum was highly con-
gested, in some places roughened, and on the right wall of
the abdomen it was covered by a patch of thick, yellowish
lymph.

The hydatid-like mass was examined by Dr. Mears, who
reported as follows: “I have submitted the papilliform
mass taken from the surface of the eyst in the case of Mus,
W. to careful examination, and am satisfied that it is a true
inflammatory development. It consists of a central mass,
from which spring singly and in clusters pedunculated vesi-
cles. The vesicles have thin, transparent walls, and contain
a thin, elear fluid. Sections from different parts show, under
the microscope, exudation corpuscles in fibrous tissues, with
free granules and oil globules in large quantities. This
villons growth is the result, therefore, of inflammation in
the peritoneum forming the eysts. The smooth, white plate
of fibrous tissue, which was observed in the parietal peri-
toneum upon the right side, is also the result of inflammation.
The roughened surface of the peritonenm is another evidence
of inflammation. I am inclined to regard the abdominal
effusion as the result of the chronie peritoneal inflammation.”
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After the operation, the patient continued very much as
before, and gradually sank July 18th, her death not seeming
to have been hastened by it.

A post-mortem examination was made by Drs. Mears and
W. Lemuel Atlee, and the morbid specimen was removed
and carefully examined. The following is the report made
by Dr. Mears:

“ Emaciation was extreme. Cadaveric rigidity was not
very well marked. The abdomen was tympanitic, but the
walls were not very tense. The incision made at the time
of the exploratory operation was united in its entire extent.
On opening the cavity asmall quantity of elear serum escaped.
On examination there were found everywhere evidences of
general acute and chronic inflammation. The parietal peri-
toneum was inflamed, and close examination discovered at
many points evidences of chronic inflammation,—it was
markedly thickened and its surface roughened: at one point
on the right side there was a distinet lamina of fibrous tissue,
and a mass of papillomatouns growths was also attached to
the surface. The omentum was rolled up and stretched
across in a slanting direction to the right inguninal region, at
which point it was firmly adherent. The intestines were
firmly matted together by adhesions so that it was impossible
to trace them. Projecting above the brim, and occupying
the entire cavity of the pelvis, was a fluctuating tumor which
gave exit to a large quantity of offensive purulent fluid. At
all points this tumor was firmly bound to the walls of the
pelvie eavity and the surrounding structures; a broad sheet
of membrane extended across the anterior half of the pelvie
cavity, attached to either border, so that it was impossible to
pass the hand down between the uterus and bladder. Pos-
teriorly, Douglas’s cul-de-sac was obliterated, Dr. W. Lemuel
Atlee, who made the section, removed the entire contents of
the pelvic cavity, using great efforts to effect this, so strongly
was the mass fastened in position.

“ After removal, an effort was made to ascertain the rela-
tion of the parts involved and to determine the character of
the tumor. It was found that the bladder, uterns, ovaries,
rectum. and part of the vagina had been removed. The
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bladder was adherent to the anterior surface of the uterus.
The uterus was imbedded in, and formed part of, the anterior
wall of the tumor,—the broad ligament on either side com-
pleted the anterior wall. The posterior wall was formed by
the layer of peritoneum which covers the anterior surface of
the rectum and the posterior surface of the pelvie cavity.
The superior wall or roof was formed by adhesion of the
layer. of peritoneum just referred to, and the peritoneum
forming the superior borders of the broad ligament. The
floor was formed by the floor of Douglas’s cul-de-sac. The
rectum was intimately attached to the posterior wall. The
uterus was normal ; the os was enlarged. The right ovary
was in a condition of chronic inflammation ; the left was
normal, but atrophied. On the right side, extending from
the right corner of the uterus, there were a number of sub-
peritoneal eysts: the larger one had undergone suppuration,
and contained a small quantity of purulent fluid. The
internal surface of the eyst presented different appearances,
—at points it was smooth: on the left were two pockets or
depressions; on the right a large mass of papillomatous
growths was attached to the surface.

“The development of the cyst was the result of pelvie
peritonitis, involving more particularly Douglas’s cul-de-sac,
and the visceral layers of peritoneum covering the rectum
behind, and forming the posterior leaflet of the broad liga-
ment in front. The surfaces became attached superiorly,
and thus was formed a cavity in whieh the exuded fluid was
imprisoned. Drs. James Tyson and Harrison Allen have
examined the tumor and coincide with me in opinion in
regard to its character.”

The autopsy in the above ¢ase clearly explains the absence
of resonance, although fluid occupied the peritoneal cavity.
The intestines being glued together in one mass could not
be floated upon the fluid to respond to percussion. Some
marked instances of this fact were mentioned under the head
of Ascites, Section IL., Chapter 1. B.

b, Casg XLVIIL—Peritoncal inflammatory cyst resembling
ovarian tumor ; exploralory operation ; death on the third day.
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April 25th, 1871, while en roufe for California, I stopped at
Platte City, Missouri, to see Mrs. G. W. B, at the request of
Dr. J. T. Wilson, of Weston, who wrote, March 25th, 1871,
as follows: “There is in a neighboring town a lady who has
an ovarian tumor; I am not her physician, but my partner,
Dr. Bonifant, who has seen her several times in consultation,
thinks the eyst a multilocular one, with probably some adhe-
siong, and which has pushed the uterus up above the pelvis
and to the left of the median line, filling the cavity of the
pelvis. It is supposed to involve the right ovary. She was
confined about four months ago, at which time the tumor
was first diagnosticated. During the laiter part of her preg-
nancy she was unusually large, and was supposed to be
carrying twins. Since her delivery, the tumor has grown
rapidly, especially within the last two weeks, interfering
somewhat with respiration. The woman heretofore has been
healthy and robust.” April 4th, he wrote again: “I re-
eeived your letter yesterday, and as I had business in the
neighborhood, saw the patient and her physician, Dr. John-
son, who thinks her condition is as good as it can get under
the circumstances. I saw her nearly four weeks ago, and
the tumor is twice as large as it was then. The patient keeps
her bed pretty constantly.”

I examined the patient in company with her physician,
Dr. F. M. Johnson, of Platte City. Dr. J. informed me that
at the time of the parturition, five months ago, he felt the
tumor on the right side of the uterus and perfectly movable,
and elastic as if it contained flnid. After the birth of the
child—even through the fat walls of the abdomen—he could
press his hand edgewise between the tumor and the uterus,
and move them readily upon each other. Some days after
childbirth, she was seized with a rigor, followed by fever and
supposed peritonitis, and a rapid development of the tumor,
with great constitutional disturbance and emaciation.

At the time of my visit, the patient was larger than a
woman at full period. The shape was pretty uniform, the
abdomen elastic and readily fluctuating in all directions.
The percussion sound was resonant over the whole left side,
and dull elsewhere. The pelvis was filled with an elastic
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tumor, and the uterus was elevated above the brim of the
pelvis entirely beyond reach. Externally its body could be
traced near the umbilicus to the left of the median line, and
about one and a half inches from it.

Notwithstanding the case was very unfavorable for opera-
tion, in consequence of the acuteness of the original attack,
the rapidity of development, the pelvie complication, the dis-
placement of the uterus, and the general condition of the
patient, I agreed to make an operation of exploration, be-
lieving at the time that the case was ovarian.

The following gentlemen were present: Drs. Johnson,
Bonifant, Wilson, Shortbridge, Robinson, Coffey, and Beau-
mont. I made an ineision in the linea alba and carefully
opened the peritoneal cavity, so that I could examine the
interior. The uterus was found to occupy the position
stated, its fundus being above the umbilicus. The broad
ligament of the right side was stretched obliquely upward
across the whole body of the tumor in front of it and grasp-
ing it like the open hand. The left broad ligament was
stretched in like manner obliquely downward, but to a
smaller extent, across the left side of the tnmor. The fundus
of the uterus, and the upper edges of the two broad liga-
ments, formed a distinet ridge, extending across the tumor
obliquely from the left inguinal region to the right hypo-
chondrium. Inthe upper border of the right broad ligament
was a healthy elongated ovary, with a cyst as large as a hazel-
nut in its distal extremity, and in the corresponding part of
the left broad ligament was the elongated healthy left ovary.
The pelvic peritoneum was raised out of the pelvis by the
tumor so as to form a cul-de-sac of reflected membrane
about midway between the umbilicus and pubes, extending
across the whole front of the abdominal cavity. I now ex-
tended the incision to the distance of five or six inches, and
passed my hand into the cavity of the abdomen, in order to
ascertain more clearly the relations of the tumor. Satisfied
that the tumor was not ovarian, and that it involved in its
walls all the viscera of the lower part of the abdomen and of
the pelvis, [ abandoned the idea of its extirpation. It being
eystie, however, I passed a large trocar into it above the left
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broad ligament near the uterus, and drew off' fifteen pints of
greenish pus and numerous large, stringy clots of fibrinous
matter. The small cyst in the right ovary was also pune-
tured and a thin, transparent fluid escaped. A tent was now
placed in the cyst and carried out of the lower edge of the
wound, and the latter closed with five or six sutures.

The patient died on the third day.

The above case was one of very peculiar interest. Defore
the operation, I diagnosticated the tumor to be owvarian.
Afterward, I supposed that the original tumor was a pedun-
culated uterine fibroid tumor, that inflammation had super-
vened, and that an abscess had formed within it, which had
caused it to partake of the characteristic signs of a unilocular
ovarian eyst. Sinece the examination of Case XLVIL, I
have arrived at the conclusion that it was similar in charac-
ter,—that is, a peritoneal inflammatory cyst originating in
the pelvis,

L. Acephalocyst hydatids,—Another form of cystic tu-
mors of the abdomen is the Acephalocyst. We know nothing
of the origin of these peculiar eysts. They are usually
developed in the abdominal eavity, especially in connec-
tion with the liver, and yet they have been discovered in
the chest, in the pelvis, and various other parts, occupying
very different structures, glandular, muscular, cellular, ete.
They may partake of many of the characteristics of both
uniloeular and multiloeular ovarian tumors, and a hasty ex-
amination may lead to error. Their most usual place of
development being in the upper region of the abdomen,
while the contrary is the fact in reference to ovarian tumors,
it is not easy to make an incorrect diagnosis in the early
period of their existence. As the swelling must necessarily
correspond with the locality of the cyst, we will usually
discover it in the epigastrie, or one or other hypochondriac
regions, whence it gradually increases from above downward,
crowding, in its progress, the intestines into the lower part
of the abdomen. (See Chapter IIL., Case XXXVIL) The
tumor is usually rounded, projecting, elastic, and more or
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less fixed and immovable; or there may be several of such
tumors well defined. In the course of its progress, the tume-
faction sometimes suddenly disappears, followed by severe
constitutional symptoms, arising from a rupture of its deli-
cate walls and an effusion of the contents into the peritoneal
cavity, and which may result in fatal inflammation. Even
apart from rupture of the eyst, its locality, which may be
in any part of the abdomen, is likely to implicate seriously
the functions of the abdominal viscera, producing hepatic,
gastric, intestinal, remnal, and other derangements. As
acephalocysts occasionally grow to an immense size, fill up
and distend the whole cavity of the abdomen, the surgeon,
when called at this late period, may find it exceedingly dif-
cult, should he not be aided by an intelligent history of the
case, to arrive at a correct conclusion. If is, therefore,
necessary to weigh all the circumstances, and finally, if
doubtful, prove the diagnosis by puncturing the eysts and
testing the fluid removed.

T
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CHAFPTER 1IV.
DERMOID TUMORS,

UxpEeRr the head of dermoid tumors I propose to inelude:
A, Dermoid cysts of the ovary; B, Extra-uterine feetation ;
and C, Monstrosities by inclusion.

A. Dermoid cysts of the ovary.—There is a rare form
of ovarian tumor, which is called dermoid, from the fact
that it contains tegumental structures, such as teeth and
hair, with bone and adipose tissue. These tumors may
contain a large quantity of fluid, and assume the ordinary
characteristics of simple and compound ovarian cysts, and
yet, as they are rarely suitable for extirpation, it will be
proper, in this place, to consider their differential diagnosis.
The fluid, in these cases, is not usually coagulable by heat,
and at times contains fat, which passes through the canula
in variously-formed shapes, sometimes of a very uniform size.
It possesses none of the chemical and microscopical charac-
teristics of ovarian fluid. At one time loose hairs will escape
through the canula, and at another long and delicate locks
will extrude themselves, and which will be found firmly at-
tached within. Large bunches of hair, also, mingled with fatty
matter, will often be found alone in these tumors; and at
other times well-formed teeth, and bones, in different stages
of development,will be associated with the hair. The hair
varies in color in different cases. These eysts are found at all
ages,—in childhood, during menstrual life, and in advanced
age. They are subject to inflammation, suppuration, and are
very prone to form attachments to surrounding structures.
They rupture into the cavity of -the peritoneum, or unlcerate
through the coats of the intestines or of the bladder, and, dis-
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charging their contents, sometimes end in a perfect cure,
and again terminate in death.

I shall not pretend to inquire into the nature of these
eurious structures further than to illustrate the distinctive
diagnosis between them and ovarian tumors. Their origin
has been a matter of controversy. Blumenbach thought
they were produced by the nisus formativus independent of
sexual congress. Coley and Meckel attributed them to incom-
plete fecundation. Haller considered them to be débris of a
feetus. Velpeau held a similar opinion. Cruveilhier believes
that pilous cysts result either from coition producing extra-
uterine faetation, or are monstrosities by inclusion in the virgin.
Others view them as epidermie products similar to what oceur
in other parts of the body. Steinlin considers them to be like
skin cysts occurring elsewhere. And Ritchie, from whom I
glean this historical synopsis, concludes that “ every dermoid
eyst of the ovary is an ovum which has undergone a certain
amount of development; thatitis a perverted attempt at par-
thenogenesis.” Ilewitt says it appears certain that they orig-
inate in the Graafian follicles; whether in the follicle itself or
in the ovam which it contains, he was not prepared to discuss.

Kiwisch, in his ¢ Clinical Lectures,” page 230, says: “*The
origin of these different neoplasms has often been the sub-
ject of scientific discussion, and the belief was that the,
formation of bones and teeth must be explained by conecep-
tion, and rudimentary feetal formation ; but many facts were
also adduced against this assumption, so that the hypothesis
is generally abandoned. The most essential of these facts
are, that we find similar neoplasms in other sacular tumors in
the most different organs, and even in man, and immature
women, although not in such quantity as in the ovaries;
lastly, that the bones and teeth found, in general belong to
anything but feetal forms, while fat, hair, and formation of
bone belong to a similar process, because they are always
found in combination, and we are not obliged to explain the
formation of simple adipose cysts as feetal rudiments.”

a. Casg XLIX.—Dermoid eyst of the ovary in a virgin, con-
taining bone, teeth, hair, and fatty matter ; tapped. Aungust 27th,
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1851, I examined Miss A. L., aged twenty-three years. Men-
strnation began at the age of fifteen, and had been perfectly
regular, with one omission twelve mouths before.

The abdomen commenced to enlarge five or six years
ago, and gradually increased in size until it was noticed by
others. She thinks the enlargement was general, not con-
fined to any particular part. In Awugust, 1850, she was
seized with pain in the left side, after which she noticed a
lnmp in the same place as large as an egg, which was
movable. She was suffering from pain in the groin and
back, and from symptoms of dyspepsia. The urine had
to be passed often, and sometimes would suddenly stop
flowing. She had headache, nausea, and difficulty of
breathing.

The patient was quite small, delicate, and girl-like. Com-
pared with the size of her body, the abdomen was very large,
and pretty uniformly distended,—the greatest protuberance
being on the left side, but the longest diameter from the
right hypochondrium to the left inguinal region. The whole
abdomen was elastic and fluctuating. Girth thirty-seven
inches. The hymen was intact, the vagina narrow, and the
uterus small.

The diagnosis was uniloecular ovarian dropsy.

September 11th, in company with Professor W, R. Grant,
I tapped the patient, removing sixteen pints of a pale, green-
ish-colored fluid, resembling the lignor amnii as stained by
a partially decomposed feetus. The fluid was not coagulable
by heat or nitric acid. There issued from the large canula,
following the fluid, about half a pint of a fatty or lardaceouns
substance, and with it a tuft of very fine, delicate hair, eleven
inches in length. After all this matter had escaped, I slipped
the canula over the lock of hair, which I attempted to
remove. This I could not accomplish, as it was attached
too firmly to a body within as large as the fist, which was
quite movable in the abdomen, and was dragged up against
the opening made by the trocar on pulling the lock of hair.
I then cut off the hair close to the wall of the abdomen, and
the mass receded.

12
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The patient, although more comfortable after the tapping,
continued to lose strength and flesh, and by the end of
September there was again some accumulation of fluid,
This, however, disappeared suddenly in the beginning of
November, in consequence of the formation of a communi-
cation between the cyst and the bowel, and through which
the contents entered the rectum. In spite of supporting
treatment, her health declined, she became cachectice, and
was troubled with cough and diarrheea. Died January 15th,
1852,

The next day a post-mortem examination of the body was
made by Professor Grant, but as I never received his notes
of the autopsy in consequence of his death soon after, it
is impossible to give the details. The tumor, however,
was removed. Within the cyst was a mass of fatty mat-
ter, enveloping bones and teeth, and it was to this mass
that the lock of hair was attached. The specimen was pre-
served, and subsequently placed in the hands of Dr. Drys-
dale for examination, who made the following report :

« Framination of an ovarian tumor, November 24th, 1860.—The
specimen consisted of the uterus and its appendages, the right
ovary forming a cyst, to which adhered a portion of the large
intéstine,

“ The uterus was healthy, with the exception of an ever-
sion and discoloration of its anterior lip. The left ovary
and Fallopian tube were also healthy, so far as could be
recognized after such a prolonged submersion in aleohol.

“ The right Fallopian tube was entirely free from any con-
nection with the cyst, except the attachment of the Fallopio-
ovarian ligament.

“ The eyst was of a globular form, and measured about six
inches in diameter; its walls varied in thickness from one-
quarter of an inch to the thickness of a wafer, and were
covered externally with peritoneum.

“The superior portion of the posterior external surface of
the cyst was firmly united to the caecum, and, on the internal
surface of the bowel, corresponding to this adhesion, was a
small perforation which might have communicated with the
interior of the eyst; but it cannot be positively stated that it
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did 8o, as the adhesion between the bowel and the cyst, at
this point, had been torn in a former examination.

“To the internal surface of the cyst, at its upper and pos-
terior portion, was firmly attached a solid oblong tumor,
nearly four inches in length, and one inch and a half in
thickness, one end of it being firmly imbedded in the walls
of the cyst, opposite the point of its attachment to the bowel.

“In this portion of the tumor some bony matter was in-
closed, which was cut down upon and removed. It consisted
of two pieces of bone, the smaller piece having a close resem-
blance to the vomer, while the larger bore some likeness to the
sphenoid. The smaller bone penetrated the wall of the eyst,
and, when dissected out, left an opening in the eyst wall,
which, before the adhesions between the bowel and the eyst
were destroyed, probably communieated with the perforation
in the ceeum, so that we may suppose that these bones wonld
have eventually made their way into the bowel.

“ A large bony mass had been removed from the free end
of this oblong tumor, and was suspended in the jar contain-
ing the specimen. A superficial examination of this mass
might have led to the supposition that it was an imperfectly
developed superior maxilla, but a careful study proved it
to be an aggregation of alveolar processes joined by bony
matter, and containing eight teeth, one of these having no
enamel and being rudimentary.

¢ An examination of the specimen, which is placed in a jar
for preservation, will show that the lower surface of the bone
terminates, on the right side, in the alveolar process of a
tooth which has been removed, and which corresponds with
the second deciduous molar; on the left, in a deformed
canine tooth. To the inner side of this canine is another
molar, which is so surrounded with bone that it could not be
dislodged without destroying the specimen: between this
molar and the socket of the removed molar is a small incizor.
Just above this last-named tooth, and in the centre of the
bone, is a canine, and above this again, and on the anterior
angle of the superior surface, is imbedded another tooth.
About the middle of the surface on the right side is an im-
perfectly-formed incisor. These teeth have been described
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as canine, molar, etc., as they correspond very closely in ap-
pearance with the normal deciduons teeth. The intervening
bone, with its remaining surface, presents nothing remarka-
ble. A microscopic examination of it proves it to be true
osseons substance.

“The two incisors, which correspond with the lateral in-
cisors, and one of the canine, were lying loose in the jar.
One of them was inclosed by a sac. These teeth were re-
placed in their sockets and retained by means of wax.”

A specimen of the hair was presented for examination to
Peter A. Browne, Esq., LL.D., author of ¢ Tricologia Mam-
malium.” IHe informed me that he was able to identify hair
that came from the ovary. IHe sent to me the following re-
port of his examination :

“ Bramination and description of hair of a fotus, presented by
Washington L. Atlee, M. D., April, 1852. General appearance.
—That of the pile of an intant of the oval-haired species.

¢ Length.—Greatest, seven inches; natural.

“Shape.—Oval ; some slightly depressed upon one of the
conjugate axes.

“ Diameter.—One-three hundred and twelfth (g13) h_',f one-
four hundred and sixteenth (3}5) of an inch.

“(Color.—DBlonde ; lustre considerable.

s Direction.—

¢ Indirection.—Flowing,—inclining to curl.

Duetility, Elasticity, and Tenacity :

With 220 graing, one inch stretched 2-90ths of an inch. Elasticity entire.
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w720 i (  44.90ths T w2790

e 70 1 broke.

Fracture compound.
¢ Button.—Enveloped in a white, opaque, cellular substance,
which detaches upon maceration and exposes the button—in
a shriveled state.
“Shaft partly—i.e. near the posterior extremity—enveloped
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in the same substance as the button. Cortex squamose.
Canal for the conveyance of the coloring matter; but the
coloring matter interrupted.

“ Apex.—All pointed.

¢« Fibres, of a crushed hair, white, opaque, and of the diam-
eter xggp of an inch.”

Thinking that the above case might have been one of extra-
uterine feetation, notwithstanding the hymen had been per-
feet and the vagina small and contracted, I made the most
rigid examination into the character and habits of the patient,
and was perfectly satisfied that these products were not the
result of conception.

b. CaseE L.—Dermoid cyst of the ovary in a married lady,
containing hair, and bodies resembling yellow mustard-seed ; lapped.
December 23d, 1852, Mrs. Z. P., of Dover, Delaware, was
sent by her physician, Dr. Isaac Jump, to Philadelphia, to
consult me. Ile wrote me as follows: ¢ When I first saw her
at my office, about two months ago, she presented about the
same appearance that she does now ; her appetite was rather
inordinate, inclining to ravenous, her bowels constipated, ete.
I preseribed medicine for the purpose of regulating the
bowels, and recommended a light digestible diet, and when
she carried out my recommendations she felt better, and
thought the swelling was somewhat relieved. About two
or three weeks ago I was called to visit her in bed for the first
time. Upon inguiry I learned that two days before she had
soaked her feet in warm water in the morning, had ridden out
immediately after and was caught in a shower,—it was about
the time for the appearance of the menses. I found her with
a high fever, full pulse, tongue furred, considerable pain and
tenderness over the entire abdomen, but more in the left
hypochondriac region. I bled her, gave cathartic medicine,
ete., ordered a poultice over the abdomen,—found the pain
and tenderness continued after the pulse had been reduced,
and after a day or two ordered a blister over the abdomen.
She was relieved at the time, but has had some pain since in
the right side.”
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The patient gave the following history : She was twenty-
eight years old. Menstruation began at the age of sixteen
years, and was perfectly regular, but up to the time of
marriage she suffered greatly for twelve hours before its
appearance. The menstrual discharge was always free,
sometimes clotted, and lasted for seven days. She married
at the age of twenty-four, when the pain of menstruation
diminished, but otherwise it was the same, until the
summer of 1851, when it became very profuse, nearly
amounting to flooding, and usually very much clotted. Three
weeks before she had the attack referred to by Dr. Jump,
it was accompanied by obstruction in the urine, and attended
by great suffering. At the age of twenty-two she had an
attack of chills, and pain in the lower part of the body, which
lasted nine days. When sixteen years old, she had great
obstruction in the urine, which was relieved on the appear-
ance of the menses.

After menstruation commenced, she always had a large
abdomen up to the period of marriage, when the abdomen
gradually enlarged, and most rapidly during the preceding
summer. Her appetite was rather craving. Pulse and
tongue good, and she slept well. She had never con-
ceived. Her mother died of dizease of the womb and
dropsy.

I examined the patient in a recumbent position. A very
prominent and perfectly round tumor occupied the whole
abdomen,—its central and most projecting part being in the
umbilical region. It was uniform in shape, and free from
all ridges and irregularities, and fluctuated in all directions.
The tension of the subjacent cyst was greater than that of
the skin. The abdomen, having been freshly blistered, I
could not examine it as satisfactorily as I desired, but the
percussion sound was dull over the whole surface of the
tumor. On each side, deep down, the ascending and de-
scending colon could be traced by percussion, though the
sound was muflled. High up in the epigastrinm it was
resonant. Girth round the umbilicus thirty-five inches, and
distance between the two superior spinous processes of the
ilia eighteen inches.
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The uterus was retroverted and movable. DBetween the
uterus and pubes a tumor could be felt, which evidently was
part of the abdominal mass. The sound entered two and a
half inches, its convexity looking towards the right side. On
moving the tumor in the abdomen, no motion was communi-
cated to the sound in the uterus, and, on moving the sound,
no impulse was transmitted to the tumor. When, however,
a sudden impression was made upon the uterus with the
finger in the vagina, the motion was conveyed through the
tumor to the hand on the abdomen. No hemorrhage attended
the examination.

On making an examination with the speenlum I discovered
a polypus, as large as a filbert, filling up the os tince, and
attached far in the interior of the uterus. This explained
the uterine hemorrhage.

The diagnosis was ovarian dropsy.

December 25th, I removed the polypus with the bistoury.
Its attachment was high in the uterine cavity, and its pedicle
one inch in length. Very little bleeding followed. The
stump was touched with the solid nitrate of silver. Two days
after the patient returned home.

October 5th, 1853, Mrs. P. again came to the city, desiring
an operation for the removal of the tumor. The gize of the
abdomen had considerably increased, her suffering was aug-
mented, the general health had diminished, and she was
emaciating rapidly. She now measured round the umbilicus
thirty-seven inches, and between the superior spinous pro-
cesses of the ilia twenty inches,

October 6th.—In order to test the diagnosis, as well as to
decide upon the propriety of an operation, I tapped her,
removing seventeen pints of a limpid, pale-greenish fluid.
This fluid was mingled with a large number of beautiful
round seed-like bodies of a yellowish hue, resembling, both
in size and color, yellow mustard-seed. They were all
apparently of the same shape, size, and color. They were
not inaptly compared by the husband to the roe of shad, or
to the eggs of the king-crab or horseshoe fish. They were
soft, capable of being mashed by slight pressure, but con-
sistent. These granules obstructed the mouth of the large
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canula, so that the sound was constantly required to displace
them. They continued to come away until all the fluid was
withdrawn. Small hairs, resembling eyelashes, also occa-
sionally were discharged. On drawing the sound out of the
canula, at one time several small hairs, entangled in a few
granules, were brought out attached to it. The whole
amount of seed-like bodies, when strained, measured two
pints.

The fluid, on being submitted to the action of heat, did
not coagulate. The granules, acted upon by the same agent,
melted down into one mass, but did not coagulate.

Portions of these products have been kept by me ever
since. They have been tested by Dr. Drysdale, and ascertained
to consist of fat.

After the operation, the abdomen was soft, flaccid, and not
at all sensitive to the touch. By the closest examination, I
could detect no tumor or cyst in the abdominal cavity. The
uterus was found to have resumed its natural position, and
was easily movable.

After paracentesis, the diagnosis was dermoid cyst of
the ovary, and all idea of extirpation was abandoned, and
the patient returned home twelve days afterwards.

Under date of October 29th, Dr. Jump wrote, “I was called
to visit Mrs. P. about a week ago. I found her very much
emaciated ; she had considerable fever in the afternoon and
evening, followed by copious night-sweats, and consequently
was very much prostrated. There was some swelling of
the abdomen, which the family thought was due to gas
alone, but I am inclined to think otherwise. Her general
health, at present, is improved, but the swelling continues
to inecrease,”

November 8th, Dr. J. wrote, I have seen Mrs, P. to-day.
I find that for the last week her general health, instead of
improving, as at first, is declining rather rapidly. She is
exceedingly emaciated ; nothing left but skin and bone. Her
appetite is fair; the food she takes, instead of contributing
to the support of her system, appears to contribute to her
disease. The swelling is increasing rapidly, and she is now
complaining of oppression in breathing, and wishes to be
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relieved by a second operation. T have promised to operate
in a day or two, and yet I am afraid her very feeble con-
dition will hardly bear up under the operation.”

November 13th, Dr. J. again wrote, “I tapped Mrs. P. on
Friday, the 10th instant, and took from her about a gallon
and a half of fluid, which was extremely offensive, so much
so that we could scarcely perform the operation without
vomiting. Some gas escaped, of course of the same odor.
Mr. P. said that the appearance of the fluid was very much
the same as that which you took from her, and he thought,
too, that there were not quite so many of the seedlike par-
ticles.

“TI believe she is rather better than before the operation,—
at least she is more comfortable. I forgot to mention the
escape of two hairs with the fluid. I will add that the silver
canula was blackened by the fluid, and no rubbing would
restore its color.

“I will keep you advised of her condition, and, if the
family will allow it, should the case prove fatal, will make
the autopsy and furnish you the report.”

Mrs. P. died very soon after, and I regret to say that no
examination was made after death.

e. CasE LI.—Dermoid eyst of the ovary, containing bone, in an
unmarried lady ; lapped frequently ; autopsy. 1In a letter dated
October 24th, 1859, from Dr. William Hayes, of Lewisburg,
Pennsylvania, he incidentally referred to a case of great
interest, as follows: “I have a case in hand at present pos-
sessing some interest, from the fact that Nature is making
considerable effort to rid herself of the difficulty. The case
is an unmarried female, and of at least fifteen years’ standing.
I have tapped her frequently, and the last time (probably
eighteen months ago) the fluid was so gelatinous that I could
not obtain more than two quarts, and that, too, exceedingly
offensive. The usual discharge was two and a half gallons.
A few weeks after the last operation, the integuments over
the umbilicus gave way, and there has been more or less
discharge ever since, amounting many times to several
ounces a day. Within a few days another opening has
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formed three or four inches below the umbilicus, and is at
present discharging. The tumor is very firm and uniform,
at least I cannot discover any lobes. If this patient was not
so exhaunsted, T would recommend, if not try, the operation
of ovariotomy.”

February 2d, 1860, I visited Lewisburg and examined the
patient, Miss L. B., the same evening. She was forty-three
years old. She commenced menstruating at the age of four-
teen, and continued to be regular afterwards. For several
years after puberty menstruation was always preceded by
sickness of stomach, which would immediately disappear
when the discharge occurred. Its duration was three or four
days, and the quantity rather profuse, and it was followed
by leucorrheea. At that time her health was generally
good.

At the age of twenty-four she first felt a swelling in the
left side above the groin, and which for five years was re-
garded as an enlarged spleen. Previously to this she never
had any menstrual irregnlarity. The tumor was discovered
at a monthly period, in consequence of her having sutfered
much more than usunal. She had no recollection of the tumor
having been movable, or that it changed position on turning
the body. At forty years of age she became quite irregular,
there being intervals between the periods of several weeks,
and once of several months. One year after, during a severe
attack of neuralgia, the menses disappeared, and never re-
turned. After this she enlarged more rapidly, while in its
early period the growth of the tumor was very slow. She
had been tapped eight or nine times, the fluid being rather
dark colored. After the first tapping, the enlargement of
the abdomen entirely disappeared, and a tumor, as large as
an egg, could be felt low down in the left side as before.
She did not fill up rapidly. Before tapping, there was diffi-
culty in urination. The patient was a small-framed woman
and much emaciated.

I examined her when in a recumbent position. The abdo-
men was not very prominent, and a globular mass occupied
the umbilical region, the umbilicus being central. The
umbilicus was obliterated by an opening, through which
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an oftensive discharge escaped every three or four days.
The day before about one quart of very offensive matter had
been discharged. About two inches below this point there
was the cicatrix of another opening, which had recently
closed. At both places strong adhesions existed between
the walls of the abdomen and the tumor beneath. The
percussion sound was resonant in the epigastriec and hypo-
chondriac regions, and along the right side, and was dull
elsewhere. On grasping the tumor and attempting to move
it, it seemed to drag, as if adherent to the viscera, not gliding
over the contiguous parts as a loose body. The introduc-
tion of the index-finger into the vagina was resisted by a
firm hymen, and caused considerable pain. DBack of the
vagina the pelvis was occupied by an elastic mass. The
uterus could not be found in the pelvis, and the vagina was
pushed against the symphysis pubis. A wrinkled condition of
the vagina behind the erest of the pubes caused me to examine
for the os uteri at that point, but the sound could not be
made to enter. DBack of this there was a superficial sulcus,
but no cervix perceptible. On probing this suleus with the
sound, it entered the cavity of the nterns four inches, passing
up over the left side of the tumor, and extending to the level,
and to the left, of the lower orifice on the abdomen. The
introduection of the sound gave no pain. Upon moving the
tumor in various directions, the sound followed all the mo-
tions, and, on moving the sound, its impulse was communi-
cated to the tumor. This was so decided that it left no doubt
of the existence of firm adhesions between the uterus and
the tumor, as well as between the latter and the abdominal
viscera.

A sound was then passed into the ecavity of the ecyst
throungh the umbilical opening to the distance of several
inches, and the whole interior examined. In several places
it came against hard, crustaceous bodies, like bone. An
offensive, sanious fluid escaped while using the sound. The
patient did not complain of this part of the examination,

After the discovery of these conditions, of course an opera-
tion for the extirpation of the tumor was pronounced imprac-
ticable, and all idea of it was abandoned. In place of this
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injections of iodine were suggested, and the treatment subse-
quently was conducted by Dr. Hayes, and with the following
results. Ie wrote February 15th, 1860, ‘“Since you left, I
have used the tincture of iodine on two different occasions,
in the quantity of one ounce the first, and four ounces the
second time. The discharge has been a pint or more daily,
and exceedingly offensive,—containing, among other things,
decayed cellular membrane, particles of earthy matter, floc-
culi of blood, ete. The anterior part of the cyst appears to be
lined with erustaceous matter (indeed, you can scarcely intro-
duce the probe on account of it), and in order to remove
some (wherein I failed) a few days ago I enlarged the orifice
to the size of an inch or more. To prevent its closing, I have
used a tent, and on its removal every morning, a perfect flood
escapes, of the character above described. The tumor is at
present much better defined. ITer general health is no worse,
and if, through good, substantial food, we can keep up her
strength, recovery is among the possibilities. Should nothing
occur to prevent, I expect to use the iodine again this even-
Ing in an increased quantity.”

Dr. I wrote again on the 27th of November, “I take this
opportunity of informing you of the death of Miss W. Dur-
ing the early part of the summer there appeared to be some
amendment; but for the last few weeks her sufferings were
extreme. BShe died about six o’clock .M. of the 25th instant,
and last evening, with the assistance of Dr. Christ and an
office student, I made a post-mortem examination.

“ There were four distinet eysts, three of them containing
a gallon or more of a reddish, decomposed, offensive matter;
the fourth—the one I tapped on several occasions—was
very much contracted, the walls very thick and firm, lined
throughout with crustaceous matter. The discharge from
this cyst ever since you saw the patient, until her death, has
been most oftensive. The adhesions were general,—to the
uterus, intestines, and very firmly to the right lobe of the
liver, parietes of the abdomen, ete. Supposing you would
feel some interest in the case, I have given you this detail.
There is considerable discoloration of the lining of this last
eyst, whether from the iodine injections or decomposition I
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know not,—the latter, however, I think must be the case. I

have not yet examined the mass. I shall preserve it in
aleohol.”

I immediately wrote to Dr. II. requesting a more minute

examination of the origin and character of the tumor, but

failed in procuring it. I have, however, classified it, cor-

rectly I think, among the dermoid cysts of the ovary.

The foregoing three cases of dermoid eysts of the ovary are
interesting, more especially on account of their dropsical char-
acter. They resembled ordinary ovarian dropsy so eclosely that
until paracentesis was performed they were not distinguished
from it. Indeed, there really was no error of diagnosis, as they
must be considered, according to Ritchie, the best authority
on the subject, ovarian tumors, having originated in the
ovam itself. In regard, however, to the subjeet of ovari-
otomy, the diagnosis is of some importance, as it is not
often that dermoid tumors are in a condition for removal.

There are cases of dermoid cysts of the ovary which are
not characterized by any dropsical accumulation, and which
are usually mistaken for fibroid tumors of the uterus. As
they possess great interest in this connection I will not apolo-
gize for introducing them, and particularly as they may be-
come dropsical at any stage of their development.

d. Case LIL.—Dermoid eyst of the ovary in a married lady,
discharging its contents through the bladder. February 8th, 1852,
I visited Mrs. M. McM., in consultation with Dr. W. Gar-
dener, for the purpose of examining a tumor in the lower
part of the abdomen on the right side. She was fifty-two
years of age. Menstruation commenced at the age of six-
teen, but being ignorant of its nature, she washed herself
with cold water, and became very sick for two weeks, although
the discharge was not checked. The menses had always
been regular. She married at the age of twenty-five, and
has had ten children. In 1844, in consequence of a fright,
she miscarried at four months' gestation. At the age of forty-
seven she was delivered of her last child, and did not men-
struate afterwards. In October, 1851, she noticed a sangui-
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neous discharge, which only came while urinating, and it
continued in this way—that is, during urination—for two
days at a time. It would then cease for twenty-four hours,
and again return,—thus pursuing this course up to the period
when I saw her. For three days before no blood discharged,
but the urine was dark colored and free from smell.

She first noticed the tumor, about two years ago, in the
right side, and then it was as large as the fist. It gradually
inereased to double the size. About one year after, it as-
sumed a more central position, sinking lower in the abdo-
men, and pressed upon the bladder towards the left side,
giving so much distress that she had to pass water every few
minutes, day and night, which was accompanied by great
difficulty and pain, resembling labor-pain. These difficulties
had continued up to the time I saw her, and had even in-
creased in severity. Some weeks before she said the tumor
fell lower into the pelyis, and appeared smaller, after which
occurrence coitus was intolerable. I found her suffering
such intense pain in the tumor and lower part of the back,
that she was not able to attend to her domestic duties. - The
appetite was bad, tongue furred, and general health broken
down.

I made an examination both by the vagina and rectum,
and found a tumor occupying the right side of the pelvis. It
was almost immovable, and projected slightly above the brim
of the pelvis on the right side. TIts diameter longitudinally
was six or seven inches, laterally two or three inches, and
antero-posteriorly four or five inches. It was hard and
unyielding, and was very sore to pressure. It was firmly
fixed in its position, and seemed wedged between the right
side of the pelvie bones and the uterus, and yet a sound
passed into the uterus easily to the normal distance, by
which this organ could be readily moved without communi-
cating any impulse to the tumor.

The opinion I had formed from the examination was, that
this was a pedunculated fibroid tumor of the uterus, having
become sealed to the wall of the pelvis by adhesive inflam-
mation. Upon subsequent visits, however, I abandoned this
opinion, as my attention was called more particularly to the
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discharges from the bladder. I had treated the fact of her
passing bloody urine too lightly, and explained this eircum-
stance by the supposition that it came from the nterus,—avery
common occurrence in fibroid tumors,—although I noticed,
at the time I sounded the uterus, that the sound came away
unstained by blood. Indeed, the bladder symptoms impera-
tively demanded attention, for the patient suffered the most
intense agony in voiding urine, such as is produced in cases
of stone. On examining the urine from day to day, I found
her passing the most curious substances through the bladder.
These were bodies varying in size from a large shot to an
ordinary-sized grape: pieces of tissue, like the membrane of
hydatids, mucus, and a peculiar purplish-red deposit,—all in
large quantities, and accompanied now and then with small
hairs.

The diagnosis was now changed to that of dermoid cyst of
the ovary.

March 2d,in consultation with Drs. William Gardener and
John II. McClellan, I made another examination. DPassing
a sound into the bladder, I finally succeeded in finding an
opening which communicated with the tumor. The sound
was passed through this opening, and entered what proved
to be a thick-walled cyst instead of a solid tumor, and its
point could easily be detected impinging against the walls
by the fingers placed externally at various parts of the mass.
Before removing the sound, I moved it round the interior of
the cyst, with a view of breaking up its contents, This
gave the patient great pain, and was followed by a discharge
of pus, blood, and hydatids.

I continued my visits occasionally until the 28th of April,
during which time the tumor diminished in size, but the
symptoms were not alleviated, and the general health of the
patient declined more and more. This last visit was made
with the intention of examining the tumor by means of an
exploring needle through the walls of the vagina, for the
purpose of arriving at the character of its more solid struet-
are ; but finding that a change had been made in the attend-
ing physician, it of course defeated my object.

I was informed afterwards by Dr. Gardener, that she died
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in the course of three weeks from hemorrhage, and that no
autopsy was made,

The foregoing ease, in the opinion of a most excellent sur-
geon, was one of encysted stone; but its whole history, from
the beginning toits termination, points it out as a dermoid cyst of
the ovary, which underwent spontaneous inflammation, result-
ing in adhesion to the coats of the bladder, and subsequent
perforation, by which some of its contents were discharged
with the urine.

e. Casg LIIL.—Dermoid cyst of the ovary, entively devoid of
a pedicle, in an unmarried lady, of forty-seven years’ duration.
June 29th, 1862, at the invitation of Dr. Wilson Jewell, I
attended a post-mortem examination of Miss S. II., aged
seventy-nine years. Drs. Mayburry and Drysdale were
also present, the last-named gentleman conducting the ex-
amination. She was a large, fat woman, especially in the
abdominal region. On cutting through the very thick, fatty
walls of the abdomen, and penetrating the cavity below the
umbilicus, the knife immediately opened a cyst, which gave
exit to a considerable quantity of fluid, which looked puru-
lent and feculent. At this point the wall of the eyst and
that of the abdomen were most intimately adherent. The
adhesions were separated, and the walls of the abdomen
were divided into four flaps, and the cavity well exposed.
A tumor, imbedded in the folds of the large intestine, about
ten inches in diameter, was now brought to view. It occu-
pied mainly the umbilical region. The ascending colon was
in contact with its right border, the transverse colon with its
upper portion, the descending colon embraced its left side,
and the sigmoid flexure, which was displaced, traversed the
front of the tumor from the left inguinal region obliquely
upward to the right of the umbilicus, and then turned down
into the pelvis through the right inguinal region. The
whole of this bowel was greatly enlarged, and distended with
liquid fieces and flatus. None of the small intestines were
visible. The tumor was adherent to all its surroundings,—the
abdominal wall, the mesocolon, omentum, and intestines.
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It was carefully enucleated or shelled out from its bed in
order to arrive at the point of origin, but it had no connec-
tion with any part of the body excepting through these
morbid adhesions. ZThere was no pedicle. The tumor seemed
to be entirely independent of any association with the pelvis
and its organs, and its lower border was at least three or four
inches distant from the uterus and cavity of the pelvis. The
cyst itself had all the characters of an ovarian cyst, yet it
evidently had not the ordinary attachments belonging to the
ovary.

Oun cutting open the cyst, a pretty solid mass was found
within it, and apparently lying loose. This mass was as
large as the fist, flat on one side, and convex on the other,
similar in shape to the cake called a rusk or bun. It was
about four or five inches in its largest diameter, and two or
three in its smallest. It consisted wholly of a thick bunch
of reddish hair, very compact, and covered and infiltrated
with sebaceous or fatty matter,

The intestines, omentum, and mesentery were loaded with
fat, and the peritonenm everywhere showed signs of old
inflammation, being thickened and opaque. The only evi-
dence of recent inflammation was in the cyst itself.

The pelvis was now carefully examined. The uterus was
atrophied, but healthy. The right ovary was found, and it
was also atrophied, with a small cyst attached. e left ovary
was absent. No connection could be traced between the left side of
the wlerus or its ligaments and the cyst in the abdomen. The
hymen was intact.

In regard to the history of this very interesting and rare
case, I learned that the tumor was known to exist as far back
as 1815, when she was a patient of my uncle, the late Dr.
Edwin A. Atlee. Dr. Joseph Warrington, who also attended
her years ago, and who is still living, furnished me the fol-
lowing note of her case, dated July 5th, 1862: ¢ As I men-
tioned in town the other day, I find I cannot recall any
minute detail of the case of S. . The late Dr. E. A. Atlee
attended her several years for what he called a ‘tumor in
the abdomen.” From him she descended as a patient to the
late Dr. Joseph Parrish, and was under his care with an

13
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‘indefinable tumor somewhere in the abdominal ecavity ;" and
as such a ease she was handed over to me, perhaps about
1840, with a large abdomen, and abundant adipose tissue in
other parts of her body. I never was able to satisfy my-
self, by any superficial exploration I was allowed to make,
respecting the character or exact locality of the ¢tumor.’
Ten years have elapsed since I had any particular care of
her.”

The above case is remarkable inasmuch as the tumor had
no direct connection with any of the pelvic contents. It
was undoubtedly a dermoid eyst, and must originally have
had the usual pedunculated attachments to the uterus which
belong to ovarian tumors. How did the separation between
it and the uterus occur? I can only explain this through the
agency of a twist in the pedicle, obliterating the vascular con-
nection between the tumor and the uterus. (See Case LIV.)
This would have resulted in the death of the tumor, had
not inflammation coexisted or immediately followed. At an
early period of the history of the tumor, this patient, as the
autopsy shows, must have had a severe attack of peritonitis,
which resulted in sealing the surface of the tumor to the
surrounding parts. The adhesions thus formed were suffi-
ciently organized to sustain the vitality of the tumor, without
being able to further contribute to its development. Hence
1t remained in a quiescent condition between thirty and forty
years, as it was supposed not to have increased in size after
the climacterie period.

This case was frequently presented as a strong argument
against ovariotomy, when it was the fashion, in the proba-
tionary stage of this operation, to condemn it. Here was a
patient in full health, carrying an ovarian tumor year after
year without inconvenience, and arriving at an advanced
age, a living argument against officious and criminal inter-
ference! And yet in this very case, in confirmation of the
propriety of the operation, Nature herself had separated the
ovary from its connection, and thus, by arresting its develop-
ment, had prolonged the life of the patient!
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Jf. Case LIV.—Dermoid cyst of the ovary in a married colored
woman, with a long atrophied pedicle.  October 28th, 1870, I
was requested by a lady friend to visit Mrs. M. W., a colored
servant. The patient did not know her own age, but sup-
posed that she was about sixty. She had five children, the
youngest being twenty-three years of age. After the birth
of the last child, she had no return of the menses, but had
always been regular before. The abdomen was pretty well
supplied with fat, protuberant, and rather pendulous.

She did not know when the tumor first made its appear-
ance, but it had troubled her for several years. When the
patient was placed upon her back, the abdomen was seen to
be perfectly symmetrical in shape. DBy the hand, however,
I could detect a hard, smooth, oblong (almost round) tumor
in the right side, occupying the right inguinal, right lumbar,
and right side of the umbilical regions, extending just beyond
the linea alba towards the left. It was capable of being
moved freely in all directions.

The uterus was central, much heavier than usual, and was
occupied by an intra-mural fibroid tumor in the fundus. The
sound entered two and a half inches. The abdominal tumor
could be moved in every direction without disturbing the
uterus,

Diagnosis.—Uterine fibroid tumors,—one intra-mural, the
other pedunculated.

I did not visit the patient afterward.

December 20th, 1870, at the invitation of Dr, William G,
Porter I attended the antopsy of Mrs., W., who had died the
day before of ureemic convulsions. On opening the abdomen,
about one quart of ascitic fluid escaped, and an oval, smooth
tumor was seen occupying the right side of the cavity. It
was extensively attached to the omentum, in two places teo
the bowel, and also to the wall of the abdomen. A singular
cord-like substance extended from the tumor into the pelvis.
On examination, this proved to be a very long, slender pedi-
cle, twisted like a rope on itself, not thicker than a crow-quill,
and six or seven inches in length, dipping into the left side
of the pelvis, and continued into the broad ligament. Itwas
evidently atrophied. The tumor seemed to have begun to
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degenerate and soften, and in two places, where it was
accidentally nicked by the knife, gave exit to purulent-
looking matter. The right ovary was in place, but atrophied.
The left Fallopian tube and its fimbria were also atrophied,
and the left ovary could not be found in the pelvis. The
abdomen and lower extremities were @dematous, pitting on
pressure.

The tumor, uterus, and appendages were removed by Dr.
Porter, without disturbing their relative positions, for further
examination.

Dr. Porter reported that the tumor contained a thick,
yellowish ereamy fluid, and a mass of hair glued together by
thick sebaceous-like matter. On making a section of this
mass, no trace of bones or teeth was found. The ulerus: the
cervix was elongated, and the sound passed readily to the
fundus, a distance of four inches. At the fundus an exceed-
ingly hard, almost round tumor, about one and a half inches
in diameter, was found. On sawing through it, it was found
to consist of a dense, hard, fibrous-like tissue, completely
surrounded by a thick layer of caleareous matter. On the
posterior wall a similar but smaller tumor was found. On
the anterior wall there was another, much smaller. Of this no
section was made. The right ovary was healthy, as were also
its appendages.” Dr. Porter also stated that the hair was
black, straighter than ordinary negro hair, yet possessing its
curl and erispness to a certain degree. It may also be stated
that the patient was a full-blooded negro.

In reading over the report of the above case, it must have
been noticed that the diagnosis was fibroid tumor of the
uterus, while the autopsy proved it to be a tamor of the left
ovary. It is so exceedingly rare to find an African woman
with an ovarian tumor, and so very common to meet with
uterine fibroid tumors in the same race, that the diagnosis was
made without hesitation and perhaps too hastily, although
all the physical signs seemed to confirm it, and particularly
ag other uterine fibroid tumors were present and correctly
diagnosticated. I may here state as a remarkable fact, that
out of two hundred and fifty-five operations performed by me

p——
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for the removal of the ovary, only one was performed on the
negro, and that a mulatto, notwithstanding I have been fre-
quently consulted by that class for abdominal and pelvie
tumors. So satisfied am I of the predominance of fibroid
tumors in the negro, that when consulted I never anticipate
finding an ovarian tumor.

Another interesting fact, referred to when discussing the
subject of general diagnosis, was the position of the tumor on
the right side, although it was the left ovary.

A noteworthy feature of the above case, also, was the pecu-
- liar and atrophied condition of the pedicle. It wasso twisted
and attenuated that I doubt whether the cireulation of the
blood through it was maintained. I believe the only supply
to the tumor came through the vessels contained in the ad-
hesions, and the mass was nourished in the same way as that
of Case LIII. I have no doubt,also, as in that case, that had
sufficient time elapsed after the oceurrence of the twist, the
useless pedicle would have been absorbed, and the tumor
become isolated in the cavity of the abdomen.

B. Extra-uterine feetation.—Extra-uterine feetation may
properly be classed under the same head as dermoid eysts
of the ovary, as in some cases, at least those cases which
resemble ovarian tumor, they involve the same organ. It is
well known that there are two forms of misplaced gestation:
the tubal and the ovarian, or cvaro-tubal pregnancies. The
tubal is much more common than the ovarian, and usually
results in rupture and death before the termination of the
third month, while the ovarian or ovaro-tubal may continue
several months, and, after the death of the feetus, may remain,
as do the dermoid cysts, for an indefinite length of time. It
is the latter form of extra-uterine feetation, therefore, which
more particularly involves the subject of differential diagno-
sis, and which may, although very rarely, interest the ovari-
otomist. With regard to the more frequent and more fatal
form of tubal pregnancy, which deeply interests every sur-
geon, the profession is greatly indebted to Stephen Rogers,
M.D., of New York, for a most valuable paper on * Extra-
uterine Fatation and Gestation,” and for boldly promul-
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gating views that must result, if carried out, in saving many
valnable lives. This paper was published in the Transactions
of the American Medical Association for 1867, and also in a
separate form.

The tumor constituting a tubo-ovarian pregnancy, like the
dermoid cyst, is prone to form adhesions to surrounding
viscera, and to discharge its contents into the intestines, the
bladder, the vagina, or through the abdominal wall, rather
than, like the tubal variety, into the cavity of the abdomen.

Case LV.— Erira-uferine felation ; first supposed to be a fibiroid
tumor ; removed by gastrotomy. February 23d, 1867, I visited
Mrs, A. W. in consultation with Dr. A. G. B. Hinkle, of this
city. Dr. H. informed me that in the early period of her
illness he had supposed her to be pregnant, but that she had
now gone far beyond the full period of gestation, that her
health had become very much broken down, and that all
treatment had failed in relieving her.

On examination, I found a well-defined tumor in the cen-
tral portion of the abdomen, about the size, shape, and in
the position of a uterus at the seventh month of gestation.
In consequence of the great emaciation of the patient, the
tumor was particularly prominent, and its outlines could
be readily seen extending from the pubes to.three or four
inchies above the umbilicus. It was hard, inelastie, rather
smooth, oblong, almost immovable, and the abdominal wall
pretty tightly drawn over it. The uterus was of the normal
unimpregnated size, admitting the sound two and a half
inches.

The constitutional symptoms being very grave, the emacia-
tion extreme, the skin sallow, or straw-colored, the pulse
small and frequent, and indeed the patient in a profound
state of cachexia, I coneluded that the disease was malignant,
originating probably in an outgrowth from the fundus of the
uterus. With that view of the case, I suggested to Dr. Iinkle
the use of small doses of arsenic internally, and tineture of
iodine externally. I made no appointment to call again.

May 19th, 1867.—I had heard nothing of the case until this
date, when I was requested to take charge of the patient, as
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Dr. H. had ceased his attendance. I then found that an
opening had formed at the umbilicus, and that a most offen-
give and copious discharge, with fetid gas, was constantly
escaping. The emaciation was extreme, the pulse was
very feeble, the tongue was red, the mouth was aphthous,
there was an entire loss of appetite, and a condition of septi-
ceemia was present which threatened a fatal termination. DBy
sustaining treatment, conjoined with antiseptics, the patient
slowly improved, and finally was able to be taken out of bed.
At the same time the tumor diminished in size.

By the following August the tumor was reduced in size so
that it did not reach beyond the umbilicus. It was now as
hard as bone, and the offensive discharge still continued. I had
probed the opening several times, but without satisfactory re-
sults. Asthe patient’svital powers seemed to be giving way in
gpite of treatment, I again repeated the examination, with the
hope of determining the real condition of things. The uterus
was of the normal size, and movable, the sound entered two
and a half inches, and the pelvis was free. DBy manipulation
with the probe through the fistulous opening at the umbilicus,
I succeeded in striking against solid bone within the tumor. I
now began to suspect that my diagnosis had been erronecous,
and that the case was one of extra-uterine feetation, that the
soft parts of a feetus had been discharging through the fistu-
lous opening, and that its bones constituted the reduced and
hard tumor.

In order to test this opinion, I informed myself more par-
ticularly with regard to the patient’s previous history. She
was twenty-eight years old, had been married twice,—the
first time at the age of eighteen years, and had one child by
that marriage. She married again in 1861, and had another
child in 1864. After weaning the child, she again became
regular, continuing so until February, 1866. March follow-
ing, she had a slight menstrual discharge, but no return in
April. About the middle of April, however, at the usual
period of menstruation, she was seized suddenly with the
most excruciating pain in the right side, resembling labor-
pain or severe cramps. Dr. Hinkle was sent for, pronounced
her pregnant, but could afford very little relief. After this
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attack, she was unable to lie upon her right side, and during
the succeeding June she could not lie down at all, but had to
sit up on a chair all the time. The abdomen, as in preg-
naney, gradually increased in size. In Julyshe first felt the
motion of the child. The motion continued afterward, and
grew stronger. In the latter part of September there was
a very violent struggle in the abdomen, as if the child was
stretching itself out, accompanied with a shudder. After
this, all motion ceased. Dr. II. was sent for again at this
time, pronounced the child dead, and thought nature would
get rid of it. In the middle of October following she had a
regular menstrual discharge, and again in November, lasting
one week, and normal in quantity. After that the menses
did not return,

In April, 1867, a protrusion occurred at the umbilicus, and
in the latter part of the month an opening formed, giving
exit to most offensive matter. Dr. H. saw her the day before
it discharged, but not afterward.

I now felt fully satisfied that the tumor consisted of an
extra-uterine feetus, and I determined to remove it by gas-
trotomy, as affording the patient the only chance of life.
Just at this time I received intelligence of the intended visit,
in a few days, of Mr. T. Spencer Wells, of London, to Phila-
delphia, and I appointed the time for that and other opera-
tions during his stay in our city.

September 14th, 1867, in company with Mr. T. Spencer
Wells, of London, Drs. Julius Nicolayson, of Christiania,
Norway, John L. Atlee, Senior, of Lancaster, Burpee and
Drysdale, of Philadelphia, and W. Atlee Hoftfman, medical
student, I proceeded to operate. Before doing so, however,
these gentlemen made an examination of the patient and
approved of the course about to be pursued. An incision
about three inches long, commencing at the fistulous open-
ing at the umbilicus and extending downward in the linea
alba, was made through a very dense structure, which
creaked against the knife like fibrous tissue, until the cyst
containing the fetal remains was fairly entered. This ex-
posed to view the cranial bones, which were severally seized
with a common polypus forceps and extracted, and in the
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same way the whole skeieton was removed piece by piece.
The sac containing the feetal mass extended downward into
Douglas’s space. The head of the skeleton was in the
vicinity of the nmbilicus, and the feet in the cul-de-sac, but
all were compressed into a comparatively small space. A
large quantity of soft and shreddy tissue was removed with
the bones. The walls of the sac were at least an inch thick,
but this mainly depended upon a spongy mass, resembling
broken-down placenta, which lined the inside. In thiswere
imbedded the smaller bones of the extremities and ribs, all
of which were removed. With my finger I seraped off a
large quantity of this spongy material. There was consider-
able oozing of blood. After several of the gentlemen had
explored the cavity with their fingers, I packed it with strips
of soft muslin soaked in a solution of the persulphate of iron,
which acted both as a heemostatic and an antiseptic. One
wire suture was placed in the lower part of the wound.

The patient recovered rapidly, was able to sit up by the
22d, and all discharge ceased after the 29th of September.
At this date, 1872, she is in the enjoyment of perfect
health, weighing one hundred and seventy-eight pounds,
having gained since the operation one hundred and eight
pounds.

In order to make out a correct diagnosis in a case of extra-
uterine feetation, it is very necessary to investigate the history
and symptoms closely. In the earliest periods of gestation,
either intra- or extra-uterine, the signs of pregnancy are
usually the same; but if as the ovam enlarges certain symp-
toms supervene, such as severe colicky or spasmodie pains in
the inguinal region accompanied or followed by a red dis-
charge from the uterus, they strongly indicate the existence
of extra-uterine feetation. These spasms, as a general rule,
are more severe and more frequent in tubal than in ovarian
pregnancies. If a tumor is noticed developing in the lower
part of the abdomen, while the uterus itself remains small
and detached, and this tumor, after a certain time, atfords all
the manifestations of a quickening or living fwtus, the evidence
of such pregnancy becomes very strong, As this tumor en-
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larges, and as the motions within it become stronger, while
the uterus itself retains its normal size, all doubt must be ex-
cluded, and we may be positive that the case is neither an
ordinary tumor, nor a tubal pregnancy, which never develops
to this extent, but ovarian, or tubo-ovarian feetation.

Fortunately these cases are extremely rare. As a proof of
this I may state that none of the gentlemen present had ever
seen a case. My brother, who had been extensively engaged
in practice for half a century, and Mr. Wells, the leading
ovariotomist of England, acknowledged that this was the
first case of the kind they had ever met.

C. Monstrosity by inclusion,—It will not be improper,
also, to place under the same head those singular cases
known by the name of monstrosities by inclusion. Rare as
is tubo-ovarian feetation, this form of tumor is still more
rarely met. It consists of an imperfectly-developed foetus,
which has been included, in utero, in the body of a perfectly-
developed child. It is a fetus within a feetus, the former
dying at an early period, while the latter continues to live,
1s born, and after birth carries within itself the remains of
its uterine co-inhabitant. This species of tumor, unlike the
dermoid or extra-uterine, is unconnected with the organs of
generation,

Case LVI.—Monstrosity by inclusion, in a female child eight
years old ; the remains of the fetus discharged through the ab-
dominal walls. This case, which oceurred in the practice of
my brother, Dr. John L. Atlee, of Lancaster, is one of great
interest. In the summer of 1846 he was consulted in the
case of a female child from York, Pa., eight years old, who
had been suftering from a tumor of the abdomen, which had
formed an abscess and opened externally. This was followed
by the gradual protrusion of a large mass, which he seized
with his hand, and upon giving it a slight twist, it came away.
The mass consisted of a large bunch of hair and an amor-
phous collection of mingled hard and soft tissue. The tumor
was gent to me in Philadelphia, and a careful dissection made
of it by William R. Grant, M.D., Professor of Anatomy.
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Figure 12 represents a front view of the monstrosity ; figure
13, a back view; figure 14, a front view of its skeleton ; and

figure 15, a back view. Professor Grant described the speci-
men as follows :

“ The tumor, at first sight, appears to be an amorphous
mass,—its consistence firm, the integument considerably
corrugated, probably by the aleohol in which it was kept

Fig. 16.

before dissection. The upper and back portion, resembling
in structure the scalp, is covered at present with a few scat-
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tered straight hairs. Its size is three and a half inches in
length, and two inches at the widest part; weight, two
ounces. Anterior to the scalp is an irregular horizontal
fissure, supposed to be the rudiments of a mouth. Below
this are three perfect temporary teeth, loosely attached to
the soft parts or gums of the lower jaw. The exposed and
prominent teeth are lateral incisor, bicuspid, and molar,
superficially resting in alveoli of an imperfect jaw, within
the body of which are imbedded one or two rudiments of
other teeth, seen through an opening at the base. The max-
illa has a ridge corresponding with the symphysis; it is
movable on the left, but anchylosed on the right side.
“Within the mass I have traced, with some difficulty, a
skeleton, tolerably perfect, though considerably distorted.
The eranium, which is large and hard, is united to a short
but thick spine,—the latter inflexible, curved backward, and
imperfect behind, constituting the malformation known by
the term spina bifida,—with ridges corresponding with the
situation of intravertebral cartilages. At the open part of
the spinal canal the cord is distinctly seen giving off fila-
ments; one of these, which I take to be the sciatic nerve, was
traced downward to the extremity of the foot. The bones
of the head appear as if fused together; no traces of sutures.
There are in it two openings, one in front near the centre,
and the other corresponding with the situation of the pos-
terior fontanelle. Each of these openings is about two
lines in diameter; a small probe can be passed from one
to the other, and from either downward through the ver-
tebral canal. The bones of the pelvis are well marked,
though misshapen, joined at the pubes by a regular sym-
physis, covered with cartilage; in like manner to the
spine. The acetabula are occupied by the ecartilaginous
heads of the femurs, round and prominent, with tolerably
perfect capsules. The left knee- and ankle-joints are close
together, and the foot turned inward (varus). The right side
of the pelvis and right hip-joint correspond with the left; but
a few lines below the whole extremity appears fibrinous,
as if it had been exposed to the action of an acid, and had
become partially dissolved. The rudiments of upper ex-

.___..__ 2
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tremities were also dissected from the mass, though not so
perfectly as the lower, from their smaller size and less promi-
nent position. I could discover no vestige of ribs, nor the
appearance of any distinet organs or viscera. Covering the
bones is a distinet periosteum.”

After this anatomical deseription of the specimen, the
propriety of arranging the above case in the same class as
dermoid cysts of the ovary I think will be admitted. As it
partakes of many of the characteristics of these tumors, I
thought best to associate it with them in the consideration
of differential diagnosis. As the patient recovered, it is true
that we cannot be certain that the tumor had or had not any
connection with the ovary. DBut, when we take into consid-
eration the age of the patient, and the approximate perfec-
tion of the skeleton, I am strongly inclined to believe that
it was entirely independent, It is, however, probable that,
had the mass remained quiescent until the patient had arrived
to mature years, important changes would have oceurred, in
the course of time, so as to have reduced the structure to a
very different condition, and caused it to assume more nearly
the ordinary signs of a dermoid tumor. Still, I believe that
the case belongs more properly to that theory of generation
to which M. Roux applies the term * Emboitement,” or “Ab-
dominal Fnadelphic or Monstrosity by Inclusion,” and which
affirms that the germs are incased in each other in the ovary
of the female, in such a way that they are developed in sue-
cession after impregnation. In other words, it is the theory

of Tncasing of Germs.

With regard, however, to the dermoid cysts, there can be
no question of their ovarian origin, as this has been decided
by examination after death. If the dermoid eysts, therefore,
belong to the ovary, it may properly be asked, why distin-
guish these from other ovarian tumors? As this discussion
of diagnosis is intimately related to the question of extirpa-
tion of the ovary, the propriety of this course becomes appa-
rent. At a very early period, no doubt these dermoid and
osteo-piliferous tumors might occasionally be removed by the
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surgeon with the same immunity as other ovarian tumors;
but, unlike the latter, as they progress, they are peculiarly
prone to form intimate adhesions with the abdominal and
pelvic viscera, and thus increase too greatly the hazards of
an operation. The history of the cases above detailed shows
how often they are the subject of spontaneous inflammation,
resulting in adhesions to the adjoining structures, in perfora-
tion of the hollow viscera, and in death. Hence the impor-
tance of making this distinction.




CHAPTER V.
PREGNANCY.

TuE question of the differential diagnosis between ovarian
tumor and pregnancy is one of greatinterest and importance,
in several points of view. To the careful and practiced ob-
gerver it would appear to be one easy of solution, and to be
quite impossible to mistake one condition for the other. A
reference, however, to the clinical facts, hereafter to be pre-
sented, will abundantly satisfy the reader of the difficulties
sometimes to be encountered. When the physical and
rational signs of these respective conditions are clearly
marked, a careless observer even will readily note the distin-
guishing features, and make out his case. DBut when some
of these signs are wanting, and others are not well defined,
or are masked, and others again are contraindicative of
the supposed condition, it may be exceedingly difficult to
arrive at a positive decision. And yet how important often
to the character of a virtnous unmarried lady, and to the
peace of the domestic hearth, is such a question! The
grounds of suspicion become daily more and more manifest,
and give color to the idle whispers of the friends and neigh-
bors of an unfortunate patient, while the medical adviser
himself may mistakingly aid in prejudicing her pure charac-
ter. Ilence the moral and social view of this question is one
of very grave importance, and, apart from scientific consid-
erations, demands the most serious inquiry into its differ-
ential diagnosis.

Before engaging in the discussion of this interesting point
of diagnosis, it may be well to collate the principal signs of
pregnancy.

Certain constitutional symptoms are induced by conception,

with which we are all familiar: increased nervous irritability
(203 )
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and vascular activity, variable and eapricious appetite, irrita-
ble and sick stomach, suppression of the menses, increased
size and sensibility of the breasts, a more decided areola with
enlarged follicles, and the accumulation of milk. The uterus,
as it enlarges by the gradual growth of its contents, ascends
into the cavity of the abdomen, assumes the shape and size
of a tumor, alters the contour of, and increases the size of,
the abdomen, and thus, by changing the centre of gravity,
gives a peculiar gait and attitude to the pregnant woman,

These are all recognized as the ordinary signs of preg-
nancy, and yet if we attempt to decide the question of preg-
nancy on such evidence we shall frequently be led into error,
as we may find these signs all associated with an ovarian
tumor, wholly independent of conception. We therefore must
not arrive at a conclusion on such data. Our own reputation
and the fair fame of our patient are at stake, and depend upon
the correctness of our expressed opinion. We should insist
on further investigation.

An examination per vaginam must next be made. In
pregnancy, the os and cervix uteri, according to the period
of gestation, are altered in size, in shape, in texture, and often
in the appearance of the mucous membrane covering them
and the walls of the vagina. In the earlier months of preg-
nancy the os and cervix are very little changed in size, shape,
and consistence. As the period advances, however, towards
the sixth month and afterward, we find the cervix shorten-
ing as it dips into the vagina, and expanding at the top of
it, and by the time gestation is completed the whole cervix
is obliterated and changed into a globular tumor, while
the os is felt as a thin, soft, and relaxed ring. In nearly
the same rate of progress there will be a change in the
texture of the parts. The vagina and wvaginal portion of
the uterus will feel softer and more relaxed, and even from
an early period of pregnancy the speculum will reveal a
peculiar dusky hue of the same parts. In the married female
we would, of course, expect the hymen to have disappeared
and the vagina to be capacious under any circumstances, but
when such a condition prevails in one unmarried, associated
with the above state of the os and cervix uteri, there is strong
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prima facie evidence of pregnaney. Still, we are not warranted
in pronouncing positively that our patient is pregnant, for
there may be conditions,—particularly connected with uter-
ine fibroid tumors,—even in the virgin female, subjected to
previous vaginal examinations, which may resemble all these
strong indications of pregnancy.

There are still stronger evidences, upon which we must
rely, before giving an opinion. Perhaps the case hasnot pro-
gressed far enough to develop these more certain signs. If
go, it is best to wait. After awhile the abdominal tumor
increases, the fretus gains in size, strength, and activity ; the
observer’s hand, placed on the abdomen externally, or his
finger in the vagina, may detect its movements; the ear, with
or without the stethoscope, applied over the proper points,
may discover the pulsations of its heart or the placental
gounds, If, in addition, we should get undonbted responses
to ballottement or repercussion, we ean be no more in donbt
as to the existence of pregnancy.

When, therefore, we meet with a ease in which the above
signs are clearly associated, we must pronounce the patient
pregnant, as there is no morbid or other possible condition
that resembles such a combination of symptoms. As thus
recorded, the case scems plain. Yet every practitioner knows,
through daily experience, that the diagnosis, however clear
on paper, is not so readily made out in practice, that this
concourse of signs is by no means uniform, and that there
are numerous cases of unusnal obseurity, which may deceive
the careless or inexperienced physician, and often severely
test the most consummate skill of one of superior discern-
ment.

It is not uncommon, also, for the married female, during
the progress of an ovarian tumor, to believe that she is preg-
nant, and to imagine that she feels the motions of a child. Tt
18 even sometimes the case that the medical attendant him-
self will coincide with her in this opinion, and be deceived
by spasmodic contractions of the abdominal museles into the
beliet that he feels feetal movements. He may also some-
times observe, by anscultation, a pulsation in an ovarian
tumor, which, in a nervous female with a rapid pulse, might

14
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be mistaken for the action of the feetal heart; this pulsation
being the impulse of the aorta against the superimposed
ovarian cyst, and conveyed by the vibration of the fluid from
the posterior to the anterior wall. Sometimes, too, ballotte-
ment is impossible in pregnancy in consequence of the de-
ficieney or absence of the liqguor amnii. The difficulties of
diagnosis in these cases must, therefore, be manifest, and will
be best illustrated by clinical observations.

A. Pregnancy mistaken for abdominal tumor,—I shall
first call attention to cases in which pregnancy existed, but was
not suspected, and which was treated for abdominal tumor.

a. Casg LVII.— Pregnancy misiaken for a fumor in the ab-
domen ; the patient sent to Philadelphia by her physician for an
operation, January 28th, 1857, Mrs. W. D., of Baltimore,
arrived in Philadelphia with a letter from an old and very
respectable physician of that eity in extensive practice. The
letter was as follows:

“ DEarR Sir,—By my persuasion, Mrs. W. D., of DBalti-
more, my patient and friend, visits Philadelphia to take
your advice and direction for a fumor in the abdomen. I
have assured her you will examine her with care, and be
candid in your expression of the measures necessary to atford
her relief from her disease. If you hold an operation neces-
sary, I shall be pleased to hear directly from you, and will
visit Philadelphia, and be present with you. The history
af the case you will best obtain from her; but in passing I
may call your attention to the frequent symploms of vomiting,
which have marked her case for some months.”

The following was her history: She had five children, the
youngest being three years old. After the birth of the last
child, she did not menstruate regularly, although the menses
were not suspended. The last menstruation occurred in the
first week in May, 1856. After that she was annoyed with
dyspeptic symptoms, particularly vomiting and gastric dis-
tress. Desides rejecting her meals, for ten days before Isaw
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her she had been vomiting a dark-colored fluid, resembling
coffee-grounds. She consulted her family physician, who,
upon examining her, concluded that there was an abdominal
tumor, and advised her to visit me. It was the first intima.
tion she had had of such a thing, and neithershe nor her phy-
gician had the least suspicion of the existence of pregnancy.

I placed her in a recumbent position on her back, and
examined her abdomen with great care. The abdominal
enlargement was about equal to a seventh or eighth month
gestation. The tumefaction, however, was not uniform, as
in pregnancy, but was quite irregular and uneven. A pretty
large, rather solid projection occupied the left hypochondriac
region, and more angular portions could be detected in the
right side. Upon palpation, and compression with the open
hand, I could distinctly feel a motion, which could not be
mistaken. Upon applying the ear to the abdomen, I dis-
tinetly recognized the pulsations’ of a feetal heart, and the
placental murmur. On extending the examination to the
vagina, the cervix uteri was found to be expanded over
the child’s head, which occupied the superior strait of the
pelvis. With the speculum, the os tincze and vagina were
seen to have the dusky, purplish hue belonging to preg-
nancy.

I also examined the patient in an upright position, but bal-
lottement was not evident. This was simply impossible in
consequence of the absence of the liquor amnii, upon the
presence of which this sign depends. The breasts were
plump, the areolse were dark, the follicles enlarged, and milk
could be squeezed from the nipple.

The diagnosis of pregnancy was made without hesitation.

I sent the patient home with the following letter:

“My pear Docror,—I examined your patient to-day very
thoroughly, and have come to the conclusion that she is
pregnant. I must confess, however, that there is a singular
condition of the abdomen present: an irregular, hard, tumor-
like body, instead of the uniform, oval form of the pregnant
uterus. This peculiarity, I am disposed to think, depends
upon a deficiency of liquor amnii, which allows the womb to
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adapt itself to the irregularities of the feetal form, and thus
to assume the appearance of a tumor. I hope you will watch
the ease carefully and let me know the results.”

After returning to Baltimore, her physician wrote the fol-
lowing letter of explanation: “I have seen Mrs. D). since her
return ; she is in fine spirits, and blames herself, in part, for
not yielding to my expressions of opinion before she left Bal-
timore, that, in all probability, she was pregnant. I had ex-
amined her by ballottement, and connecting her symptoms
of vomiting with the history of her case, concluded upon its
probability. She would not, however, agree with me. You
are aware of my unfortunate difficulty of hearing, and by this
I was necessarily shut out from the advantages which auscul-
tation would have afforded me, to the establishment of the
certainty of my diagnosis. The singular form of the uterus,
its position, and the obstinate vomiting with pain, determined
me to take another’s opinion upon her case before instituting
treatment further than palliative for the vomiting. . To this
purpose, having confidence in your judgment, I directed
her to you, being assured I should obtain her true condition.
I shall watch her carefully, and as she is expecting confine-
ment in a couple of weeks, I shall especially observe to what
cause the peculiar and strange form of the uterus is owing,
and inform you.”

Over three years having elapsed without having heard the
results of this interesting case, I again wrote to the patient’s
physician for information. He replied: * After her return
home, I visited her occasionally to the period of her confine-
ment, and getting up. There was no abnormal condition
except some obliquify of the position of the uterns to the left
side, which in the commencement of labor prevented my
reaching the os; but as the process progressed, with some
manipulation the uterus gradually became properly posi-
tioned, and she was safely delivered of a fine son. This took
place on the Tth of March, 1857. There wus a deficiency in
the lignor amnii, which was noted at the time. There was no
difficulty in the parturition; the uterus contracted properly,
and assumed a globular form; and she recovered without
any untoward event.”
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The peculiarity of the foregoing case, and which led to the
error in diagnosis, was the absence of the liguor amnii. The
uterine walls, in consequence, adapted themselves to all the
inequalities of the contained feetus in the same manner as
would a thin gum-elastic bag to an uneven body within it.
The exact position of the child in utero could readily be
traced out. The vertex could be detected in the left side of
the superior strait, the nates in the left hypochondrium
of the mother, the feet to the right of the nates, and the
knees between the umbilicus and pubes,—the back of the
child being toward the left side of the mother, and its right
side presenting front. DBallottement or repercussion, one of
the best signs of pregnaney, was wholly absent. These pecu-
liarities might easily lead a physiciun afflicted with deafness
into an error, particularly if, during his examination, the
feetus did not move in utero.

b. Case LVIIL— Pregnancy mistaken for an abdominal fumor ;
the diagnosis of a tumor being persisted in until the time of parturi-
tion. Awungust 22d, 1857, Mrs. L. R., aged seventeen years,
was brought to my office by her mother on the supposition
that she had an abdominal tumor. She had been examined
by four physicians, two of them of large practice, of acknowl-
edged celebrity, and, withal, authors in medicine, and all had
agreed in deciding it to be a case of abdominal tumor. She
had been married only two weeks before.

I examined herin the presence of her mother. The abdo-
men was enlarged to the size of a woman six or seven months
pregnant. The enlargement was uniform and the abdomen
elastic. The central portion of the abdomen was dull on per-
cussion, the epigastrinm and sides were resonant. On making
sudden and deep pressure with the ends of the fingers, par-
ticularly over the right side, I could distinetly feel a solid body
beneath the fluid thus displaced. Placing my ear upon the
abdomen, I heard a murmur, which I considered placental,
although I could not clearly distinguish the feetal pulsations.
1 could also detect certain movements, which I thought
were fiefal. The breasts were enlarged and contained milk,
which could readily be pressed out. The areole were en-
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larged and darkened, and their follicles increased in size.
The examination per vaginam discovered the hymen to be
absent, the vagina capacious, the cervix shortened, softened,
and expanded. The speculum disclosed the mucous surfaces
to be congested and of a mahogany color. No ballottement
could be detected. She had last menstruated in January.

I announced my opinion to the mother, in the presence of
the daughter, that there was no tumor, but that she was six
or seven months advanced in pregnancy. This the daughter
indignantly and positively denied, asserting such a thing
impossible. On reasserting that I could arrive at no other
conclusion, the mother was greatly distressed at the decep-
tion practiced by the daunghter, although she consoled herself
with the hope that I might be mistaken.

Monday following, August 24th, the mother again called
upon two of the distingunished medical gentlemen, stating my
opinion to each respectively. They reiterated their former
opinion. One called at the patient’s house on Sunday follow-
ing, the 80th, saw and examined her again, and fully satisfied
himself that she was not pregnant. In view of this disparity
of opinion, I made the following remark in my case-book:
time will prove who is right.

Subsequently both gentlemen repeatedly examined the
patient, and always arrived at the same conclusion, and
expressed their indignation that such defamation of charac-
ter should be attached to her. One of the gentlemen—the
physician to the family—even took the trouble of loaning
books to the family, and of reading passages to the mother in
his office, to show how I was mistaken in the case, and to
prove that it was one of tumor.

It was a Jewish family, and one of extensive connections,
and the case produced considerable excitement among them.
I was repeatedly called upon by various branches of the
family until I was tired of repeating my opinion, and declined
further interviews. The mother, finally becoming fully sat-
isfied of the correctness of my view of the case, took her
son-in-law to account, and he acknowledged having had inter-
.course with her daughter in the month of January last. Still,
this proof did not change the ovinion of these gentlemen.



PREGNANCY MISTAKEN FOR ABDOMINAL TUMOR. 211

In October I was again called upon by the mother for the
purpose of engaging my services in the approaching accouche-
ment. I at first declined, but she insisted, stating that her
family physician had so pertinaciously adhered to his opinion
that she considered it unsafe to trust her daughter and her
child to his care.

November 14th, the family physician called to see the
patient, and, patting her on the cheek, again assured her that
she would not have a child.

Next day, November 15th, the husband summoned me to
visit his wife in labor, which commenced at nine A.M., and
gradually and regularly progressing, terminated at nine
o'clock p.a. in the delivery of a very large, robust, living
male child, no tumor remaining ! Time, therefore, had decided
the question.

The above case is presented because it occurred in the
practice of eminent medical gentlemen, men of advanced age,
large experience, and close observation, and not on account
of any great obscurity in the case. It is true that, at the only
time I examined the patient, ballottement and the feetal pul-
sations were not discovered, yet every other sign was charac-
teristically marked, and it is altogether probable that the
other signs were evineced by further development of the feetus.
I ean only explain the error in diagnosis, in this case, to a too
careless examination in the first instance, and the receiving
of a mental impression go strong that no subsequent exami-

ation could afterward remove it.

¢. Case LIX. — Pregnanecy mistaken for abdominal fumor ; and
denied by the patient even afler the ehild’s head was born. Oectober
26th, 1859, Mrs. A. C. M. called, in company with her mother,
to consult me respecting a * movable tumor in the abdomen.”
In several points of view this case resembles the foregoing.
Several aged, experienced, and excellent physicians, who had
examined her, diagnosticated an abdominal tumor, and, sat-
isfactorily to themselves and to the patient, explained cer-
tain movements to be dependent upon flatulency and altered
nervous sensations,
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I examined her first in a sitting posture. Ier size corre-
sponded with a woman in the last month of pregnancy. There
was dullness on percussion over the region enlarged, but no
fluctnation. Next I placed her on her back. This position
scarcely altered the shape of the abdomen. It was elastie,
and percussion returned the same evidence. The points of
the fingers, on being suddenly pressed into the abdominal
wall, struck against a deep-seated solid body. On placing
my hand upon the abdomen, I soon discovered a movement
which I eould not mistake. It seemed quite strong on the
right side, and apparently depended upon the quick motions
of a child’s limbs., I next placed my ear against the abdo-
men, over the left side, below the umbilicus, and clearly dis-
covered the pulsations of the feetal heart. On examining per
vaginam, the cervix nterl was found to be expanded over a
child’s head, the os tince was thick and not open. Without
continuing the examination, I was fully satisfied that she was
pregnant and near full time.

She bad not menstruated after the latter part of the month
of January preceding, and was married only about fourteen
weeks before I saw her. On announeing my opinion, both
mother and daughter were indignant, and said such a thing
was impossible.

Next day the husband called upon me to know whether
motion in the child could commence so soon after marriage.
I told him such an occurrence was quite possible, although
it was exceedingly rare so soon after conception, dating that
at the period of marriage.

November 10th, full two weeks afterwards, T was called to
see the patient about eight o’clock .., for a “ severe attack
of cramp of the stomach,” which she had been suffering from
for about five hours. BSuspecting the character of the
“eramp,” I made an examination per vaginam, found the os
tincee attenuated, open to the extent of an inch, and the pains
decidedly uterine. I reannounced my former opinion, and
further informed her that she would be a mother before
night. But she ‘knew better, as that could not be the case.”
She wanted to know if retained menses and clotted blood
could not produce such swelling. ¢ No,—have a little pa-
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tience, and the mystery will be solved before night.” After
four o'clock p.M. a full-grown, lusty boy was born. Even
after the head was extruded, she persisted in denying her
pregnancy, and did not acknowledge it until she heard and
saw her child.

d. Case LX.— Pregnancy mistaken for an ovarian tumor; the
patient tapped, causing a miscarriage of twins. Having mislaid
the notes of this case, I shall have to depend upon memory
for the principal points in it. Several years ago I was called
in consultation, first by one physician and again by another,
to see a woman with a rather irregular abdominal enlarge-
ment. Upon examination I was perfectly satisfied that it
implicated the uterus. As the menstrual flow had been
interrupted, I did not resort to the use of the sound, fearing
the existence of pregnancy, and as the period had not suffi-
ciently advanced to discover either feetal motion or pulsation,
I was not prepared to pronounce on its presence. The irregu-
lar form of the abdomen, however, indicated the probable
presence of a tumor, and both of the physicians had so
regarded it, particularly as the patient was unmarried. As
there was also present a slight sense of fluctuation, the last
physician with whom I had consulted had determined to tap
her, but upon my remonstrance he agreed to omit it. I did
not visit the patient again. She, however, increased more and
more in size, and her physician, considering that the symp-
toms were becoming urgent, and convinced that she was not
pregnant, and that it was an ovarian tumor, undertook to tap
her, but sncceeded in getting very little fluid. A few days
after the patient miscarried with twins, and all the signs of a
tumor disappeared.

A specimen of the fluid was sent to Dr. Drysdale for exami-
nation soon after the tapping, whose report was as follows:

‘““ May 11th, 1856, a fluid was sent to me by Dr. A. L. for
the purpose of assisting his diagnosis in a case of abdominal
tumor. He had tapped the patient a few days previously. The
fluid is cloudy, of a dirty light straw color, partially decom-
posed and fetid, alkaline, specific gravity 1010, thin like
water, becoming opaque on boiling and on adding acetic
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acid. The microscope shows only epithelial cells in abund-
ance, fat and blood cells. r

“ By evaporating five hundred grains to dryness, six grains
of solid residuum were obtained. .Three grains of this were
albumen, as was shown by boiling five hundred grains, add-
ing a few drops of acetic acid, and washing the solid thus
obtained.”

In the above case, the medical attendant was misled by the
unusual irregularity in the form of the pregnant abdomen, in
consequence of the scarcity of the liguor amnii; by the patient
being unmarried; by her desire of ridding herself of the
fruits of an illegitimate congress; and by his impatience in
not waiting until time would have cleared up all doubts. He
performed paracentesis with the view of emptying an ovarian
eyst, and did not discover his mistake until he had the extreme
mortification to find by the miscarriage that he had perforated
the uterus,

e. Case LXI.— Pregnancy mistaken for an ovarian tumor ;
ovariotomy decided on, but after further counsel abandoned. May
1st, 1870, a physician of Philadelphia, who had performed
ovariotomy, called at my office to request me to see a patient
from whom he expected to remove an ovarian tumor in a few
days. Ie told me that as she was living out at service, he
had engaged rooms for her and had completed all the arrange-
ments for the operation, but before performing it he would
be pleased to have me see her. I saw the patient with him
next morning, and made the following memorandum : Miss
E. C., aged forty-five years. 8he had always been regular
until July, 1869, in which month she had her last menses.
Soon after she noticed that her abdomen began to grow
larger, and had gradually increased up to the time I saw her.

The patient was a spare woman, and a good subject for
examination. While lying on her back with the abdomen
exposed, I noticed a fullness and contour resembling a
woman eight months pregnant. The enlargement was cen-
tral and uniform, and extended. some distance above the
umbilicus. There was dullness on percussion over the seat
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of the tumor, and resonance on both sides of it and above it,
The tumor was soft, elastic, semi-fluctuating, and yet oceu-
pied here and there by solid masses. The solid portions did
not occupy the walls, but evidently were within the cavity of a
sac. Thesesolid masses could be pushed away from the cyst
wall, and upon removing the pressure they would again
return. Upon the right side could be traced a mass as large
as the feetal head, and upon the left, lower down, were a
couple of nodules, resembling the knees of a feetus, all of
which, by sudden pressure, could be made to rebound from,
the eyst wall. The vagina was quite capacious, the hymen
enlirely absent, the cervix fully expanded, the os tincm
attenuated, and rather spread out and patulous. Through
the expanded cervix similar hard bodies were detected, which
also rebounded by pressure. Indeed, with the hand above,
and the finger in the vagina, I could distinetly play a solid
body between the two through a fluid. In fact, ballottement
was remarkably distinet. The breasts also were supplied
with rich milk. The areolse were darkened, and the follicles
and nipples were enlarged.

On retiring for consultation, the doctor was surprised to
learn that my diagnosis was pregnancy. Ie said that he
had examined her with the speculum, that he found the
os congested, and the parts had a purplish eolor; and that
while the speculum was in place he had introduced the sound
the normal distance of two aud a half inches, at which point
it was arrested, and from that circumstance he supposed that
the uterus was of its natural size.

Being positive of the existence of pregnancy, I requested
him to postpone his operation until further developments
would unfold the mystery to his doubting mind, and then to
inform me of the results.

Not hearing from him, and being anxious to learn how the
case terminated, I addressed a note to him, and received the
following reply :

# August 26th, 1870,

“Dr. ATLEE. Dear Sir,—That woman left for New York
a few days after we saw her, and I have not been able to find
out anything about her since.”
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The mistake in the above case ought never to have been
made. I cannot account for it unless the physician was
misled by her unmarried condition, her advanced years, and
the belief that the arrested menstruation was the resunlt of
the elimacterie change of life. It appeared as if he had not
the least suspicion of pregnancy, and yet I have never met
an instance in which the characteristics were more decided
and unequivocal.

B. Ovarian tumor mistaken for pregnancy.—A much
more frequent error, however, occurs wherein the mistake is
reversed : a tumor may actually exist, but is not suspected,
and the case is regarded as one of pregnancy. In a large
number of cases of ovarian tumor, oceurring during the men-
strual period of life, and particularly in the earlier stages of
the disease, the married lady herself suspects that she is with
child, while the unmarried iz accused of such a condition by
her censorious friends. Even the physician will be severely
tried in arriving at a correct diagnosis, although aided by a
a careful examination, This is so common an error that I
need illustrate it only by one marked example.

Case LXIL.—An ovarian tumor mistaken for pregnancy ; the
physician in aftendance all night waiting for a child to be born ;
ovariotomy. December 12th, 1860, I visited Mrs. J. B. in
consultation with Dr, Joseph R. Bryan. She was twenty
years of age. Menstrnation commenced at the age of twelve,
and was so profuse that she fainted from the loss of blood.
It continned one week. There was no return for one year,
when it reappeared, and was again quite profuse. After
this it recurred regularly every four weeks, but always too
freely. At the age of fifteen, for a period of two months,
the intervals were only two weeks, and the discharge was
so profuse as to cause fainting two or three times a day.
She became perfectly blanched and ansmie. At the age of
gixteen she was married. This made no change in her men-
gtrual habits. About nine months afterward she had a very
gevere attack of flooding, and her physician, Dr. Z., considered
that she was threatened with miscarriage. The hemorrhage
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lasted one week, and occurred at a regular menstrual period.
She continued to be regular afterward for six months, when
she had another and more severe attack of flooding, lasting
eight days. By this attack she was confined to bed two weeks.
Two regular periods followed, and then she had another
hemorrhage. After this her health was bad until the spring
of 1860, when she was seized with violent cramp in the lower
part of the abdomen while in the act of getting into bed.
The pain was so intense as to cause syncope, and continued
for two hours. The attack occurred in the interval between
the menstrual periods. The abdomen had also been en-
larging from the previous February. Dr. Z., who had been
gent for, assured her that she was five months pregnant,
and that she would not get well until she had her babe. At
the same time the external genitals were swollen and irritated.
Afterward, during the bathing season, she spent two weeks
at the seashore, using sea-baths, which resulted in benefit.
Two months after her return, however, she was again seized
with a similar attack of cramp in the abdomen and back, so
severe that she was carried up-stairs to bed aud her physi-
cian sent for. He sat at her bedside all night waiting for a
child to be born. None came. After this attack, the puden-
dum became more tumetied than before, and greatly inflamed
and sore. These acute symptoms all gradually subsided
without the occurrence of parturition.

At the time I saw her she constantly suffered from a
dragging pain and weight, particularly on going to bed at
night. There was no difliculty in the act of urination or
defecation. A recent attack of bilious dysentery was the
only additional sickness from which she suftered. Menstru-
ation was regular.

I examined the patient. She was small and delicate,
When lying on her back, the exposed abdomen presented
the appearance of full pregnancy in size and shape. An oval
tumor could be distinctly traced out by palpation, whose
longest diameter corresponded with the long axis of the body.
This tumor was smooth, free from ridges and nodules,
elastic, and indistinetly fluctuating. It could be partially
moved from side to side, and upward and downward. It was
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dull on percussion everywhere over its surface. There was
resonance in the epigastrium, and also over the right side
when the patient was lying on the left. The breasts were
plumyp, and milk could be pressed from them. The areolse and their
follicles were enlarged. Every indication so far rather favored
the supposition of the existence of pregnancy. She believed,
also, that she had felt the motions of a child; and when the
hand was placed upon the abdomen peculiar twitchings of the
abdominal muscles were always felt, which were calculated
to deceive the physician. No sound, however, could be de-
tected resembling that of the placental souffle, or of the feetal
heart.

On extending the examination to the pelvis, I found condi-
tions which contradicted the external signs., The uterus was
small, and was located toward the left sacro-iliac junction.
It was antiflexed, both the os and fundus presc'nting ante-
riorly, forming an acute angle at the junction of the cervix
with the body. The sound entered to the distance of only
one inch, at which point it was arrested by the angular flex-
ure. The pelvis was not occupied by the tumor, but the
latter could be felt by pressing the finger high up in front of
the uterus. Motion given to the tumor in the abdomen was
not communicated to the uterus, and vice versa.

The diagnosis was ovarian tumor.

April 18th, 1861, having repeated my examination several
times, with a further confirmation of my first opinion, and
the enlargement having regularly and rapidly increased, with
the development of more distinct fluctuation, I performed
the operation of ovariotomy, and removed a unilocular ova-
rian cyst, filled with a thick, starch-like fluid.

In the case above related, the external characteristics were
strongly those of pregnancy, and the patient herself, for a
long time, believed that to be her condition. Iler physician,
quite an aged and intelligent gentleman, an obstetrician of
forty to fifty years’ experience, was so satisfied of this condi-
tion that he waited all night at her bedside for the expected
accouchement. He no doubt made a vaginal examination,
and the surprise is that he did not then correct his error; but
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this is perhaps explicable by the fact that the genitals were
greatly tumefied, excoriated, and seunsitive, and no doubt this
condition extended throughout the walls of the vagina, so as
to render everything obscure to the touch. At the period of
my examination such was not the case. There had, to be
sure, been no interruption to the menstrual flow, but this,
or at least a red discharge, is sometimes known to occur
during pregnancy. Auscultation failed to detect the ordi-
nary sounds; yet even this, as I have instanced, may also
oceur. Independently of these exceptions, there certainly
were very strong reasons for suspecting the existence of
pregnaney, particularly in a young married female.



CHAPTER VLI

PREGNANCY COEXISTING WITH OVARIAN DROPSY.

WEe now approach a question very difficult to decide,
and one which is the most trying in differential diagnosis.
Enlargements of the ovary, as has just been seen, may resem-
ble pregnancy, and pregnancy, on the other hand, may as-
sume the peculiarities of ovarian tumor; but by careful
examination their real characters may be properly inter-
preted.  When, however, they coexist, as they occasionally
do, the most experienced observers may be at fault in detect-
ing the real condition of things. It is now so well established
that conception may oceur during the existence of eystic dis-
ease of one ovary, and indeed when both ovaries are involved,
that we dare not infer pregnancy to be impossible, or even
improbable, in patients having ovarian dropsy. And in all
cases of ovarian tumor, during the menstrual age, it is safe
to suspect the coexistence of pregnancy, when, after men-
struation has been previously regular, the menses become
guspended for a season., As$ the pregnant uterus, in rising
into the cavity ot the abdomen, will take an anterior or lat-
eral position, provided there exist no adhesions between the
walls of the enlarged ovary and the parietes of the abdomen,
we may usually detect pregnancy by the ordinary methods,
particularly if it be associated with a unilocular ovarian eyst.
The uterus, being either in front or on one side of the tumor,
can be readily manipulated and auscultated, and the usual
signs of pregnancy discovered, while the dropsical eyst adja-
cent to it can also be readily diagnosticated ; and the relative
position of the two should always remain the same during
all changes in the position of the patient. This would not
be the case, however, in ascites, the fluid of which, being
free in the cavity of the peritoneum, would gravitate accord-

(220)
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ing to the laws of hydraulics, and change its relative situa-
tion to the uterus in accordance with the position of the
patient. Should the ovarian tumor, which may have ex-
isted prior to pregnancy, have contracted strong adhesions
to the anterior wall of the abdomen,—which is not an unfre-
quent occurrence,—then the gravid uterus, as it enlarged,
would take a different direction in its ascent, a position
back of the tumor, and thus be secluded from examination.
In such a case, neither the movements of the feetus nor the
usual uterine sounds would be likely to be detected by the ob-
gerver. The difficulty of diagnosis is increased if the ovarian
tumor be multilocular. Instead of there being two tumors,
one elastic and fluctnating, the other more solid and free from
fluctuation, there may be several tumors, all varying in con-
sistency and in the freedom of fluctuation; some being hard
and containing no fluid, others elastic and more or less filled
with fluid, all forming an irregular segregated mass. In such
a case the uterus may readily be mistaken as a harder portion
of the tumor; yet, when in position to be felt and auscul-
tated, it is capable of being diagnosed at an advanced period
of gestation.

There is one condition of a multilocular ovarian tumor,
even when pregnancy is absent, that may, to a certain extent,
resemble pregnancy when complicated with a single cyst. I
allude to that form of multilocular tumor, frequently met
with, which fills up one side of the abdomen with one large
cyst, while the other side is occupied by a purely multilocu-
lar mass, the dividing line being the linea alba. Iere a
hasty observer, particularly if menstruation had been sus-
pended, might diagnosticate a unilocular cyst on one side
and a pregnant uterus on the other,

In the majority of cases of pregnancy combined with
tumor, when gestation has advanced sufficiently far, the signs
by auscultation, and the motions of the child, will be detected
in one side or the other, while the tumor will occupy the op-
posite side. In some cases, however, as in Case XXXVII.,
the movements of the child, and the feetal and uterine sounds,
are confined to the central lower portion of the abdomen,
while the tumor is above, balanced as it were on the fundus

15
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of the uterus. The patient herself is usually cognizant of
these movements, and will be able to locate them to the
satisfaction of the examiner. Generally the tumor is at-
tached to that side of the uterus upon which it lies.

It is a good rule, in cases of abdominal tumor, always
to suspect this complication, when, during menstrual life, the
menses have been suspended after a period of regularity,
unless by a vaginal examination the uterus is found of such a
diminutive size as to preclude such an idea. The same rule
will apply to the use of the sound, which under similar cir-
cumstances should not be used as a means of diagnosis. The
great importance of determining the existence of pregnancy
is apparent, and in all cases of doubt it is always best, if
possible, to postpone further proceedings until pregnaney is
disproved by time, or by subsequent revelations, or termi-
nated by parturition.

The above general observations and practical inferences
are based upon the following interesting cases:

. Casg LXIIL—A large ovarian tumor, tapped sixlteen times ;
after the eleventh tapping the patient was married ; afier the last tap-
ping ovariolomy was performed, when pregnancy was discovered,
October 5th, 1850, Mrs. R. 8., of Connecticut, consulted me on
account of an immense enlargement of the abdomen. She
was twenty-eight years old, and had been recently married.
In the winter of 1843-44, her friends noticed that she was
growing larger, but the following spring she decreased in
size, and continued smaller during the succeeding summer.
Afterward, she again gradually enlarged, and by November
she first noticed the swelling herself, in consequence of the
pressure in the abdomen. Being unmarried, disparaging
reports were circulated about her. The enlargement was
general, and extended to the legs, face, etc. She was placed
under a great variety of treatment until November, 1845, when
she was tapped, and twenty-nine pints of chocolate-colored
fluid were drawn off. Up to August 21st, 1850, she had been
tapped fifteen times, the whole amount of fluid obtained being
about five hundred pounds. The largest quantity removed
at one time was fifty-six pounds, the smallest seven pounds.
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In the small tapping the fluid resembled ecalf’s-foot jelly.
The color of the fluid varied at different times. At the ninth
tapping a tumor was discovered in the left inguinal region for
the first time. In Febroary, 1850, she was tapped the eleventh
time, and by the advice of her physicians she was married to
her brother-in-law immediately afterward. Up to the period
of her visit to Philadelphia, the tumor in the inguinal region
had increased 1n size after every tapping.

She first menstruated at the age of fifteen. Ier menses
afterward returned regularly, were free from pain, rather
scant, and of two days’ duration. From June, 1847, until
January, 1849, they were suspended. After that date they
were again regular. There should have been a return one
week before I saw her, but they failed to appear.

I examined the patient October Gth. When lying on her
back, the protuberance of the abdomen was very great. It
was so large that it projected downward between the sepa-
rated thighs. It also bulged at the right hypochondrium, at
the left iliac region, and backward on both sides of the
spine. The only resonant percussion sound was over the
upper portion of the left hypochondrium. Palpation discov-
ered a small tumor in the upper part of the epigastrium, and
an indurated spot to the right of the umbilicus. Fluetuation
was very distinet over the whole abdomen, except the left
lambar region, which appeared to be occupied by an elastie
tumor. The uterus was crowded downward and backward,
and toward the left. The os tinem was closed. The anterior
part of the pelvis was filled with an elastic substance. The
uterine sound was not used in consequence of the suspended
menses following the recent marriage. I feared that impreg-
nation had possibly ocearred; and that mischief might result.

The same day, assisted by I'rofessor Grant, I tapped her,
removing twenty-eight pints of ecider-colored fluid, an aceu-
mulation of only six weeks., After the fluid was withdrawn,
there still remained a considerable enlargement of the abdo-
men. The left lnmbar region continued to be occupied by
the same elastic tumor above referred to, and immediately
anterior to that, on a line with the linea semilunaris, was a
peculiarly formed tumor, semilunar in shape, convex exter-
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nally, concave toward the linea alba, and extending upward
and downward the whole length of the abdomen. It was so
prominent that it could readily be traced by the eye. On
making pressure on the tumor in the lumbar region, motion
was readily communicated to it. Within its concave face,
in the region usuallv oceupied by the small intestines, there
was a mass formed by a congeries of very small tumors.
This mass occupied the whole umbilical region, was ten or
twelve inches in diameter, and circular in shape. Several
other smaller and quite movable tumors were detected in
different parts of the abdominal cavity. Upon grasping the
parietes of the abdomen in the left hypochondrium, and let-
ting them gradually slip away from the fingers, I could dis-
tingunish first a cyst, next the muscular wall, and finally the
skin. On examining per vaginam, no alteration had occurred
in the pelvis in consequence of the tapping. The pelvie
tumor when moved communicated an impulse to all the
tumors above described, while the uterus remained unin-
fluenced by these movements,

November 13th, i850, was appointed for the removal of
the tumor. If conception had occurred, she was about two
months gone. It was thought best not to defer the opera-
tion in consequence of suspected pregnancy, as the patient
was then emaciated to the most extreme degree, and had a
small pulse of one hundred and ten to the minute.

The tumor, weighing eighty-one pounds, was extirpated,
and afterward the uterus was carefully examined. It had a
natural, healthy feel, and was evidently impregnated. It
was enlarged, about four inches wide, and two inches in the
antero-posterior diameter, its fundus being elevated above
the crest of the pubes. Its whole aspect was perfectly
normal, somewhat vascular, as if supplied with an increased
quantity of blood.

The patient recovered from the operation, but the recov-
ery wus attended and followed by great gastrie irritability,
which was supposed to arise from her pregnant coundition.
The vomiting was inveterate, and no food could be retained
in the stomach. At the time of the operation, the ema-
ciation was extreme, her system had no pabulum in reserve
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to depend on, and as her stomach subsequently rejected
everything, she finally, as her physician in Connecticut
wrote, * died of inanition.,” This was one month after the
operation. No autopsy was permitted.

In the above case, either before or after the tapping, at
that early stage of gestation, it was impossible to ascertain
positively the real condition of the uteruns, in consequence
of the immense masses occupying the cavities of the abdomen
and pelvis. The suspicion only of pregnancy existed. It was
inferred from the associated facts of the absence of menstru-
ation and the recent marriage, not from any perceptible phys-
ical signs. I wrote to her physician advising him to induce
abortion in order to arrest the vomiting, so that nutrition
might be maintained. Had this been done, perhaps the
result might have been more favorable.

b. Case LXIV.—Dropsy of the left ovary ; tapped once before
the patient conceived, and twice afterward; the right ovary atro-
phied ; aufopsy. September 30th, 1856, I visited Mrs. P. 8.
in consultation with Drs. Fricke, Darrach, and Wiltbank,
The following history of the case was written by Dr. A.
Fricke: ¢Mras. P. 8., thirty-one years old, called in the early
part of January, 1856, at my office, fo get my advice for what
she thought to be a case of ascites.

“I found her abdomen very considerably enlarged, detected
easy fluctuation of fluid in the abdominal cavity; but her
general health seemed not much impaired, her complexion
looked good and healthy, her pulse was not over eighty-four
per minute, there was no cedema; she had walked from her
house, Tenth and Master Streets, down to my office, 235
North Sixth; urine normal, digestion unimpaired, no diffi-
culty in breathing except by walking,—all this excluded at
once the idea of ascites. I proposed a more thorough exam-
ination at her own house, but told her that T snspected she
was suffering with ovarian dropsy.

“Janunary 10th, I visited Mrs. 8. at her house ; she has been
healthy from childhood; she menstruated in her fifteenth
year, and married in her twenty-fourth year. Menstruation
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up to that time was very regular; she became pregnant and
had an extremely tedious labor; the child was finally deliv-
ered by the use of the forceps. After delivery, the patient was
very weak, and by some mismanagement her milk, which
had been very profuse, was allowed to dry up. Two years
after,she was delivered of a second child without much trouble.
Some days after delivery, complained of heavy pain in the
uterine region ; abdomen distended and painful ; was treated
for these symptoms, but since that time had always, as she
expressed herself, a lump on the left side of her stomach.
This lump gradually increased. Her milk in this second
confinement was again allowed to dry up. The swelling in
the left side increased rapidly, and eighteen months after her
second confinement she came to consult me.

“ By external examination, an encysted abdominal dropsy
was readily ascertained. The cyst seemed to be a single one
—unilocular; by examination per vaginam, the uterus was
found thrown to the right with its fundus by the pressure of
the eyst.

“ Diagnosis.—Hydrops owvarii simplex. I proposed tap-
ping; it was acceded to.

“January 16th, Drs. William and James Darrach pres-
ent, emptied the cyst; it contained about two gallons of
light-colored, albuminous fluid, semi-transparent, coagulating
readily by heat.
~ “ April 12th.—Patient came to my office; thinks herself
pregnant; has been always very regular in her menstroa-
tion; not menstruated since the first days of March.

* June 6th.—Ias no doubt about being pregnant.

“ August 8th.—Suffers greatly through the distention of
the parietes of the eyst and the pregnant uterus. Concluded
to tap her again,

“ August 18th.—Tapped her again, Drs. W. and J. Dar-
rach and J. Wiltbank present. Removed about two and a
half gallons of albuminous fluid of rather a dark color,
shading into brown, like a dark solution of gum-arabie.
Specific gravity 1005,

“September 25th.—Pulse one hundred and twenty. Ab-

domen, through cyst and pregnancy, very much enlarged and

e
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extremely tense; os uteri slightly dilating,—pressure of the
cyst on the diaphragm causing the most insufferable pain;
sleepless ; very feeble.”

A specimen of the fluid drawn away by the first tapping
was sent to Dr. Drysdale for examination, who reported as
follows: “An opaque, light-yellow-colored fluid, with a tinge
of green. It resembled a thin mucilage of gum-arabicin con-
sistence, and was viscid.

¢ Chemical examination.—Alkaline. Specific gravity 1012.
Acetic acid produced no change in its appearance. Boiling,
after the addition of acetic acid, produced coagulation, but
not sufficient to destroy the fluidity of the liqguid. Water,
972 ; solid residue, 28; albumen, 22,

““The albumen coagulated in a jelly-like form and was
washed with difficulty.

¢ Microscopic examination.—Granular cells were present, but
few in number.”

The above history brings the case down to the period
when I saw it in consultation. I shall now record from my
own notes. The patient’s respiration was very frequent and
labored, and her pulse small and accelerated, one hundred
and twenty to the minute. The abdomen was greatly dis-
tended, but uniform in shape, partaking of all the character-
istics of encysted dropsy. Fluctuation was distinet as in a
unilocular eyst. The pelvis was found to be occupied by a
hard mass, which was recognized to be the head of a feetus;
the os tincse rested against the sacrum, and was dilated to
the size of a silver quarter dollar; the cervix was thinned
down; and all were in a condition similar to progressing
labor, although no labor-pains were present. The mem-
branes and feetal head could be easily detected by the
touch.

October 1st, T tapped her, removing twenty-six pints- of
opaque, yellowish-green, pus-like fluid, having a very offen-
sive, putrid odor, uncoagulable by heat. The uterus, enlarged
to the size of a seven months' gestation, was readily dis-
tinguished after the tapping, and the feetal movements and
pulsations, with the uterine souflle, were perceived. A liv-
ing female child was born about tweuty-four hours after. Dr.
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F. was not present at the time of birth, and the child was
suffocated in the unruptured membranes.

Dr. Drysdale also examined a specimen of this fluid, and
reports :

“ A thick, viscid, opaque fluid of a white color with a
green tinge. On standing, it separated into two portions,
an opaque greenish-white deposit, and a clear, whey-like
fluid.

« Chemical examination.—Slightly acid, specific gravity 1013.
The acid reaction was probably owing to the fluid having
been placed in a German wine-bottle.

¢ Microscopic examinafion.—The fluid was composed of pus
and, probably, ovarian fluid, as, in addition to the pus cells, it
contained delicate granular cells,some of which showed nuclei
when treated with acetic acid.”

The patient gradually sank, and died of septicsemia, Octo-
ber 24th. Next day a post-mortem examination was made.
The abdomen was very much distended, but the body ema-
ciated to the most extreme degree. The abdominal cavity
was filled with a very thin eyst, decomposed, dark colored,
andunhealthyin appearance,and adherent anteriorly through-
out its whole extent, so as to be almost incorporated with the
abdominal wall. The cyst wall was also very vascular. There
were no adhesions of the cyst to any of the viscera. It
was filled with about four gallons of fluid resembling that
removed by the last tapping. Its inner surface was covered
by an exudation of fibrin, giving it a pitted and worm-eaten
appearance. Back of this was another cyst dipping into the
pelvis, containing about one quart of transparent liquid. The
walls of the small cyst were healthy and translucent, having
no fibrinons exudations on its interior surface. The tumor
congisted of the left ovary, and had a small membranous
pedicle. T'he right ovary was very much atrophied. The uterus
had undergone involution to about one-half its size. The
remains of the maternal placenta were visible. All the other
viscera were normal,

Independently of the question of diagnosis, the above case
possesses great interest in a physiological point of view. It



PREGNANCY COEXISTING WITH OVARIAN DROPSY. 229

18 not unfrequent for conception to occur after one of the
ovaries has been extirpated. It may also happen during
the existence of extensive disease in one ovary, where both
were present, as in the case just detailed. DBut in every
instance of this kind, the presumption is that the other ovary
must be in a state of health in order that such a result may
be accomplished. In the above case, the left ovary was very
much hypertrophied and diseased prior to conception ; and a
short time after parturition, the post-mortem condition of the
right ovary was that of extreme atrophy. It is possible, how-
ever, that this might have resulted after the escape of the
ovam from the right ovary and its impregnation.

e. Case LXV.—An ovarian tumor existing in a case of unsus-
peeled pregnancy ; the ulerine sound employed three months after
conceplion, and the ehild born at full period. June 25th, 1858, I
examined Mrs. J. 8. in company with Dr. John L. Atlee, of
Lanecaster, and again next day with Dr. Drysdale. She was
twenty-five years old. Meustruation commenced at the age
of sixteen years, and after one regular return, the menses
were suspended for two years. During this period, her
health was bad. The menses returned spontaneously, and
continued to be regular up to the period of marriage, being
neither profuse, painful, nor clotted, and lasting three days.
At the age of twenty-two she was married, after which the
menses lasted one week. On the 26th of July, 1857, she was
delivered of twins, one of which still survives, and was at the
breast until one week before my visit, when the patient was
seized with intense pain in the right side, and lactation at
once ceased and did not return again. Generally, she enjoyed
pretty good health.

She thought that she noticed an enlargement of the abdo-
men soon after her parturition, but no tumor was discovered
until about three weeks before my visit, when she had an
attack of severe abdominal pain. Dr. John W. Jones, who
was sent for, on examination discovered the presence of a
tumor, and referred her to me.

On placing the patient on her back, with the abdomen ex-
posed, there was plainly seen and felt a tumor as large as an
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infant’s head, occupying the lower portion of the right side,
It was soft, elastic, fluctuating, and quite movable. It could
be pushed about the abdomen in every direction with per-
fect freedom, and it was free from soreness. The abdominal
walls were very much relaxed and attenuated, and conse-
quently the uneven surfaces which existed on the tumor
could be readily felt. The os tinese was directed toward the
hollow of the sacrum. It was thickened, soft, and had the
velvety feel of granular inflammation. Italsoseemed fixed and
immovable. Anterior to it, ocenpying the superior strait
of the pelvis, was an elastic mass, which could be distinetly
felt between the hand above the pubes and the finger in the
vagina. It wasimpacted,immovable, and elastic. The sound
entered the uterus two and a half inches.

As her child was only eleven months old, and had ceased
nursing only one week before, the idea of pregnancy never
occurred to us, and the case was diagnosticated to be one of
ovarian tumor, with one ecyst situated in the cavity of the
abdomen, and another impacted in the pelvis, wedging the
uterus against the sacrum, .

October 6th, I called to see her again, when she informed
me that she thought she was pregnant and could feel the
movements of a child. She also informed me at this visit,
which she had failed to do before, that she had a menstrual
show on the 1st of Marech, the only one after childbirth. This
occurred, of course, while nursing.

I again made a careful examination. The abdomen had
inereased very much in size. I could recognize the original
turaor in the right side. It was: larger, possessed the same
characteristics as before, and was still movable up and down,
but was resisted by another and larger body oceupying the
left side of the abdomen. This latter body had the shape
of and felt like an impregnated uterus. The motions of a
feetus counld be plainly felt, and the pulsations of the feetal
heart and the placental murmur were distinctly heard.
The tumor, which had been impacted in the pelvis and
discovered at the previous examination, had disappeared,
and its place was occupied by the os and cervix uteri en-
larging into the body of the impregnated uterus. The
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diagnosis then was ovarian tumor conjoined with a seven
months’ gestation,

Subsequently Dr. Jones informed me that, about two
months after the last examination, he had delivered the
patient of a healthy child, there being no difficulty in the
parturition,

It is worthy of remark that at the first examination of this
patient she must have been at least three months advanced
in pregnancy, and yet, with no suspicion of such a condition,
the sound was introduced to the distance of two and a half
inches in the uterus without injury to the ovam. The prob-
ability is that it passed between the ovum and the uterine
wall, and in this way abortion was not provoked.

It may also be remarked that during lactation the majority
of women do not conceive. This is the case whether they
menstruate or not while the child is at the breast. Ilence
nursing is often protracted for the very purpose of preventing
pregnancy. Some women, however, will coneeive while nurs-
ing,even though menstruation does not occur,and a number of
children may be successively born without the appearance of
a single menstrnation. Hence in all cases of tumor occurring
under such circumstances it is best to be gnarded in our diag-
nosis. When a single menstroation oceurs during nursing,
and this is followed by a diminution or cessation of lactation,
we may infer the probability of conception.

d. Casg LXVI.—A mullilocular ovarian lhumor, coexisting with
unsuspected pregnancy, tapped nine times ; the uferus punctured at
the last tapping ; ten days after, miscarriage ensued ; death in twenty
days. June 3d, 1859, in company with Drs. Burpee and
Drysdale, I examined Mrs. W. M., of Lewisburg, I’ennsyl-
vania. She was thirty-five years old, had rather profuse men-
struation from the age of fifteen; was married when nineteen,
and had four children, the youngest being eight years old,
The parturitions were natural, recoveries good, and lactation
abundant. She nursed all her children, and the menses re-
turned always before weaning her child. After marriage,
menstruation was regular, but profuse until two years before
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I saw her, when she had very copious menorrhagia, contin-
uing for five weeks, and amounting at times to flooding.
This was followed by irregular meustruation, occurring
every two or three weeks for eighteen months, after which,
in January, 1859, there was an entire suspension. She had
also been troubled with diarrheea for two years, which still
continued at the time of her visit to Philadelphia.

The enlargement commenced with the menorrhagia, and
was accompanied by pain in the left iliac region and across
the stomach. At the expiration of one year she had to be
tapped. - She was also actively treated by emeties and purga-
tives without relief.

In January, 1858, Dr. William Hays, of Lewisburg, saw the
patient for the first time. He pronounced her disease ovarian
dropsy, and recommended tapping. He drew off' a bucket-
ful of chalky-colored, dirty fluid. She had a good recovery
afterward. The following June she consulted Professor
Pancoast, who advised frequent tappings. Altogether she
was tapped eight times, the last time on the 23d of May,
only two weeks after the seventh operation. The fluid
of all the tappings resembled the first removed by Dr. Hays,
except that of the two last operations, which had a bluish
tinge and was much thicker. The usual quantity was about
three gallons. She had always enjoyed good health pre-
viously but after this disease supervened she broke down
rapidly and became greatly emaciated.

Although it was only eleven days before that the fluid was
removed, she was much larger than a woman at full period.
The girth at the umbilicus was forty-five inches, the distance
from sternum to pubes twenty-two inches, and between the
two superior spinous processes of the ilia twenty-four inches.
When lying on her back, the abdomen was very protuberant,
and pretty regularly enlarged, with slight inequalities over
its surface, showing the outlines of distinet eysts, four or five
of which could be readily traced. The eysts, as thus defined,
could be fluctuated independently of each other. The lower
portion of the abdomen was covered with singular wart-like
excrescences, which appeared only after this disease had
commenced.
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The whole pelvis was occupied with an elastic body. The
os tinese was thrown back toward the sacrum, and open so as
to admit the index-finger easily to the first joint. The sound
entered without obstruction to the distance of six inches in a
central direction with its conecavity forward. Considerable
stain of blood followed the use of the sound.

I tapped Mrs. M., it being the ninth time. The puncture
was first made in the linea alba, five inches below the um-
bilicus, in the large central cyst, and about thirteen pints of
very thick, gelatinous, exceedingly ropy fluid, of a dark olive
or bluish tinge, were removed. The last portions consisted of
thick flakes of a white cheese-like substance in great abund-
ance. After emptying this eyst, the lower central part of the
abdomen was found to be occupied by a more resisting but
elastic mass, and as the canula was close to the top of it, I
put the trocar into it and took away about half a pint of
transparent, thin fluid, not unlike ordinary ascitic fluid,
which was followed by some blood. The right side being
still large, I withdrew the instrument, and retapped her
through that side, removing about eleven pints of a pus-
like fluid, which was exceedingly tenacious and ropy, capa-
ble of being drawn out several feet without breaking. The
abdomen diminished very much in size, but still continued
quite large in consequence of the existence of other cysts.

Dr. Drysdale examined two of the fluids. That {from the
first cyst he describes as ““a thick, jelly-like fluid, of a brown
color, and opaque. It contained a matter resembling the
sputa of old bronchitis.

“Chemical examination.—Alkaline; specific gravity 1015,
Acetic acid produced no change. A beiling heat coagu-
lated it.”

He describes the fluid from the third eyst thus: “This
was a thick, opaque fluid of a dirty-yellow color.

“ Chemical examination.—Alkaline; specific gravity 1045,
Acetic acid caused no change in appearance. A boiling
heat produced a coagulation, but did not solidify it.

“ Microscopic examination.—In the first specimen only the
granular cell was seen, but in the other cholesterine was also
present,”
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After reviewing the history of the case, and the phenomena
associated with the tapping, and making a record of the facts
in my case-hook, I appended the following note : Is it possible
that this woman is six months pregnant ; that I punctured the ulerus
with the trocar ; that the transparent fluid was the liguor amnii ; and
that the sound was passed siz inches into an impregnated wuterus ?
The trocar certainly felt like going into a more substantial body than
an ovarian cyst,  Time and results must decide.

I examined the patient again on the 6th of June. No
unpleasant symptoms followed the tapping. There was no
tenderness of the abdomen, and the perecussion sound was
resonant over the right side all above the point of tapping,
and elsewhere dull. The more solid tumor, which previously
was in the lower central portion of the abdomen, then oceu-
pied a more oblique position, and was in the rightside. This
undoubtedly was the uterus, and contained a living fewtus,
whose movements could be distinguished. The mass in the
pelvis, anterior to the os tincze, had in a great measure disap-
peared, no doubtin consequence of the uterushaving ascended
more into the cavity of the abdomen, it having formed the
pelvic tumor. The os tincee was still open as before. There
was no uterine hemorrhage.

Being satisfied of the existence of pregnancy, I was more
particular to inquire respecting the exact period of the last
menstruation. It occurred during the first week in De-
cember, 1858, exactly six months before. It lasted one week,
was very profuse, and stopped suddenly. This was followed
by sick stomach, longings and cravings for food.

Her husband, being a boatman, took her, by my advice, to
Lewisburg on his boat to place her under the care of her own
physician, Dr. Hays, until after her parturition, when we
could decide upon further surgical treatment. The follow-
ing extracts from Dr. Hays’s letter, dated October 24th, 1859,
will complete the history of this case:

““I am sorry that I cannot give you the full particulars of
Mrs. M.’s case. A post-mortem examination was denied me,
and therefore the precise nature,as well asthe extent of the dis-
ease, remain undiscovered. You were correct, however,in your
views, so far as I was able to contirm them, as the following
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imperfect deseription will attest. She left Philadelphia on
Thursday after the tapping, and arrived at home the follow-
ing Saturday (June 11th), traveling in a common freight-boat,
On Sunday she was attacked with flooding, but with little if
any pain, until three o'clock a.m. of Monday. I was sent
for, and arrived at the house about six A.y., and after getting
a description of her symptoms, made an examination and dis-
covered a footling presentation. After three or four severe
pains, she was delivered of a six, or six and a half months’
child. Condition as comfortable as could be expected. On
Wednesday morning the 15th, found her doing so well in
every respect that I was induced to write you a most favora-
ble description of her case. The letter was actually mailed,
but removed from the oflice, for at eight o’clock p.y. I was
suddenly summoned to the house, and found her condition
much changed for the worse. A great deal of pain and dis-
tress; tympanitis; pulse very much accelerated, one hundred
and thirty in a minute; eructations of gas; entire inability
to lie down. Thursday, 16th, summoned at five o’clock
A.M. The only sleep obtained was while sitting in an arm-
chair. Still unable to lie down. Abdomen very tympanitic;
pain in both inguinal regions, especially in the left, darting
towards the back. TPulse small and frequent, one hundred
and thirty; skin clammy; indications unfavorable. The
patient continued to grow worse, and died at midnight of

the 23d of June.”

In the above interesting case, there was no suspicion of
pregnancy either by the patient herself, her own physician,
or by me, although there had been a suspension of menstru-
ation for several months. She had been tapped several times
during her pregnancy, yet as the tumor was multilocular, and
the cysts varying in degrees of hardness and elasticity, the
impregnated uterus was mistaken for one of the ovarian
eysts, until it was punctured by the trocar, when the suspi-
cion of pregnancy first arose, and its truth was realized by
subsequent investigation. This case, therefore, also teaches
a most important lesson: that pregnancy should always be
suspected in a child-bearing woman, having an ovarian
tumor, whenever menstruation is suspended.
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e. CasE LXVIL.—A small ovarian tumor mistaken for an
enlarged ulerus, and subsequently a pregnant uterus mistaken for an
ovarian tumor,—both coexristing. January 2d, 1870, Mrs, J. A.
B. came from a neighboring city to consult me. She was
thirty-two years old, and was married eighteen months
before. She had always been regular until the first week in
July, 1869, after which the menses were suspended.

October, 1868, she noticed a small tumor in the right
inguinal region, about the size of a hulled walnut, which,
having slowly increased, was examined in August, 1869, by
her physician, a distinguished medical gentleman of large
experience, who counsidered it an enlargement of the uterus.
The following September she noticed that her abdomen was
getting larger, and that the original tumor was shifting its
position from the right to the left side. The abdomen con-
tinued to increase in size, and about the middle of November
her physician examined her again, stated that she was not
pregnant, and that it was a collection of water. December
15th, 1869, he made another examination, and decided that
it was a tumor. After this she enlarged regularly, and be-
coming more anxious about her condition, she was indueced
to cousult me,

Mrs. B. was a rather tall, slender woman, free from adipose
tissue, so that it was comparatively easy to examine an abdom-
inal tumor. The abdomen was about the size of a six months’
gestation. An oval tumor, the shape of a uniformly distended
uterus, occupied the centre, inclining slightly toward the
right side. It was elastic, less so over the right than over the
left side. To the left of this larger tumor, on a line with the
umbilicus, and in the left lnmbar region, could be felt a small,
flat, solid tumor, which the patient said was the original tumor
noticed in 1868. The percussion sound was resonant on both
sides beyond the limits of the central tumor and above it;
also between the two tumors, and beyond the lateral tumor
near the spine. The lateral tumor itself was semi-resonant,
while the central tumor was dull. The small tumor was about
three inches in diameter, and felt like a multilocular tumor
of the ovary. :

On applying the ear over the right side of the large tumor,
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a sound, resembling the placental murmur, was distinetly
perceptible, and, at the same time, a slight, quick movement
was observed. The os tinese was central, the cervix expanded
into the tumor above, and, on making pressure between the
os and fundus uteri alternately, ballottement was quite appa-
rent, while the same quick movement was detected by the
finger in the vagina. The speculum revealed a congested
purplish condition of the parts.

The breasts were not enlarged nor painful, but the nipple
and its small areola were very dark colored. No enlarged
follicles were present. A fluid, however, could be pressed
out.

The diagnosis was pregnanecy, with disease of the left ovary.
I announced my opinion to the patient and sent her home.

Bubsequently a letter was received from her husband,
which stated that ¢ on the 28th of March, 1870, my wife had
a large, likely girl. She still has an enlargement, sometimes
appearing larger at one time than at another. As yet it has
given her no further trouble.”

In the above case, I think it highly probable that the phy-
sician was misled by the early history of the case. The patient
herself had noticed a tumor in the right ingninal region sev-
eral months before conception took place, and as she became
larger as gestation progressed, it was very natural to attribute
this to the development of the tumor. Iad his suspicion
been excited by the fact that menstruation was suspended
after having been regular, and conducted his inquiry with a
view to ascertain whether pregnancy existed, it is not likely
that he would have committed the error, because the tumor
itself was too small to have embarrassed his examination, or
to have obscured the signs of such a condition.

f. Case LXVIIL—A multilocular ovarian twmor ecxtivpated,
unsuspected pregnancy existing al the same time ; the sound passed
inlo the uterus on the day of the operation ; gestation completed, and
a healthy child born. March 31st, 1870, I performed ovariotomy
on Mrs. D. H. R., of Virginia. The history of the case is so
well described by Dr. P. J. Winn, of Fluvanna County, Vir-

16
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ginia, that I shall use his langnage. His letter, dated Feb-
ruary 20th, 1870, says: “ Aged thirty-three years, the mother
of three children, the youngest three years old last Janunary ;
of medium size, good constitution and active habits. Some
time in April, 1868, sixteen months after the birth of her
last child, she suffered from nausea and vomiting, which were
followed by a gradual enlargement of the abdomen, and not-
withstanding the menses had not returned since her confine-
ment, she supposed herself pregnant. On the 3d day of
January, 1869, near the term of her supposed gestation, the
eatamenia, for the first time since her confinement, made their
appearance, which caused her to send for her physician, who
informed her then or a short time thereafter, that she was not
pregunant, and proceeded to treat her for ascites, On the 2d
of September last, Dr. Richardson requested me to see the
case with him. From all the facts then before me, and after
a minute examination, I was certain it was not aseites, but
evidently a dropsy of some kind, and very probably encysted.
Her general health was very good; she was quite active,
although there was considerable abdominal enlargement.

“ On Saturday last, the 19th instant, I was again called to
gee her, and heard the following statement: that from the
time of my visit in September, her general health improved;
ghe had increased in flesh, was quite as active as at any time
before; enlargement increased from nmbilicus upward ; cata-
menia regular up to the last seven days, when they failed to
appear, and from which time she has been suffering, at inter-
vals, from pain in the abdomen generally, but prineipally in
the left groin and hip.

“The night previous to my vigit, about ten o’clock, she
was taken with very acute pain in the left groin and hip, which
she said was like labor-pain, only more protracted, which
pain was attended with copious vomiting at intervals for five
or six hours. . . . . . size of uterus and cervix quite
normal.”’

I visited Fluvanna County on March 31st, 1870, and ex-
amined the patient. The diagnosis of Dr. Winn was per-
fectly correet. In making the examination, and having no
suspicion of pregnancy, I infroduced the sound into the wlerus.
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It entered very little beyond the normal distance. I removed
the tumor the same day, and the patient recovered.

August 28th, her physician, Dr. J. W. Richardson, wrote,
“I write in regard to our ovarian patient, Mrs. IR., and have
to say that she has had five attacks of colic at intervals of
about three or four weeks, some of them very severe, but they
yielded to the usual treatment. Desides this, there seems
to be some abdominal enlargement, certainly more than is
natural; feet slightly swollen. Menstruation has not been
re-established yet. Notwithstanding all this, her general
health gradually improves, and she has well-nigh regained
her usual flesh and strength.”

To this letter I replied, that “in referring to my notes of
the case of Mrs. RR., I find that, previously to the operation,
she suffered from severe pains in the left groin and hip. As
it was the right ovary which was removed, may this not be
the same kind of attack she was accustomed to before the
operation ?

“I would suggest, also, an examination per vaginam. It
is quite possible, as she does not menstruate, that she may be
pregnant; and if so, this might account for her enlargement.”

Dr. IR. made the necessary examination, and much to his
surprise found her pregnant, and afterward wrote to me that
she ¢ gave birth to a very perfect, well-developed female child
on the 31st of October, exactly seven months from the day
of the operation. The mother and child doing remarkably

well,”?

The above case is one of peculiar interest. In the first
place, pregnancy was not suspected, although menstruation
had been recently suspended; in the second place, a uterus,
two months pregnant, was examined by means of the sound
without inducing abortion; and in the third place, ovariotomy
was performed, and a strongly adherent multilocular tumor
was removed, without in the least interfering with the progress
of gestation, or subsequently complicating parturition.



CHAPTER VIL
TUMORS OF THE UTERUS,

Prruars some of the most frequent errors in differential
diagnosis oceur in connection with fibroid or myomatous
tumors of the uterus. They sometimes assume a lateral
position in the abdomen, as do ovarian tumors in their early
gtage. Oeccasionally, particularly in their advanced and en-
larged condition, they resemble eystic disease of the ovaries,
being elastic and fluctuating. On the other hand, ovarian
tumors, particularly those of a multilocular character, may
in their early period resemble nterine tumors in hardness of
texture. The general health and visceral derangement may
be as little impaired by one form of tumor as the other. This
remark is applicable especially to the pedunculated fibroid
tumor. Among the rational symptoms the funetion of men-
struation has an important bearing on the diagnosis between
these two kinds of tumors. Usually, during menstrual life,
ovarian tumors produce little or no change, while after the
climacterie period they have seldom any influence in ex-
citing uterine hemorrhage. Tumors of the uterus, however,
particularly polypoidal and submucous, are apt to excite
menorrhagic menstruation, hemorrhages between the regular
periods, and metrorrhagia at all periods of life, even to old
age. Intra-mural uterine tumors, when they project into the
cavity of the uterus, have more or less of the same tendency;
while subserous, sessile, and pedunculated tumors are likely
to be exempted from such an influence upon the uterns. In
almost all cases of uterine fibroid tumors they enlarge in size
before menstruation and diminish after it. As a general
rule, ovarian tumors are much more rapid and voluminous
in their growth than uterine tumors, much more elastie
and impressible; and can be distinetly fluctuated, either
throughout the whole mass, or through separate portions.

(240)
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In their earlier periods they are also ‘much more movable,
and as they become enlarged produce more constitutional
disturbanece.

An examination per vaginam will assist greatly in clearing
up any doubt in reference to the diagnosis. In cases of
ovarian tumor the uterns is usnally more free and movable
in the pelvis, and less intimately associated with the tumor
above it. In uterine tumor, unless it be pedunculated, the
uterus is discovered to be a portion of the tumor itself, is
often uneven and nodulated, its cervix deformed and varying
in texture, and the whole moving synchronously with move-
ments given to the tumor. To clear up any difliculty, the
examination should be completed by the sound. Assisted
by this instrument we can often detect uterine tumors at a
very early period, and distingnish them from true versions
of the nterns, which they not unfrequently resemble. When
a tumor occupies the cavity or the wall of the uterus, the
sound generally will pass beyond the normal distance of
two and a half inches, and proportionately to the size of the
tumor. When a tumor is extra-uterine, the cavity usually
is not lengthened. To this rule, however, there are ex-
gceptions. I have seen cases of very large intra-uterine
and intra-mural tumors, where the sound would not enter
beyond the normal distance, and even where it was inter-
cepted far short of it; and, on the other hand, I have met
with cases where the cavity of the uterus was elongated by
both extra-uterine myomata and by ovarian tumors. Again,
sometimes the os tinese is too small to admit an ordinary
sound, or, having entered, it may be arrested by the narrow-
ing of the cervix at the os internum, or by an acute angle
in the cervix.

By means of this valuable instrament, aided by manipula-
tions in the vagina, rectum, and over the abdomen, we can
also usually ascertain the point of origin of a tumor, and its
locality in the walls of the uterus, or decide whether or not
it is pedunculated. If, for instance, it occupied the posterior
wall, the sound will take a direction forward, while the finger
in the rectum, or in the vagina, will detect the fibroid mass
between it and the sound. This state of things closely resem-
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bles retroversion of the uterus, and has been mistaken for it.
Again, suppose a tumor occupied the anterior wall, the sound
will take a course backward, while the finger in the front
part of the vagina, or the hand over the pubes, will readily
discover its locality. This may be mistaken for anteversion
of the uterns. If a tumor, whether uterine or ovarian, be
attached to the external surface of the uterus by a long stem
or pedicle, it can be moved in various directions independ-
ently of the uterus, the motions given to the former commu-
nicating no impulse, or very little, to the latter, and vice versa.
A short pedicle, however, whether of a uterine or ovarian
tumor, as well as adhesions between the latter and the uterus,
will, under the inflnence of similar manipulations, impart
more or less motion to the uterus, but yet not corresponding
in extent with that given to the tumor. The introduetion of
the sound, whilst pursuing this investigation, will enable us
to distingnish these points much more distinetly, as the im-
pulses received by the uterus also affect the sound in the
hand, and its motions may be watched by the eye of the op-
erator or his assistant. DBesides, on reversing the method of
examination, in order to observe the influence upon the tumor
arising from motions given to the uterus, the sound is also
essential.

In examining tumors, particularly those that are peduncu-
lated, it will be found highly advantageous to have the assist-
ance of another surgeon, or of an intelligent nurse. The
several manipulations of the tumors should be made by one
person, while the other watches the effect they produce upon
the nterus and sound, and this ought also to be the case when
the method is reversed. The mind in this way more clearly
defines the extent of the influences operating upon the parts
under investigation.

The above observations on the sound are mainly extracted
from my prize essay on * Fibrous Tumors of the Uterus,”
published in the ¢ Transactions of the American Medical
Association” for 1853,

In the consideration of this guestion it will be best to divide
the subject into two parts, viz.: A, hard fibroid tumors, and
B, soft fibroid, or fibro-eystic tumors.
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A. The diagnosis between ovarian and hard fibroid
tumors.—In extra-uterine pedunculated fibroid tumors,
many of the signs may so closely resemble those of ovarian
tumors that it will require an experienced observer to dis-
tingunish one from the other. In both, the pelvis may be
unoccupied by the tumor, the uterus may be in sifu, perfectly
normal in structure and size, quite movable and free from the
tumor, and the respective tumors movable in the eavity of
the abdomen without communicating any impulse to the
uterus. Menstroation, conception, and gestation may pro-
ceed withont interrnption in both conditions. The usual
differences, however, must be looked for in the weight and
solidity of the two kinds of tumor. These fibroid tumors
are generally hard, very resisting to pressure, non-fluctuating,
and indieate more weight upon handling than do ovarian
tumors. When these characteristics are associated, we should
infer the existence of a fibroid tumor of the uterns. Ovarian
tumors are generally more or less elastie, yielding to pressure
all over, or at one or more points, fluctnating, and manifest-
ing less weight upon handling than fibroid tumors. When all
these signs are associated, ovarian disease is indicated. Still,
these distinctions are merely general and comparative. The
softening or degeneration of a hard fibroid tumor may caunse
it to partake of all the characteristics of an ovarian cyst,
while a multilocular tumor of the ovary, with hard, inter-
stitial deposits, may lead the examiner to mistake the latter
for a uterine tumor.

I shall, however, illustrate these observations by my clinical
experience.

@. Case LXIN.—A hard infra-uterine fibroid tumor mistalen
Jor an ovarian tumor ; tapping attempted ; the sound no aid in the
diagnosis ; gastrotomy ; rvecovery from the operation; subsequent
death, and aulopsy. May 12th, 1849, Miss M. T., aged thirty-
three years, consulted me and gave the following history
of her case. Menstruation commenced at the age of sixteen,
It was painful until an attack of fever in 1842, after which
she did not suffer from it. It was always regular until
the tumor appeared in July, 1845. When first noticed,
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the tumor was in the right ingninal region, as large as an
orange, and pyriform. It was smooth, hard, unyielding, and
perfectly movable, so that it could be pushed across to the
linea alba, be depressed and elevated, and roll from side to
gide on turning the body. Upon removing the pressure, the
tumor would again resume its original situation. She de-
scribed the tumor as inereasing and diminishing in size
repeatedly. In 1848 she was treated in the city of New York
for ovarian dropsy. In March, 1849, she consulted Profes-
gor March, of Albany, who ealled it an ovarian tumor, and
thinking that it was filled with fluid, attempted to tap it,
removing only a teaspoontul of blood. The tumor was pene-
trated by the trocar about three inches, requiring consider-
able force. A probe, passed throngh the canula, came against
& hard, resisting substance. The wound healed up kindly.
D, March afterward considered the tumor fibrous, but still
ovarian. Dr. Parsons, of Providence, Rhode Island, who
examined her in the fall of 1845, also was of the opinion that
the tumor was ovarian.

During the summer of 1847, the patient had menorrhagia
for two months, with only one weelk’s intermission, after
which the flow was regular and gradually diminished in
quantity, though slightly coagulated. There never was any
difficulty in urination or defecation.

I examined the patient in company with Drs. E. A. Atlee
and Grant. When on her bacl, the abdomen appeared quite
prominent, but uneven. The shape of the tumor was oblong,
and it occupied a position obliguely across the abdomen: its
longest diameter extended from the right hypochondriac to
the left inguinal region, and was thirteen inches; its shortest
diameter cut this at right angles, and was eleven inches. The
resonant points on percussion were the epigastrie, left Lypo-
chondriae, and left lumbar regions, all other points being dull.
The tumor was firm, solid, slightly elastie, free from fluctua-
tion, movable in all directions by employing eonsiderable foree
to overcome the resistance of the tightly distended abdominal
walls., The subeutaneous tissne was well loaded with fat,
and somewhat cedematous. The mark of the trocar was
visible three inches to the right of the linea alba. Upon
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making a vaginal and rectal examination, the tumor was
found to occupy a large portion of the pelvis. The os tincwe
conld not at first be discovered, but by great pressure with
the index-finger I suceeeded in reaching it high up back of
the tumor. It seemed to be flattened by the pressure of the
tumor, and was open sufliciently to admit partly the point
of the finger. The tumor was movable between the hand
on the abdomen and the finger in the pelvis. The sound
readily entered the patulous os, but could not be passed be-
vond an inch, until the tumor was lifted up, when it entered
two and a balf inches. It took a direction toward the right
gide. While the sound was in the uterus, motion given ex-
ternally to the tumor communicated scarcely any impulse to
1t, and vice versa. The bladder, as the sound indicated, ocecu-
pied the right side of the pelvis.

When the history of the case was compared with the con-
dition of the patient as determined by the examination, the
diagnosis was rendered difficult and obscure. The promi-
nent indieations of its early history were those of an ovarian
tumor, and the eminent surgeons who had examined it so
considered it. Tt was to be regretted, however, that no pelviec
examination had before been made, as its real nature proba-
bly would have been more readily disclosed, by such an
investigation, before it had assumed so formidable a size.
Apart from its history, I should have considered the tumor
to be either in the cavity or in the walls of the uterus; but
viewing it in that connection, and respecting the opinion of
those gentlemen who had previously examined the case, I
was willing to believe it to be extra-uterine, consisting of
either a fibrous tumor of the ovary, or of a pedunculated
fibroid tumor of the uterus, and that its extirpation by
gastrotomy was possible. It was, therefore, decided in
consultation that, as the patient had come a considerable
distance, and had urgently solicited an operation, the nature
and dangers of which had been fully explained to her, it
should be attempted,—at least one of exploration.

One week afterward the patient was examined by my
brother, Dr, John L. Atlee, of Lancaster, who coincided in
opinion.
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Next day the abdomen was opened, and the mass was
turned completely outside of the cavity, so that it conld be
readily examined. It consisted of the uterus itself, which
was distended by a solid body within its walls. Its peritoneal
coat was elevated in several places from the surface in the
form of small eysts, filled with yellowish fluid. One of these,
about the size of a walnut, was on the fundus, another larger
and more irregular on its left side, and other smaller ones
lower down. The right ovary was enlarged to the size of a
small orange, and the left one was three times its natural
bulk. DBoth ovaries were attached to the lower part of the
tumor, so that the great body of the growth seemed to have
been developed in the fundus of the uterns. Such being the
condition of things, the uterus and both ovaries involved, all
requiring to be extirpated, it was considered improper to
proceed. They were returned, the wound closed, and the
patient rapidly recovered.

About four weeks after this I examined her again. The
sound passed, as before, to the distance of two and a half
inches, when its progress was arrested. DBy urging it onward,
however, it appeared to pass between the walls of the uterus
and the tumor; at the same time a sensation was communi-
cated to the hand as if weak adhesions were lacerated by the
end of the sound. After destroying these apparent adhesions,
the sound passed up a considerable distance. The papillary
form of the cervix was entirely lost, but the sound showed
that at least one inch of the cervical canal was traversed by
it before getting within the interior.

This examination, taken in connection with the appearance
of the parts exposed by the operation of gastrotomy, induced
me to conclude that the tumor existed within the cavity of
the uterus, attached extensively to its internal surface.

The patient afterward went home. She returned again
in about six months in the enjoyment of tolerably good
health. The abdomen was larger, the tumor wider and
higher, which, I think, was explicable by the position of
things in the pelvis: the tumor was elevated out of the
cavity of the pelvis, the os tince was thrown more forward,
and was much more closed.
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Shortly after her return to Philadelphia, the patient was
seized by a violent chill, followed by considerable fever.
This was soon succeeded by the development of erysipelatous
inflammation along the track of the abdominal cicatrix, which
spread rapidly in every direction, invading not only the skin,
but also the serous and mucous tissues. Vomiting and in-
veterate diarrheea, with an aphthous and inflamed condition
of the mouth and throat, followed. The erysipelatous inflam-
mation and fever continned with great violence, until the
powers of life gave way, and the patient sank.

On opening the cavity of the abdomen several hours after
death, the cicatrix was found strongly adherent to the ante-
rior face of the tumor; a considerable amount of dirty-look-
ing serum had collected in the cavity of the peritoneum, and
loose adhesions existed in several places, indicating recent
inflammation. The tumor itselt had very much the same
appearance as at the time of the operation of gastrotomy,
with the exception of the eystiform bodies, which had disap-
peared, save the one on the fundus, which had not altered
in size, although it was more solid. The ovaries had not
changed in appearance. The right one broke in attempting
to remove the tumor, and a greenish-yellow fluid escaped.
The solidity of the tumor had greatly diminished, it being
much softer than before.

The mass was removed and examined. It was laid open
on its posterior face from the os tinese to the fundus, so as
nearly to bisect it. This disclosed a fibroid tumor in the in-
terior of the uterus, sealed firmly to it at every point, except
a space three-fourths of an inch in diameter, communicating
with the mouth of the womb. Upon passing a sound into
this space, it went directly up to the right Fallopian tube,
and was there arrested. This track was lined by mucous
membrane, and a little over two inches in length. It was
the only part of the interior of the uterus supplied with mu-
cous membrane; every other portion, even round the left
Fallopian tube, was closely adherent to the exterior of the
tumor. Thetumor itself had evidently degenerated. Large
portions of it had softened down into a brain-like substance,
while others retained the fibroid character.
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The autopsy satisfactorily explained some points of par-
ticular interest in this case. When making the examination,
to decide upon the propriety of gastrotomy, it will be remem-
bered that the sound entered the uterus only the normal
depth. It must, therefore, have followed the track to the
richt Fallopian tube, which was in reality the only cavily in
the uterus, and, as the development of the tumor and uterus
took place prinecipally above this point, and as every other
part of their adjacent surfaces was adherent, the want of cor-
respondence between the size of the uterus and the depth of
its cavity is thus explained. The sound being one of the
means of diagnosis in abdominal tumors, this case shows
that, although it may enter no farther than the normal dis-
tance, this ecircumstance alone is not an infallible indieation
of the real size and condition of the uterus. The question
also arises, why, during the first examination, did the move-
ment of the tumor impart so little motion to the sound?
Because the sound occupied so small a space, and that at the
pivot or point on which the large tumor revolved, that con-
siderable motion might have been given to the fundus of the
tumor at the same time that searcely any oecurred within the
pelvis,—just as happens in the motion of a wheel: the con-
trast between the extent of motion of the periphery and that
of the centre of the hub is very great. Ilad the uterine cavity,
as is usually the case, been elongated according to the size of
the tumor, the sound would have traversed it to the fundus,
and would necessarily have partaken of all its movements.

After the patient had recovered from the operation of
gastrotomy, the sound was employed the second time. It
again passed to the same distance as before without impedi-
ment, and upon urging it onward gently, it appeared to over-
come weak adhesions between the tumor and uterns, and
finally entered a considerable distance. The sensation com-
municated by the sound, of lacerating adhesions, no doubt
was caused by the end of the instrument penetrating the
softened substance of the tumor itself. This was confirmed
by the fact that, in plunging the sound into the specimen,
precisely the same sensation was produced. It is barely pos-
sible that the sound might have entered the Fallopian tube.
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b. Casg LXX.—A lard extra-uferine fibroid fumor mistaken
Jor an ovarian tumor, and removed by gastrotomy ; recovery ; death
several years afterward ; both ovaries discovered by a posi-mortem
examination. June 8th, 1844, I was consulted by Miss L. P.,
aged twenty-four years, for an abdominal tumor. Her phy-
gician, Dr. G. T. Dare, wrote to me as follows:

“In the spring of 1843, she began to have frequent desires
to urinate, but her attention was not particularly drawn to
the eircumstance until the 15th of Oectober, 1843, when she
felt, for the first time, a tumor in the right groin, about the
gize of a pullet’s egg. At this time she is not able to ride
more than a mile without stopping to pass water, and she
rises once or twice, sometimes oftener, during the night,
for the same purpose. Iler menstruation has always been
regular, but painful. If, however, has latterly diminished in
quantity, is sometimes clotted, and is followed for a short
time by fluor albus.”

I examined the patient in company with my brother, Dr.
John L. Atlee, and found a tumor oceupying the hypogastrie
and right inguinal regions, resting closely on the pubic bones,
being prominent above the symphysis, and gradually retreat-
ing toward the spine and the umbilicus. The tumor was
hard, resisting, somewhat uneven, and movable, and could
be rocked upon the brim of the pelvis over the left inguinal
region.

So soon as the finger entered the vagina, it came against
the convex surface of a hard tumor immediately behind
and below the arch of the pubes, and resting firmly against
it. The rounded surface extended throughout the pelvis,
pressing the uterus down against the perineum and rectum
so firmly that it required some force to insinuate the finger
between them. The neck of the uterus lay horizontally on
the perineum, with the os presenting forward, and pretty
firmly fixed in its position by the pressure of the tumor,
The texture and size of the uterus were not altered. I now
attempted to raise the tumor out of the pelvis, but it required
considerable and continued force to effect it. I elevated it,
however, snfliciently high for my brother to get his hand par-
tially beneath it at the pubic region, and to sustain it while I
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continued the vaginal examination, The uterus now took
nearly its natural position, became movable, and the finger
could be passed between it and the tumor, so as clearly to
show that the tumor and the uterus were distinet. Motion
imparted to one did not affect the other.

The finger, on being introduced into the rectum, came
against the solid convex tumor, which appeared to rest firmly
against the sacrum. DBeneath the tumor, and lying against
the anterior wall of the rectum, the fundus uteri could be
felt; and when the tumor was elevated, the finger could be
passed between the two, and, in this position also, both were
movable independently of each other.

I next introduced a sound into the bladder, but instead of
passing anterior to the tumor, it kept beneath it, going back-
ward horizontally, so that it could be swept from side to side
over the inferior convex surface of the tumor, showing that
the bladder was beneath it, and that it was impossible for this
organ to rise by distention above the pubes, being resisted by
the weight and position of the tumor. Hence the urinary
trouble. The sound could not enter or be introduced into
the uterus.

After viewing the case in all its aspects, my brother and
myself considered it to be one of ovarian tumor, and suitable
for extirpation. Accordingly on the 28th of August the
tumor was removed by the abdominal section.

On examining the tumor after its removal, it was found to
be very dense and solid. When inecised, the cut surface had
a beautifully variegated flesh-colored appearance, and was
studded over with stellated points, the radii formed of alter-
nate whitish and flesh-colored lines, which also ran in other

directions, and Intermingled with each other under various

forms. Small orifices could be seen opening on to these
ent surfaces, and must have been vessels ent across on
making the section. The tumor was invested with two dis-
tinctly marked tunics,—the peritoneal and the proper coat,
both very closely united, and both dense. The proper coat
was less firmly united to the tumor than to the peritoneal
coat. At several places these two coats were separated in
patches about the size of a finger-nail, and looked like
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emptied blisters. The tumor was nodulated, had a pinkish-
white eolor, and in its external aspect had all the appearance
of some specimens of encephaloid disease. Large vessels
could be traced ramifying under its coats, and concentrating
toward the site of the pedicle, and terminating with open
mouths upon its surface. One of these vessels was as large
as a common-sized goose-quill. The tumor was of a uniform
structure, and was considered fibrous or fibro-cartilaginous.

According to the diagnosis, the above case was thought to
be one of ovarian tumor; and, during the excitement of the
operation, a doubt of the correctness of this opinion did not
arise. A close examination of the tumor afterward, and a
calm review of all the circumstances, led me to question the
existence of ovarian disease. The peculiar form of the pedi-
cle,—its vascular, fleshy, and resisting structure, entirely free
from any of the broad ligament, free from any evidence of
the Fallopian tube, and having almost a sessile union with
the nterus; the uniform and fibrous strueture of the tumor,—
no disintegrated ovary traceable within it, the disease not
having been malignant; the investment of the tumor having
been perfectly smooth and free from folds or shreds of mem-
brane ; and the connection of the tumor with the uterus,—all
induced me to doubt its ovarian character, and to consider it
a fibroid tumor of the uterus.

The above notes are extracted from the American Jowrnal of
the Medical Sciences, volume ix. p. 309, where the case is pub-
lished in detail.

The patient fully recovered her health, but several years
afterward died of phthisis pulmonalis. An autopsy was
made, and both ovaries were found normal.

From the early date of this case, it will be seen that the
diagnosis was made when I had but little experience in the
examination of these diseases. At the present time such an
error would not be likely to oceur.

e. Case LXXI.—A hard extra-uterine fibroid tumor ; diagnosis
doubtful ; the tumor removed by gastrotomy ; both ovaries were seen
to be healthy. October 29th, 1849, I was consulted by Mrs, T.
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H., aged thirty-nine years, for a tumor of the abdomen, She
first menstruated at the age of fonrteen, and was always
regular, At eighteen she married, but never conceived.
In 1843, a tumor, as large as an egg, was first noticed in
the left ingninal region. It was very hard and immowvable.
In June, 1845, while whitewashing a ceiling, something
suddenly gave way within her, and the tumor tilted over,
taking an obligue position across the abdomen. A few
hours afterward a copious hemorrhage oceurred from the
bowels. After this the tumor would roll from side to side
quite loosely, and continued to grow until 1847, when she
was examined by Professor Samuel MeClellan, who consid-
ered it an ovarian tumor and discountenanced any operation.
Before menstruation, the tumor always became tender and
enlarged, and afterward it would become less sensitive and
smaller, :

October 8lst, I examined her in ecompany with Drs. E.
A. Atleeand Grant. When lying on her back with the abdo-
men exposed, the enlargement, in size and shape, resembled
that of a seven months’ pregnaney. The tumor was central,
oblong, hard and resisting, and its surface somewhat irregu-
lar. On the right side of it, and fixed to it, was a hard mass,
and on its left side was aridge running perpendicularly down
on it. It extended above the umbilicus, and laterally to both
inguinal regions. It was movable from side to side, and
could be partially elevated.

Per vaginam, the tumor could be distinguished, with its
convex surface behind the pubes, occupying a position be-
tween the pubes and cervix uteri. The body of the uterus
was between the tumor and the rectum, curved upon the
former, while the cervix, which appeared elongated, lay
horizontally, with the os tincse presenting anteriorly. The
cervix was well defined, and did not seem to be incorporated
with the tumor. The sound entered over three inches into
the uterus, which could be moved by it from side to side
behind the tumor, while motion of the latter was only
partially communicated to the sound.

Our diagnosis was that it was cither a fibrous tumor of the
ovary, or a fibroid tamor of the uterus, with a short pedicle.
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November 24th, 1849, I removed the tumor. It was at-
tached to the anterior wall of the uterus by a fleshy pedicle,
one inch thick and half an inch long. The uterus was some-
what hypertrophied, but both ovaries were in place and
healthy.

The tomor was examined. Several large gaping vessels
were noticed upon the cut surface of the pedicle, and large
vessels conld be traced under its peritoneal coat over the
whole surface of the tumor. It was decidedly fibroid, was
very firm and solid, had a nodulated surface, and anatomically
resembled the tumor in Case LXX,

The history of the tumor in the above case, its origin in one
side, its extreme mobility, and the absence of hemorrhage,
were calculated to lead to the opinion that it was a fibrous
tumor of the ovary, although the same symptoms would be
associated with a pedunculated fibroid tumor of the uterus.

d. Casg LXXIL.—A hard, extra-uterine fibroid tumor, first
regarded as ovarian, but finally correctly diagnosticated ; gastrot-
omy. In January, 1851, I was consulted by Mrs. T. G. A.,
aged forty-five. Menstruation commenced at the age of
fifteen, was always regular, the intervals being three weeks,
and the duoration about four days. Oceasionally the dis-
charge was clotted and accompanied by bearing-down pains.
She was married at the age of twenty-one, but never con-
ceived. For two or three periods soon after marriage she
suffered greatly during menstruation. The pressure of the
tumor produced great distress in urinating. ‘T'he changes of
weather caused such an effect upon her condition that she
could predict the coming of a storm, and this had been the
case only since the existence of the tumor. She had no con-
stitutional tendency to disease, except serofula.

The first knowledge she had of the existence of the tumor
was in April, 1848, The tumor was then discovered acci-
dentally by the abdomen being pressed against a hard sub-
stance. At that time it was as large as an infant’s head. It
was on the right side, and was regarded by her physician
4s an ovarian tumor. -

17
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When the patient was lying on her back, the protuberance
of the abdomen was equal to an eight months’ gestation. A
tumor could be felt in a central position, extending upward
to a point midway between the umbilicus and sternum, and
laterally beyond the two linese semilunares. It was solid,
icompressible, and somewhat movable.

The pelvis was entirely free. The os tinese was thrown
back, and the cervix was intact. The opening of the os was
so small that T could not introduce the ordinary sized uterine
sound. On a subsequent visit, however, by the aid of the
speculum, I succeeded in passing a very small sound into the
cervix to the distance of an inch. The canal was small.
Movements given to the tumor did not affect the sound,
and vice versd,

In April, 1851, I examined the patient again in company
with Professor Grant. The tumor had inereased in size, and
by a vaginal examination I could detect its lower end in the
superior strait of the pelvis. I then succeeded in introdue-
ing a sound into the uterus to the distance of three and a
half inches. It took a direction toward the left groin, but the
end of the sound could not be felt through the abdominal
wall. The uterus could be played about by the sound, but
by no means freely. Upon moving the tumor from side to
side, the handle of the sound rolled to some extent, but not as
much as it would have done had the tumor been intra-uterine
or intra-mural. Moving the tumor in a longitudinal direc-
tion did not affect the sound. Movement of the sound had
no effect upon the tumor.

The diagnosis was, an extra-uterine pedunculated fibroid
tumor, capable of being removed.

May 20th, 1851, the tumor was removed by gastrotomy,
and was found to be attached by a short fleshy pedicle to the
posterior wall of the body of the uterus. It was a fibroid,
possessing the characteristics described as belonging to Case
LXX. The uterus had several small fibroids on its body.
The ovaries were healthy. The patient did not recover from
the operation.

e. CasE LXXIIL—An infra-mural fibroid mistaken for an
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ovarian tumor ; diagnosticated by the sound. I received the fol-
lowing letter from Charles M. Lee, M.D., of Fulton, Oswego

County, New York:
t« October 5, 1865.

“Dgr. W. L. ATLEE.

“Dear Sir,—Case of Miss J. M. H., aged forty-two years,
unmarried, menses regular, and general health quite good,
and can visit and be around guite comfortably. First appear-
ance of the tumor about three years ago, on the right side,
about the size of an orange, and it has steadily increased
until she now presents the appearance of a woman eight or
nine months pregnant, and measures around the umbilicus
thirty-five inches, she being of medium height and rather
gpare. She can eat about half her usual meal at a time,
and her breathing is impeded on exertion or lying down.
About fifteen months ago she had hemorrhage of the uterus,
which she says followed immediately after a menstrnal period,
and she refers the cause to overwork. She has had no return
since, and no ill results followed, except the prostration from
loss of so much blood.

“Professor W. Parker examined the case two years, and
one year ago, and pronounced it ovarian tumor. I have
only given her a cursory examination and coineide with him
1n opinion.

““ She says she does not wish to lessen her chances by de-
laying the operation, and will be governed by your decision
in reference to fime. She purposes going to Philadelphia.
If you ean give an opinion upon the data I have given
you, please do so. She is rather anxious that the operation
should be performed, and I think would like to have it done
this fall, fearing that her general health might materially
suffer soon.”

In reply to Dr. Lee's letter, I said that “I never pretend to
give a positive opinion without a personal examination of the
patient, but having great confidence in your judgment and
that of Dr. Parker, I have no doubt of the ease being ovarian.
The only question is as to the source of the hemorrhage.™

Having to make a professional visit to the city of New York,
I requested this lady to meet me there, She met me on Oec-
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tober 25th, 1865, when I examined her in company with Dr.
D. F. Fetter. The abdomen was as large as that of a woman
at eight months’ gestation, and similar in shape. The tumor
was smooth over its whole surface, elastie, and non-fluetu-
ating. It was movable in all directions. The os tines was
ecentral in the pelvig, and the cervix small. The uterine
sound entered readily and passed up posteriorly fo the distance
of nine and a half inches, and its end conld be felt at the top of
the tumor through the abdominal wall above the nmbilicus.
While in place, every motion of the tumor was fransmitied lo the
sound, and vice versa,

The diagnosis was positive: an intra-mural fibroid tomor,
ocenpying the anterior wall of the uterus.

In the above case the sound proved a valuable means of
diagnosis, indeed an essential aid, as the external charac-
teristics were likely to mislead. If the gentlemen who
examined the patient and pronounced it ovarian had re-
sorted to the use of the sound, they could not have failed to
detect the real character of the disease. The tumor being
elastic, the os uteri central, the cervix small, and the pelvis
free from the tumor, were all indications of ovarian disease,
and calenlated to deceive the observer, but that invaluable
instrument, the uterine sound, at once corrected the diagnosis.

f. Case LXXIV.—A hard extra-uterine fibroid tumor accom-
pawied by aseifes, resembling ovarian dropsy ; gastrotomy ; the humor
not removed ; death three days after.  June 28th, 1870, T visited
Mrs, . M., in consultation with Dr. L. Turnbull. She was
thirty-two years old. Menstruation first oceurred at the age
of thirteen years, and continued to be regular afterward. She
married at the age of nineteen, but for one year before her
health was bad, being affected with some spinal trouble.
After marriage, she received treatment for granular inflam-
mation of the nterus. In 1862, she had uterine hemorrhages
lasting three or four weeks at a time, and accompanied by
the escape of large clots, Upon examination, her physician
discovered a large polypus, described by her to be as large
as a child’s head with a stem as thick as the arm, which he
removed.




HARD FIBEOID TUMORS OF THE UTERUS. 257

About one year before I saw her, she had a severe attack
of pain in the right side, which was followed by very great
soreness of that side. She had never conceived.

Upon making an examination I found the superior strait of
the pelvis occupied by hard deposits, which counld also be felt
through the vagina, and the nterns was fixed in position.
The examination caused pain, particularly in the right in-
guinal region.

Diagnozis.—Inflammatory deposits.

August 1st, 1871, I was requested to see the patient again
by Dr. Turnbull, as she was becoming very solicitous for an
operation. Since my former visit the abdomen had become
very much enlarged, and was quite dropsical. When lying
on her back, the percussion sound was resonant over the
epigastric and right hypochondriac regions, and all along
down the right side, but dull elsewhere. When lying on her
right side, the resonant sound was discovered over the left
hypochondrium, and after reversing the position, the right
side, which was resonant in the supine position, became
dull. The abdomen was uniform in shape; there were no
nodules or ridges traceable; and fluctuation was percept-
ible in all directions. The examination per vaginam dis-
covered the superior strait to be crowded and the uterus
fixed in position. The sound entered one and a half inches.
The patient still complained of great soreness in the right
side.

Diagnosis.—Not ovarian. In order to decide what it was,
I tapped her. The trocar was passed through the linea
alba about four inches below the umbilicus, and, in conse-
quence of the resonance over the right side, it was directed
toward the left side of the cavity. Sixteen pints of a deep-
yellow fluid escaped, containing many shreds of lymph ot a
whitish color. The fluid coagulated by heat. As the fluid
escaped, a hard tumor became very prominent in the centre
of the abdomen. It was oblong, extended from a point
above the umbilicus down into the pelvis. It was rather
nodulated, and was evidently attached to the uterus, as they
both moved together as one body.

The diagnosis now was fibroid tumor of the uterus with
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ascites, and inflammatory deposits in the pelvis. I decided
that the case was unfit for an operation.

A specimen of the fluid was handed to Dr. Mears, who
reported that it was not ovarian,

The future history of the eaze was communicated to me by
Dr. Mears, and I record it in his own words:

“On the 16th of September, 1871, T was asked by Pro-
fessor D. Hayes Agnew to see, with Dr. Turnbull and him-
zelf, a case of abdominal tumor. On the 18th, I called with
him upon Mrs. M. Dr. Turnball, the family physician, was
present. At their request I made an examination of the
patient,

“I found the abdomen enlarged to the size of a woman
pregnant seven months; surface smooth and uniform in
shape. Fluctnation was distinct and uninterrupted. Dull-
ness existed over the entire surface. Change of position
rendered the lumbar regions resonant. Deep pressure de-
tected a firm, pear-shaped tumor occupying the umbilical
and hypogastric regions of the abdomen. It could be dis-
tinctly outlined. On making a vaginal examination, the
finger reached the os tincee readily. It was elongated into
a teat-like process. Anteriorly the finger passed up, from
this process, over a projecting mass which apparently occu-
pied the anterior wall of the uterus. The connection between
the os tinese and this mass seemed to be uninterrupted.
Placing the finger on the os and making pressure over the
abdominal wall, I was enabled to obtain control of the tumor,
and move it between the two fingers.

“The examination seemed to indicate that the tumor was
solid in character, and in all probability connected with the
uterus. I therefore stated that I regarded it a solid tumor of
the uterus associated with ascites.

¢ As the patient was very desirous that an operation should
be attempted, Professor Agnew decided to make one of ex-
ploration, and by this means determine as to the feasibility
of removing the tumor.

“ On September 30th, the patient was placed under the in-
fluence of ether, and an incision three inches in length was
made in the linea alba. A quantity of fluid, three or four
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basinfuls, escaped from the abdominal cavity. On intro-
dueing the finger, a solid tumor was felt, somewhat elastie,
adherent to the abdominal walls by fragile bands, which were
broken up. On carrying the finger down between the blad-
der and the position of the uterus, it appeared to pass to the
vagina, and on introducing the finger of the other hand into
the vagina, the two could be brought into contact, the wall
of the vagina only intervening. My large trocar was plunged
into the solid tumor, evacnating a very small quantity of
bloody fluid. On introducing the finger into the puncture
made, it was found that the interior of the tumor was divided
into numerous cells, separated by fibrous septa. These con-
tained a viseid, transparent, amber-colored fluid with flocenli.
Under the mieroscope, the fluid obtained by the punecture was
found to eonsist of blood globules, oil, epithelial cells, and
a small quantity of delicate fibrous tissue. Itcontained about
ten per cent. of albumen.

“In the fluid removed from the abdominal ecavity there
were masses of lymph ; a fibrinogenous substance formed in
it soon after removal,—this was removed, and another mass
formed.

“ Three days subsequent to the operation the patient died.
No autopsy was made. At the time of the operation, the
lateral surfaces of the tumor were not explored, owing to the
danger which it was thought might arise from the separation
of the bands of adhesions.

“The tumor, which was not removed, appeared to corre-
spond in character to that described by Rokitansky as ¢ fibrous
tumors, the interstices of which are dilated into cells or
cavities, containing a serous fluid from excessive exhalation
of the intervening cellular tissue.’ Ile says that they are
extremely vascular. In this case it was necessary to ligate
one vessel in the walls of the tumor which had been divided
by the trocar.”

7. CasE LXXV.-—Fibrous tumor of the ovary ; diagnosis un-
certain ; tapped ften times ; death after the tenth tapping ; awtopsi..
March 6th, 1867, while on a visit to the city of New York for
the purpose of performing ovariotomy, I received a telegram
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from Dr. G. J. Fisher, of Sing Sing, urging me to see a pa-
tient there in consultation with him. I made a hasty visit
to Sing Sing on the same day, and saw Mrs. J. W. with him,
Dr. F. informed me that she had been tapped seven times.
The fluid was transparent, olive-colored, and coagulable.
After the fluid was drawn off, there was left a hard, fibrous-
like mass in the lower central portion of the abdomen, more
or less movable.

The abdomen was large and uniformly distended. Its
lower portion and the inferior extremities were cedematous.
No inequalities, nodules, or ridges could be detected in the
distended abdomen; fluctuation was distinet everywhere;
and the only resonant percussion sound was in the right
lumbar region. The uterus was of the usunal size, movable,
and admitted the sound to the normal distance. The patient
was much emaciated.

Dr. F. then tapped her, while sitting up, of sixty-nine pints
of very clear, transparent, slightly olive-colored fluid, which
was coagulated by heat. After having been tapped, I at-
tempted again to examine her, but there was such extreme
tenderness of the abdomen that the examination was very
unsatisfactory. DBesides, the eedema of the abdominal wall
was so great that it further obscured the parts within. I
could, however, trace out a pretty large, smooth, round, very
hard tumor, oceupying the lower portion of the cavity, and
movable in a slight degree independently of the uterus.

While the fluid was escaping through the canula, and the
walls of the abdomen were gradually collapsing, I repeatedly
percussed them, but could not detect the intestines floating
on the fluid,—so that the inference was that the dropsy was
eystie, or, if’ ascitie, that the intestines were retained by some
cause in the posterior part of the abdomen. The fluid was
not subjected to microscopie examination, which would have
decided its origin.

Under the untavorable circumstances of the examination,
the diagnosis was necessarily obscure: it was either a fibrous
tumor of the ovary, or a pedunculated fibroid of the uterus.

My advice to Dr. Fisher was to examine again after the.

tenderness and edema had disappeared, and if he found a
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very intimate connection between the uterus and the tumor,
to abandon all idea of an operation; but if he found them
movable independently of each other, to make an exploring
operation and be governed accordingly.

Afterward I received a letter from Dr. Fisher, dated June
6th, 1867. The patient had been tapped altogether ten times,
the last time on May Tth. IIe wrote:

“The patient whom you saw with me died May 17th, sud-
denly, having been very well for several days previous,—the
immediate cause I conld not determine. I made a post-mor-
tem examination, found the tumor to be a solid, fibrous,
almost cartilaginous mass, round, hard, smooth, almost ebur-
nated on the surface,—or rather presenting the appearance
of the surface of a joint. It was ovarian. The broad
ligament formed a short, broad pedicle with the uterus,
which accounted for the facility with which the mass was
moved about by the sound, and also proved to my mind
the impracticability of an operation. The tumor was free,
on one side a sort of cyst containing serum, and a gelati-
nous substance was found, which appeared like a disinte-
gration, or breaking down of the mass. The peritoneum
was thickened and changed almost into semi-cartilaginous
structure.

“This case illustrated the necessity of care in regard to the
diagnostic value of the mobility of the tumor by the uterine
sound, and the necessity of noting the depth of the uterine cavity
as measured by the sound. Forin this case the sound only passed
two and a half to three inches into the uterine cavity, yet it
moved the tumor up and down, right and left, with perfect
facility, and as if it and the uterus were one mass, and so I
supposed it was during life, all in consequence of a veryshort
pedicle,—say one and a half to two inches.”

I have introduced the above case here, although not a ute-
rine fibroid tumor, to show how very closely an ovarian tumor
may resemble it. The post-mortem report does not state
whether the fluid was contained in a eyst or in the peritoneal
cavity; and if in the latter, it does not explain why the usual
resonant percussion sound was absent. I infer, however, the
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dropsy to be peritoneal, from the fact that ¢ fthe peritoneum was
thickened and changed almost into semi-cartilaginous structure,” so
that the intestines were glued together and bound down, and
could not float on the fluid.

The remarks of Dr. Fisher respecting the use of the sound
are very just. The length of the pedicle, however, would
not have rendered ovariotomy impracticable, while the opera-
tion would have aftorded the patient the only chance of life.
Yet these are the very cases—a solid tumor and a short
pedicle—that the ovariotomist would prefer not to encounter,
nevertheless the removal of which professional duty requires
him to undertake.

B. The diagnosis between ovarian and fibro-cystic
uterine tumors.—If the errors of diagnosis are frequent in
cases of hard fibroid tomors, they are much more so in those
of soft or fibro-cystic nterine tumors. With regard to the
former, experience has taught me that it is exceedingly rare
to meet with a kard fibrous tumor of the ovary, and that when
a tumor possessing the usunal characteristics of a fibroid—
being hard, solid, not impressible, non-fluctnating—is found
in the abdominal cavity, we may, as a general rule, decide it
to be wferine, It must have been noticed, while discussing
this part of the subject, that I drew the cases principally from
the records of my earlier practice, when I was yet a novice
in the study of this subject, and that I have freely confessed
to the errors of diagnosis in these very cases. Such errors
need not be repeated. But with regard to the soft fibroids, or
fibro-cystic tumors, no amount of experience will avail the
surgeon in making a differential diagnosis by the ordinary
methods of examination. It cannot be elucidated by the
sound. The tumor is extra-uterine, and may grow to an im-
mense size; its development, instead of being slow, as is the
case with the majority of hard fibroid tumors, may be as rapid
as an ovarian tumor; the uterus may not be involved, or to a
very small extent, not any more than is usnally found in eystie
disease of the ovary; palpation and percussion, apart from
fluctnation, are identical in both kinds of tumor, and even
fluctnation itself may be similar; and the history may be the

e
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same, or similar in both, even as to menstrual life and the
influence on the general health. Indeed, it is as difficult
to distinguish between an extra-uterine soft fibroid tumor
and a multilocular ovarian tumor, as it is between a eyst of
the broad ligament and a unilocular tumor of the ovary.
They are, however, both distinguishable, and by the same
means, viz., lapping. I believe a positive dingnosis can be made
only by tapping. But I will refer to this again. In my earlier
investigations of abdominal tumors, I have confounded the
soft fibroid tumor with ovarian tumors, and this has been
the case also with the most distingunished ovariotomists. T.
Spencer Wells, of London, when on a visit to Philadelphia,
in September, 1867, examined a patient at my request, who
was presented to him as a test case, failed in his diagnosis,
and did not arrive at a correct conclusion until I called his
attention to the peculiar character of the fluid taken from
the tumor.

In illustration of these observations I will detail the fol-
lowing cases:

a. Case LXXVI.—A large fibro-eystic uterine tumor mistaken
Joirr ovarian dropsy ; lapped ; the fluid coagulated on exposure to
air ; an operation for exploration decided wpon ; death before the op-
eration was attempted ; autopsy. June 20th, 1855, at the request
of Dr. Charles Noble of this city, I visited at his house Mrs.
E. A. B., of Chicago, Illinois, aged thirty-six, of good consti-
tution, and in tolerable health. Menstruation began at four-
teen years of age. IPrior to the appearance of her menses,
she sutfered from intermittent fever. Up to her twenty-eighth
year she was regular; after this period the flow was too fre-
quent, but again became regular. At thirty yearsof age she
was married, had two children, the youngest being three years
old. The parturitions and recoveries were favorable, lactation
was free, and no menstrual return oceurred while nursing. On
weaning her children, menstruation again became regular. In
June, 1854, the menses did not cease as usual in five days,
but continued uninterruptedly for three weeks, and rather
profusely, although it did not prostrate her much. After
this the intervals between the periods varied, lasting one,
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two, three, and sometimes four weeks. The flow also con-
tinued longer, and was more painful and profuse,

She had suffered considerable pain in the left inguinal re-
aion, and subsequently in the epigastrium. There was great
difficulty in urination, frequently requiring several efforts
before it could be accomplished. She attributed this to a
want of power. The urine was scant.

She first noticed an enlargement in the left groin in Sep-
tember, 1853, and her clothes soon became tighter at the
waist. She said that she consulted Dr. Hopkins, of Yorkville,
Illinois, who pronounced it prolapsus uteri. Early in the
winter of 1854, she called on Professor N. 8. Davis, of Chi-
cago, who called it an enlargement of the left ovary. Ile
ordered her powders three times a day, which in eight days
salivated her, and the swelling diminished, leaving a hardness
still in the left side. In two weeks, however, she became as
large as before, and afterward continued to increase regularly.

The abdomen of the patient measured forty-six inches
round the umbilicus, twenty-two inches from sternum to
pubes, and twenty-seven inches between the two superior
spinous processes of the ilia. A tumor filled the entire
cavity of the abdomen, and pushed up the ensiform cartilage
to an angle of forty-five degrees. The enlargement pos-
sessed all the characteristic signs of eneysted dropsy. The
fluctuation was distinet over the whole abdomen, though
more easily observed over some parts than others. DBy per-
cussion the intestines were found crowded mostly to the left
of the spine. The pelvis was entirely filled with an elastie
tumor, which lay between the rectum and vagina, in Dong-
las’s cul-de-sac. The uterus could not be reached by the
finger through the elongated and compressed vagina running
up behind the pubes. A short distance below the umbilicus,
and to the left of the median line, a solid body could be felt
beneath the walls of the abdomen. A sound, passed upward
along the track of the vagina in front of the tumor, ascended
to this body and its end could be plainly felt through the
abdominal wall. This solid body was, therefore, pronounced
to be the uterus. The sound in the bladder took a direction
toward the right side.




FIBRO-CYSTIC UTERINE TUMORS. 265

The diagnosis was in favor of ovarian dropsy, but to be
decided by tapping.

June 22d, 1855, I tapped Mrs. B., selecting a point two
inches below the umbilicus, so as to avoid the uterns lying
on the left side of the linea alba. A very large trocar was
employed. A few drops only of yellowish fluid eame away.
Supposing that the end of the canula was oceluded by some-
thing within, I passed the uterine sound through it with the
object of displacing it. It met with resistance, which was
easily overcome, and the fluid began to escape slowly. Dut
the sound had to be used constantly in every direction in
breaking up divisions in the eavity of the tumor in order to
keep up the flow of fluid. Itat no time flowed freely, requir-
ing over an hour to remove twenty pints. This quantity
was removed with great difficulty, and only by constantly
breaking up with the sound what appeared to be the cellular
structure of the tumor.

The fluid was deeper in color than a straw-yellow, and
coagulated firmly by heat, the coagulum being whitish.
Very soon after the fluid escaped it gelatinized spontane-
ously, so that the whole contents of the tub became one
dense jelly-like mass, resembling the blood-clot in consist-
enecy, but not in color, and consisted, as I then thought, of
fibrin. The fluid even gelatinized in the tin cup while
filling from the canula. The abdomen could not be emptied;
as much appeared to have remained in as was removed. The
remaining enlargement fluctnated on percussion as so much
jelly would.

Dr. Drysdale examined the fluid and reported as follows:

“Although this specimen was quite fluid when first re-
moved, it coagulated firmly in a few minutes, so that a bottle,
which had Dbeen filled with it, eould be inverted without
spilling a drop. By filtration a thin, slightly viscid flnid
was obtained, transparent, and of a deep straw or amber
color.

“Chemical examination.—Alkaline ; specifie gravity 1020.
The fluid became cloudy on the addition of acetic acid. Heat
coagulated it. Amount of solid matter, 70 grains; water,
¥30; fibrin, 6; albumen, 52; salts (chloride of sodium), 9.
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“ Microseopic examination.—In a clear fluid floated a small
number of shrunken epithelial cells, some fibre cells, and a
few oil globules.”

After the tapping, some hardness could be felt over the
left side, which was tender on pressure. The same hard
mass, the supposed uterns, was still felt to the left of the
linea alba. Every other part of the abdomen was soft,
elastic, non-resonant on percussion, and fluctuating. The
uterus could not be reached, although the pelvis was less
crowded than before. The patient bore the tapping well,
and was left in charge of Dr. Noble.

June 23d, twelve o’clock m., I visited Mrs. B., and found
her perfectly well and very cheerful. She had slept comfort-
ably all night, was entirely free from pain and fever; the
pulse, tongue, and skin were in good condition.

At this interview, and, indeed, at every other, she was
extremely solicitous to have the tumor removed.

As the microscopical examination of the flnid proved that
the tumor was not ovarian, I informed her of this fact, tell-
ing her, at the same time, that her case was rare, that I had
never met with one like it, that it was too obscure to decide
as to its exact character; but that if she was willing to meet
all risks, and insisted upon an operation, I would open the
abdominal cavity, examine the character and connections of
the tumor, and should it be removable without unusual risks
to life, that I would extirpate it. She immediately fixed
Thursday following, June 28th, for the operation.

It was not my intention to visit the patient on the next day,
the 24th, but having occasion to pass her residence about
eleven o’clock a.x., I made her an unexpected visit, and was
greatly surprised to find her in a dying condition. She was
pulseless, the skin was cold and clammy, respiration short
and frequent, countenance extremely anxious, and she com-
plained of great distress at the epigastrinm. Upon inquiry,
T ascertained that shortly after my visit the day before, she
ate about one pint of ice-cream, then got from bed, walked to
the water-cooler, drank seven tumblers of ice-water, and went
directly afterward down-stairs to dinner, and ate heartily of
everything on the table. Very soon after she was seized
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with a severe chill, followed by intense fever, great pain
and distress at the epigastrium, accompanied by vomiting,
with very quick pulse and intense thirst. These symptoms
were treated by Dr. Noble with citrate of potash, chloroform,
and sinapisms of mustard. After midnight, however, all
febrile symptoms subsided, and she began to sink. Two
alvine evacuations, semi-solid and ash-colored, occurred
afterward. I immediately ordered stimulants internally,
turpentine stupes to the abdomen, and sinapisms to the
wrists and ankles, but without benefit, and she died in four
hours after my visit.

Twenty-four hours after death Dr. Drysdale made an ex-
amination of the body in the presence of Drs. Noble, Euler,
and myself. The wound, made by tapping, both through
the walls of the abdomen and of the cyst, had healed. The
entire abdomen was oceupied by a non-adherent, heavy, thick
cyst, which also dipped deeply into the pelvis. In front of
this cyst could be seen the bladder oceupying the right groin;
also in front of it, and to the left of the central line, was
the elongated vagina reaching upward to the uterus, which
was adherent to the tumor at a point about four inches above
the pubes. The uterus was slightly enlarged, and doubled
upon itself, the angle being at the junction of the cervix
with the body. The fundus was inverted, looking downward,
g0 that the fundus and the os lay in apposition, and were
flattened by having been compressed between the tumor and
the walls of the abdomen. On the fundus was a partially
softened fibroid tumor as large as a medium-sized marble.
Both ovaries were enlarged to the size of a hen's egg, the
left one being engorged with blood. They were also in-
verted. All these organs were incorporated with the tumor.
The tumor seemed to have originated in the posterior wall
of the uterus just at the angle of flexure. It had no pedicle.
The uterine tissue itself evidently had expanded into the
walls of the cyst, and constituted those walls by regular
growth or a hypertrophic process. On cutting open the cyst
longitudinally, it was found to be filled with organized and
partially organized fibrin, and with masses of fibrous tissue;
and interspersed through the meshes or interstices were
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diffused about two gallons of fluid, slightly stained with
blood. This was pressed out from the meshes, as fluid is
removed from a sponge. The color of the interior of the
eyst, or rather of the myomatous masses and the fibrin
within it, resembled that of healthy lung. The whole mass
was sealed to the brim of the pelvis by normal reflections
of the peritoneum, which seemed to have originally lined
the cavity of the pelvis, and had subsequently been elevated
by the gradual development of the tumor. Below this peri-
toneal barrier or cul-de-sac the eyst was free from a peritoneal
covering, and dipped deeply into the pelvis and oceupied its
whole cavity. The estimated weight of the tumor was forty
pounds.

The intestines were crowded back along the spine, and
were empty. The liver, stomach, and diaphragm were

pushed up much above their usual position. The liver was
pale, quite soft, and broke on the slightest pressure. The
gall-bladder was filled to excess, and its duet was surrounded
by recent adhesions. The stomach was small, and was lined
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with numerous large rugosities, particularly toward the
pylorus. The left kidney was greatly engorged with blood.
The pelvis of the right kidney was largely dilated. The
spleen was enlarged. All other organs, including the heart
and lungs, were healthy. There was no peritonitis.

In order to convey an idea of the origin, locality, and final
development, as well as the appearance and character of this
rare tumor, I have had drawn the three figures, 16, 17, and
18. Fig. 16 represents a front view of the tumor with the

vagina, and inverted uterus, ovaries, and Fallopian tubes
attached to it. Fig. 17 shows a side view of a section of the
tumor, uterus, and vagina. It is not intended to represent
the internal structure as pathologically correct. Fig. 18
represents the locality of its origin at a point between the
roof of the vagina and the reflected peritoneum.

The above case offers several points worthy of discussion.
In comparing it with the cases under the head of * Uterine
Cysts,” at page 145, it will be noticed that the original

18
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pathological condition was similar, viz., a fibroid tumor. In
both forms of disease, the tumors were exterior to the uterns,
and in this respect were similar. But in the cases of uterine
eyst, the fibroid mass became liquefied, the liguid being con-
tained in a cyst, composed of the tunica propria and of peri-
toneum, which had previously formed the envelope of the
tumor. The fluid, also, of the uterine eysts, which had been
removed by tapping, was coagulated by heat, but did not
gelatinize on exposure to air. In the above case, however,
—the fibro-eystic uterine tumor,—the liquid it contained was
not the result of tissue degeneration, but its normal produet,
being contained in its peculiar cancellated structure, and
embraced within a dense cyst wall of uterine tissue. The
cyst wall was thick and heavy, and at first sight resembled
in texture that of an ovarian tumor. It was covered with a
peritoneal coat in the abdomen, but not in the pelvis. The
fluid contained in these cells and removed by tapping not
only was coagulated by heat, but it gelatinized on exposure
to air,—it was in fact true liquor sanguinis,—and separated
into clot and serum. The former cases were hard extra-
uterine fibroids, whose tissue had softened and liquefied,
while the latter was a soft fibroid, or a true cancellated myo-
matous tumor, with the plasma of the blood oceupying its
cells.

Before paracentesis, the case was diagnosticated to be an
ovarian tumor, but afterward this opinion was abandoned.
Still, an operation was decided on, and the day fixed for it.
Had the patient lived to have undergone the abdominal sec-
tion, what would have been the result? Certainly, with my
limited experience at that time I should not have attempted
its removal, but would have closed the wound without com-
pleting it. Since then I have extirpated the same class of
tumors with suceess by enucleating them from their peri-
toneal coat.

I would here observe, as a matter of great practical im-
portance, that whenever the uterus is elevated into the ab-
dominal region, with an immovable tumor occupying the
cavity of the pelvis, it may, as a general rule, be taken for
granted that if it be ovarian there will be pelvic adhesions;
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and if it be a fibroid tumor, that the pelvie portion of it has
been developed downward beneath and exterior to the peri-
toneal cavity,—thus, by its continued growth, elevating the
pelvic organs and pelvic peritonenm to a height proportionate
to its development. In the latter case, the practical bearing
of this fact is this, that we may reach these tumors through
the walls of the vagina and rectum without disturbing the
peritoneum.

b. Case LXXVIL—A large fibro-cystic wlerine tumor mistaken
Jor an ovarian lwmor; lapped ; the fluid coagulated on expositie
to air ; death from the natural progress of the disease ; aufopsy.
June 25th, 1856, I was requested by Dr. Wilson Jewell to visit
with him in consultation Mrs. H. A. F., who, in his opinion,
had an ovarian tumor. She was forty years old, and a widow,
Menstruation commenced at the age of fifteen, and after con-
tinuing to be regular for some time, it was suspended, while at
boarding-school, for six months. During the suspension, she
suffered great distress in the head, and became very anemic,
In consequence of her ill health, she was taken home, when
the menses returned and continued to be regular. At eigh-
teen years of age she married, had two children, nursed each
of them one year, and had free lactation, during which
she had irregular menstruation. Her youngest child was
seventeen years old, after weaning which she was regular
until September, 1855 ; afterward irregular. The discharge
had never been copious nor clotted.

She first noticed the tumor in August, 1854. She said that
it made its appearance suddenly, in one night, in the lower
part of the abdomen, and almost immediately she became as
large as at three or four months’ gestation. This occurred
without pain, but one week after she was taken with severe
pain in the right side, lasting two or three hours. The pain
recurred next morning, and then gradually subsided. Two
or three weeks after she had a more severe attack in the left
side,.lasting ten or twelve hours, causing the greatest agony.
This was followed by such extreme soreness that she could
not move for several days. During all this time she con-
tinued to increase in size. Dr. Jewell was summoned in this
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attack, and he_ pronounced it ovarian dropsy. After her
recovery from this dreadful seizure, she continned to be
pretty comfortable the succeeding winter. On the 1st of May,
1855, she was attacked with severe pain in the precordial
region, accompanied by rapid increase in the size of the
abdomen, and followed by such great soreness and distress
that she was not able to tolerate the weight of her clothing.

Before the appearance of this tumor, she had always been
well and fleshy, weighing one hundred and fifty pounds.
When I visited her, she was greatly emaciated.

I examined the patient with great care. She was very
large, two or three times the size of a woman at full period of
pregnancy. The enlargement was uniform, and the xiphoid
eartilage was tilted np beyond an angle of forty-five degrees.
The whole abdomen was dull on percussion, and had a semi-
solid elastic feeling. On striking against the walls of the
abdomen, a peculiar vibration or tremulousness was carried
across it against the opposing hand, which was diflienlt to
distingnish from fluctuation. It might be deseribed as semi-
fluctuation. The pelvis was free of the tumor, the os tincs
was central, the cervix intact, and of natural size. The
gound entered only one inch.

The diagnosis was a multilocular ovarian tumor.

[ did not see the patient again until Janunary 5th, 1857,
when she was placed under my care. She was then enor-
mously enlarged, and was suffering very much in consequence
of the distention.

On the 14th, with the hope of affording some relief by
tapping, I punctured the tumor with a large trocar through
the linea alba a few inches below the umbilicus. Ounly a few
drops of blood escaped.

On the 24th, I again tapped the patient, introducing the
trocar several inches above the umbilicus, and to the lett of
the median line, near the linea semilunaris. On withdrawing
the stylet, some amber-colored fluid escaped, but very slowly. I
passed a uterine sound through the canula into the body of
the tumor, and, as in Case LXXVI., broke up the divisions
between the supposed cysts, and thus succeeded in increasing
the flow. After a long time and with great difficulty, and a
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constant use of the sound, I accomplished the removal of
eight pints of fluid. After withdrawing the canula, the fluid
continued to ooze away to the estimated amount of another
gallon.

A specimen of the fluid was handed to Dr. Drysdale, who
reported as follows: “A fluid rather thicker than water,
transparent, and of a deep amber color, containing a large
coagulum of fibrin.

“Chemical examination.—Alkaline; specific gravity 1020,
A boiling heat coagulates it. No change with acetic acid.

“ Microscopie examination.— A clear fluid containing no
objeets.”

She was very much relieved by the tapping, although it
was followed by considerable soreness, with chill and fever.
This gradually subsided, and her health became better than
it had been for several months. I followed the operation
with calomel, squill, and digitalis, each one grain, three times
a day, until gentle ptyalism was induced, after which the
abdomen still further diminished in bulk, and she became
well enough in the month of March to go down-stairs. As
the weather moderated she was able to be out-of-doors, and
in May following she left Philadelphia to reside in Camden,
New Jersey.

After this I lost sight of the patient until I was notified of
her death, October 1st, 1857. The family, knowing that I
felt particularly interested in the case, advised me that I
might make a post-mortem examination of the body. Ac-
cordingly, Dr. Drysdale conducted the examination the same
evening in my presence. The size of the abdomen was im-
mense, and the emaciation of the body was extreme. An
incision was made from sternum to pubes through the linea
alba, and another crosswise, so as to make four flaps. The
walls were devoid of adipose deposit, and the cavity of the
peritonenm contained no fluid. The whole interior was
occupied by an enormous tumor, over which was spread, and
greatly stretched, the omentnm filled with very large veins,
and adherent everywhere to the surface of the mass. Strong
bands of adhesions also sealed the tumor, here and there, to
the parietes of the abdomen, particularly low down upon the
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sides. After these adhesions were separated, the mass was
lifted from its bed and rolled out, there being no visceral
attachments. The tumor was found to have originated from
the posterior wall of the uterns at the junction of the cervix
with the body, at the point where the peritoneum is reflected
from the uterns to form the recto-vaginal cul-de-sac. It was
attached to the uterns by a very small membrano-myomatous
pedicle, about one and a half inches wide and half an inch
thick., The uterus was anteflexed, with a sharp angular
flexure, produced no doubt by the superineumbent pressure
of the tumor. It was healthy. Both ovaries were healthy. All
the viscera were found in good condition, excepting the gall-
bladder, which, with its ducts, was filled with gall-stones.
The tumor was divided, nearly equally, into two lobes by

Fig. 19.

a deep sulcus, corresponding with the linea .alba. This
longitudinal division extended from the umbilicus down-
ward; above the umbilicus the lobes coalesced into one
mass. The right lobe distinetly fluctuated; the left did
not, although it was soft and elastic. On. catting into the
right lobe, an immense discharge of pus took place, and it
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collapsed as would a cyst. The left lobe was cut into, and it
was found to consist of fibrous tissue. The whole mass
weighed between sixty and seventy pounds.

I was informed by the family that for two weeks before
death, the patient’s suffering was extreme. No doubt inflam-
mation had pervaded the mass and terminated in suppura-
tion of the right lobe,

Figures 19 and 20 represent the case,—one the side view
of the patient, the other the front view of the locality and
internal appearance of the tumor after opening the abdomen.

Fig. 20.
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In reviewing the above case, it will be observed that the
sound, so valuable in difterential diagnosis, furnished no aid;
that it entered only one inch in consequence of the angular
flexure of the uterus, and, even had the uterine axis been
direct, that it would have entered only its normal distance.
Indeed, every indication satisfied me, at that time, that the
case was ovarian. Ilaving overlooked the peculiar character
of the fluid, the only positive quide in the case, 1 was unde-
ceived by the revelations of the post-mortem examination.
However, even with this error of diagnosis, I believe the
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operation of extirpation might have been performed with a
fair expectation of success, and, as the only hope of cure,
should have been attempted.

¢. Case LXXVIIL—A large fibro-cystic wierine tumor mistalken
Jor an ovarian twmor ; tapped ; the fluid congulated on exposure fo
air ; vemoved by gastrotomy ; died on the fourth day. June 12th,
1862, I visited Miss M. W., aged forty years. Menstrnation
commenced at the age of twelve, and was usually regular.
The discharge was never profuse nor clotted, and lasted
usually five days; the three first days it was abundant, the
two last scanty. After 1852 the intervals were three weeks,
and the flow was attended with severe pain in the back;
but for over two years before I saw her, she was more reg-
ular. The two or three last menstruations were at intervals
of ten days, and their duration was also ten days.

She first noticed an inerease in size about the waist in Feb-
ruary, 1860, but no other change until the winter of 1861-62,
after which time the abdomen enlarged rapidly. She then
resided in Baltimore, and consulted Dr. John Buckler, of
that city, who pronounced her disease to be an ovarian
tumor, but considered it too early in its development for an
operation. After treating her for six weeks, and finding her
general health giving way, he sent her to Philadelphia to be
placed under the care of Professor Charles D. Meigs. Dr.
Meigs treated her for one year for ordinary ascites, but still
her health declined. Afterward she was treated by Professor
William Pepper, and for a time she improved in strength by
the use of tonics. He pronounced the disease ovarian.
March 21st, 1862, she was tapped, and only three pints of
fluid were removed. It first spurted out for a moment, and
then stopped, and afterward oozed out slowly. She described
it as a very thick wiscid fluid, of the consistenice and color of thin
calf’s-feet jelly. Urination was difficult. She had to use the
catheter frequently to evacuate the bladder, and always had
to elevate the abdomen, when on her back, in order to pass
water.

Before the appearance of this tumor, she always enjoyed
excellent health, was accustomed to long rides and walks,
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and had a rosy complexion. When I saw her she was en-
tirely disabled, anemic, emaciated, and prostrated. There
was a hereditary tendency to gout. Formerly, while resid-
ing in Virginia, she suffered from intermittent fever, which
ceased after 1860.

For four weeks before my visit, the tumor had made very
rapid progress, increasing her girth during that time to the
extent of six inches. BShe also suffered the most severe
attacks of flatulent pain in the abdomen, so that death was
expected. She solicited an operation. The suftfering became
so great and the danger so imminent that Dr. Pepper with-
drew his objections to surgical interference, and advised
her to delay it no longer, as he was appreheusive of a fatal
termination every day. The patient, therefore, was placed
in my charge.

I made a careful examination of the patient on the day of
my first visit. The same evening, my brother, Dr. John L.
Atlee, who happened to visit Philadelphia, repeated the exam-
ination. Tle abdomen was enormously enlarged, and its walls
contained large, dark-colored veins. There was a dull per-
cussion sound everywhere, except over the right hypochon-
drium. The ensiform cartilage stood out almost horizontally.
No solid deposits could be detected anywhere, except a small
one below the right hypochondriac region. The abdomen
was soft and elastic over 1ts whole extent. Its upper portion
and a large part of the left side seemed to be oceupied by a
large cyst, filled with a fluid which readily fluctuated. In the
lower portion of the abdomen there appeared to be another
large cyst, filled with a thicker fluid, which also fluctuated, but
less distinetly. Above the pubes, in a central position, a
more fleshy-like mass could be detected.

On examining per vaginam, the whole pelvis was found to
be occupied by an elastic mass, which pressed tightly against
the pelviec bones. The uterus and bladder were both raised
up so as to be beyond reach ; the locality of the former could
not be disecovered, and that of the latter was detected high
above the pubes by the sound introduced through the ure-
thra. The tumor was so impacted in the pelvis that it was
difficult to introduce the index-finger between it and the bony

®
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walls. The rectum was also examined, and found to be com-
pressed against the sacrum. No impulse was communicated
to the pelvie tumor by percussing the abdomen.

The measurement around the umbilical region was forty-
nine inches, from sternum to umbilicus thirteen inches, from
sternum to pubes twenty-four inches, and between the two
superior spinous processes of the ilia twenty-nine inches.

The diagnosis, both by my brother and myself, was @ mul-
tilocular ovarian tumor. The result proved that we were wrong,

June 18th, 1862, the tumor was removed by gastrotomy.
It was distinetly fibroid, semi-solid, cellular, but consisted of
no large cysts, as was supposed before the operation. The
cells were small and filled with a straw-colored fluid, about
fifteen pounds of which were removed. This fluid coagulated
on exposure o air, The tumor had a sessile attachment to the
front of the uterus, which had been pushed up into the lum-
bar region and was elongated ; the pedicle being from two to
three inches in diameter, and myomatous. The ovaries were
healthy, with the exception of a very small cyst developed in
the left one. The solid portion of the tumor weighed forty
pounds. Death followed the operation on the fourth day.

The above case is one of peculiar interest. It possessed all
the characteristic signs of a multilocular ovarian tumor; even
the fluid, as represented by the patient, drawn away in March,
seemed to confirm the diagnosis. A symptom, rarely absent
in ovarian tumors, and as rarely present in fibroid tumors,
was well marked in this case, viz., fluctuation. In the soft
fibroid tumor, fremulousness, which closely resembles fluctua-
tion, is often an accompaniment; but frue fluctuation 1s so
seldom present, that it is never expected. Those distin-
guished gentlemen,—Dr. Buckler, of Baltimore, Professor
Pepper, of Philadelphia, one of the most correct diagnosti-
cians, and Dr. Atlee, of Lancaster, who had been well dis-
ciplined in these cases by vast experience, all, with myself,
pronounced it, without hesitation, a case of ovarian tumor.
And Professor Meigs, a gentleman of world-wide reputation,
treated the case as one of ascites one whole year, so strong
were the indications of dropsy. The only pathognomonie

———
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symptom of value in this case was to be found in the charac-
ter of the fluid,—fluid coagulable on exposure to air.

d. Case LXXIX.—A large fibro-cystic wlerine tumor ; correetly
diagnosticated at an early period ; the diognosis confirmed by tap-
ping ; the fluid coagulated on exposure to air ; afterward an eminent
ovariotomist wmistook it for an ovarian tumor; removed by gos-
trotomy ; recovery. July 2Tth, 1867, I was requested by Dr,
S. Weir Mitchell to visit in consultation Miss E. E., aged
fifty-six. At the age of eighteen she first menstruated, was
always regular until 1860, after which she became very
irregnlar. After August, 1866, there was an entire suspen-
sion for one year, followed by a red discharge, continuing
fourteen days, and a return one month atterward.

She enjoy ed pretty good health until 1855, when she be-
came unwell with flatulent colic and copious expectoration.
In 1860, the lower portion pf the abdomen swelled, accom-
panied by pain in the right side. Two years after this the pain
left the side, and the swelling subsided, but a lnmp remained.
During the summer of 1866 she again enlarged to the same
size as before, and she continued to increase afterward.

Dr. Mitchell, who had been attending the case for several
months, had diagnosticated it to be a fibroid tumor, and had
been treating it persistently with muriate of ammonia. He
assured me that the tumor had softened under its influence.

The patient was much larger than a woman at full period.
The shape of the abdomen was uniform. There was dullness
on percussion everywhere, The abdomen was free from
ridges and nodules, perfectly smooth, elastie, tremulous, but
not fluctuating. The lower extremities were very much
swollen, and the pudendum and vagina so cedematous that
the pelvie cavity could not be properly examined. The
patient was confined to bed.

My diagnosis agreed with that of Dr. Mitchell. It was
decided to test it by means of the trocar.

July 29th, in company with Drs. J. Nicolaysen, of Chris-
tiania, Norway, and Mitchell, I passed a large trocar through
the linea alba about three inches below the umbilicus. On
withdrawing the stylet, a few drops only of a clear yellowish
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fluid escaped. A sound was now passed through the cannla
into the substance of the tumor, which was found to be cel-
lular. Dy perforating the divisions of the cells with the end
of the sound, and making strong pressure on the abdominal
walls, we succeeded, after a long time, in getting away about
sixteen pints of this fluid, stained more or less by blood.
Almost immediately after its escape, it coagulated lile blood,
and afterward separated into elof and serum. Collected in a
tumbler, it gelatinized so as to take the form of the tumbler,
and resembled calf’s-feet jelly. It also thickened on boiling,
A portion of the strueture of the tumor was extracted through
the canula by a gun-serew hook. The abdomen afterward
became much swollen and softer by the operation.

Specimens of the fluid and of the internal strueture of
the tumor were handed to Dr. W. W. Keen for examina-
tion. He reported: ¢ The flnid coagulated in the bottle
soon after tapping, but the clot contracted so little that a
nozzle of clot was left in the neck of the bottle surrounded
by serum. On pouring out the serum, say half an ounce,
the clot gradually contracted, so that every few hours one
drachm or so could be collected, until after twenty-four hours
the bottle (a three-ounce one) was only half full of clot.

¢ On examination, the serum was of an opaline color, look-
ing like hazy healthy urine. Under the microscope it con-
tained scarcely anything,—a few blood corpuscles, fragments
of tissue undergoing fatty change, ete.

“The clot was varied in color: in rome parts nearly white,
in others more tinged with red, in others a bright red.

“* By the microscope the fragments of clot were seen to be
almost wholly fibrin, with blood corpuscles normal in pro-
portion, ete.

“ No cholesterine crystals were seen.

““ A portion of the solid parts of the tumor had been re-
moved by a ¢ harpoon;” but its examination showed nothing
but fibrous structure.”

The diagnosis of fibroid tumor was, therefore, confirmed.

August 15th I visited the patient again with Dr. Nicolay-
sen. She had diminished in size since the previous date.
The swelling of the limbs and of the pudendum and vagina
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had disappeared. She could now be up and walk about.
The abdomen was softer. Some firm spots could be felt in
the left side, and also, by deep pressure, in the upper central
portion of the tumor. The pelvis was empty. The os tince
was elevated almost beyond reach and placed on a line with
the left sacro-iliac junction. The sound entered to the dis-
tance of five inches, and ascended toward the left and behind
the tumor, so that its end could not be felt.

Up to this period the patient had been most solicitous to
have an operation attempted for the removal of the tumor,
but I refused to entertain the proposition.

September 15th.—She continued to enjoy pretty fair health
from the time she was tapped, and had spent two or three
weeks in the country. She had improved in strength, flesh,
and color. She thonght, however, the abdomen had increased
in size. It was much softer, and fluctuating. There was still
more resistance over the left side,

It was just at this time that the distingunished ovariotomist,
T. Spencer Wells, Esq., of London, was making his visit to
Philadelphia, and I invited him to see the patient. This is
the case referred to some pages back. I purposely withheld
the histery of the case from Mr. Wells until after he had
made his diagnosis; and such was the understanding before
I introduced him to the patient, as it was intended as a test
case. The examination was made, and the decision arrived
at, without much hesitation, that it was a case of ovarian
fuwmor, and suitable for an operation. IHe also remarked that
the expression of countenance was strongly indicative of
ovarian disease. After his diagnosis was made, I put this
question to him: ¢ Mr. Wells, have you ever seen fluid drawn
from an ovarian cyst that congulated on exposure to air 27 “No.”
“That was the case with the fluid drawn from-this patient.”
He immediately asked, “Is it a fibroma #”

I was not unprepared for such a decision by Mr. Wells,
and was not at all surprised that even he, with his vast and
unequaled experience, and great acumen and skill to aid
Lim, was foiled in making a correct diagnosis, as I had never
seen a case better calculated, at that period of its history, to
mislead.
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January 11th, 1868, in company with Dr. Mitchell, I tapped
the patient again, and used the sound through the canula as
before, but succeeded, after considerable delay, in getting
away only abont four pints of fluid.

In both tappings I had used a very large trocar of ordinary
length, which penetrated the tumor from two to three inches,
and through the canula a Simpson’s sound was pushed to its
whole length in various directions. The sound merely per-
forafed the numerous small cells of the tumor, but the divi-
gsions could not be renf asunder, so as to convert the cells
into one large cavity. Could this be eftected, and the cavity
injected by some agent, it was thought that more might be
accomplished toward the relief of the patient. Dr. Mitchell
suggested that the next time she underwent paracentesis, we
should substitute for the sound a small knife, with which the
interior of the tumor might be cut up, and that afterward it
should be injected with acetic acid. To this suggestion I
assented, knowing how imperfectly organized these tumors
usually are.

April 2d, 1868, a large and very long trocar was passed six
or seven inches into the centre of the tumor, and through
the canula a long-handled slender knife was employed to cut
up the interior strueture of the mass. This was followed by
the discharge of a reddish fluid to the amount of six or seven
pints, a portion of which was ordinary red blood. It coag-
ulated as before. After ceasing to discharge, we injected a
syringeful of dilute acetic acid, about double the strength
of vinegar. No unpleasant results accompanied or followed
the operation. :

April 20th.—The wound remained open about one week
after the last operation, discharging pretty copiously a clear
fluid, the escape of which reduced her size counsiderably, and
softening the abdomen still more, except over the locality of
the uterus on the left side. The patient had willingly sub-
mitted to these experiments for relief, but she was becoming
impatient, and concluded that they could only be palliative.
She became exceedingly solicitous that an attempt should be
made by gastrotomy for the removal of the tumor.

Before assenting to the patient’s demand for an operation,
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another examination was made. This was facilitated by the
reduction in size and solidity of the abdomen. The pelvis
was entirely free of both the tumor and uterus. The os tince,
which was over the left sacro-iliac junction, could barely be
reached by the index-finger. The sound entered the uterine
cavity five inches, and its end could be felt through the ab-
dominal walls by deep pressure midway between the umbili-
cus and spine, on the left side, on a level with the nmbilicus.

The propriety of attempting an operation was discussed
by Dr. Mitchell and myself, after which the following propo-
gition was made to the patient: That an opening through the
linea alba would be made large enough to admit the hand
into the cavity of the abdomen; and that the tumor would
then be carefully examined and the possibility of its removal
decided upon. If removable, the tumor would be extirpated.
If not, it would be cut into boldly, its whole interior strncture
disintegrated, or broken up by the hand, so as to disorganize
the mass and cause it to degenerate and discharge through
an opening left for the purpose in the walls of the abdomen.
Should the latter course be adopted, then we would make
free use of the valuable antiseptics now known to us to
guard the patient against the noxious influence of resulting
decomposed matter. At the same time, the dangers of such
surgical interference were distinctly placed before the patient
and her friends.

Two days after, her sister called upon me to say that the
operation was decided on, and that they had selected the 5th
of June for that purpose.

The operation was performed. Two tumors were removed ;
one very large, which originated with a thick pedicle from the
posterior portion of the uterus, at a point between the inser-
tion of the vagina and the reflected peritoneum; the other
much smaller, which came off from the posterior face of the
left broad ligament close to the uterns. Both were fibroid,
and their combined weight with fluid contents was about
forty pounds. The patient recovered, and up to this time
(1872) has enjoyed excellent health.

The tumors were placed in Dr. Keen’s possession for
examination. He reported as follows:
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“Two tumors removed: 1. The smaller one weighed five
and a half pounds. This was attached by an inch and a halt
pedicle to the posterior surface of the left broad ligament,
one inch from the uterine border,—mnon-continuouns with the
uterus. Fallopian tube perfectly distinet and intact., It is
divided into two lobes of unequal size.” On opening the
lesser lobe, a mass resembling soft cheese was cut into. It
peeled away from the walls, leaving them very like the
‘pyogenic membrane’ of an old abscess. The larger lobe
consisted of the same mass in one end, but at the other end
cysts were formed looking blue like ovarian eysts, but the
fluid presented nothing save blood ecorpuscles. Even some
brownish-yellow masses were nothing but aggregated blood
corpuscles. Fatty degeneration was going on in the walls
at many points, not diffusively in all the cells, but in loeal
foci,—the beginning of the process of softening.

2, Larger tumor weighed, freed from fluid, nineteen and
three-quarter pounds, and was eighteen inches in diameter.
It had, after the operation, a wall and a cavity. The cavity
had been made and emptied by the breaking up of the con-
tents and the walls of the separate cysts by Dr. Atlee’s hands,
The walls on the outside presented various and numerous
marked bands of adhesions, and on the Inside were exceed-
ingly shreddy, undergoing destruction. At a number of
points there were large masses, some as large as an orange,
hard and dense. On section they creaked under the knife
like leather. They were honey-combed by small cysts vary-
ing in size from a pin’s head to a hazel-nut,—various centres
of fatty degeneration, and softening and liquefaction.

“The contents and the walls presented the same appear-
ances as the other tumor, save that there was more fibrous
tissue developed. None of the characteristic fluid of ovarian
disease was to be seen.”

The above case illustrates very strongly a point in diag-
nosis to which I am anxious to call the attention of the pro-
fession, viz., the character of the fluid removed by tapping, and
the value of this operation as a means of dingnosis.  We have seen
that even Mr. Wells, whom we all delight to honor as the
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highest authority in ovariotomy, was corrected in his diag-
nosis in this case only by the character of the fluid, so exactly
did it resemble, in every other feature, an ovarian tumor.
This circumstance, instead of disparaging our great master
in England, adds to his character, by proving how closely
observant he is to every phase of differential diagnosis, and
ghould warn others, of less experience, not to be too san-
guine in expressing an opinion until they have adopted every
possible means of examination.

e. Case LXXX.—A large fibro-cystic uterine tumor mistalken
for an ovarian tumor ; the dingnosis corrected by tapping ; the fluid
coagulated on exposure to air.  April 22d, 1863, I received the
following note: * Mrs. A. E. 8., of Washington City, arrived
in Philadelphia this afternoon for the purpose of placing
herself under your charge, to be treated for an enlargement
of the right ovary.” I called the same day to see her. She
was forty-two years old. Menstruation commenced at the
age of fourteen, had always been regular, not painful nor
profuse, and lasted three days. She married at the age of
seventeen, had three children, the youngest in 1845. There
had been no difficulty in parturition. Lactation was scanty.
In 1851 she was treated for granular inflammation of the
uterus, after which she always had painful but regular men-
strunation, with diminished and clotted discharge, lasting
two days,

During the summer of 1862 she noticed that she was in-
ereasing in size over the whole body, and particularly in the
region of the abdomen. The abdominal embonpoint, how-
ever, was always in excess. One month before I saw her
she was attacked in the night with acute pain in the right
groin, which continued all night and next day, and was
relieved only by opiates. After this she noticed an enlarge-
ment of the right side, but conld detect nothing like a tumor.
As she continned to get larger afterward, she visited Phila-
delphia to consult me.

I examined Mrs. 8. during this visit. She was a fine,
healthy-looking woman, disposed to corpulency, and ex-
hibited no unusual abdominal prominence. When on her

19
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back in bed, a merely full abdomen was noticed, with greater
fullness in the lower right side than elsewhere. Upon making
deep pressure through the thick adipose tissue of the abdom-
inal walls, a tumor could be detected oceupying the whole
lower right side of the abdomen. It extended above the
umbilicus, crossed the linea alba to the left, and dipped into
the pelvis. This tumor was elastie, eyst-like, and, so far as
could be detected through the fatty walls, semi-fluctnating.
Its surface was free from nodules or ridges. It was more or
less movable.

A vaginal examination discovered the uterus in the pos-
terior part of the pelvis, small, movable, and admitting the
sound to the distance of one and a half inches only. In
the right side of the pelvis, and anterior to the uterus, the
elastic tumor was felt dipping into the superior strait. With
the fingers against the pelvie portion, and the other hand
outside against the fundus of the tumor, it could be freely
moved between them. The uterus and tumor were also
movable independently of each other.

The diagnosis was ovarian fumor. At this early stage of
the disease, and in the present condition of health, I advised
her to let it alone,

The patient returned home, and kept me informed, from
time to time, of her condition by letter.

September 3d, 1868, the following intelligent letter was
received from A. Y. P. Garnett, M.D., of the City of Wash-
ington, D.C,: “1 was called to-day to visit professionally a
Mrs. 8. of this city, who informed me that she had, some
two years ago, submitted her case to a full examination by
you. I found her affected with great gastric distress, intense
thirst, restlessness, and insomnolency. No fever, tongue not
indicating by its appearance any inflammatory condition of
the gastro-enteric mucous membrane. Associated with the
symptoms indicated above was a distended abdomen, uniform,
and rounded in its periphery, as if it contained fluid. I was
unable, however, to detect even obscure fluctuation after a
careful examination in both the erect and recumbent posi-
tions, DBut as the history of the case, as well as its present
aspects, afforded no evidence of the existence of a solid
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tumor, and as there was not to be elicited the tympanitic
resonance of gaseous distention, I am strongly inclined to
the opinion that there is fluid contained within one or more
ovarian sacs, Under this belief I have deemed it best to
advise her being placed at once under your care, so that any
operation, which yon may decide to perform, might not be
complicated by the results of antecedent tapping.”

Mrs. 8. visited Philadelphia again, September 24th, 1868.
After she returned home in 1863, she menstruated pretty
regularly, exeept an occasional interval of six or eight weeks.
There had been no flooding, but, on the contrary, the dis-
charge was seant. Until April, 1865, she thought there had
been no permanent inerease in size of the abdomen, althongh
it had frequently varied, sometimes being smaller and some-
times larger. Afterward there was a gradunal increase, and
at the time Dr. Garnett saw her it had enlarged rapidly.
She had suffered very acute pains in the right side, back,
and both groins.

Her appearance had greatly changed. From being in full
health, she had become muech emaciated. The abdomen
was very much larger, and exceeded in size a woman at full
period of pregnancy with twing, although there was little
adipose deposit. It was very prominent, round, and uniform,
free from ridges and hard places, and the sulcus had disap-
peared. The tumor was quite elastic, compressible, and felf
precisely like a eyst containing fluid, but yet there was no flue-
tuation in any part of the abdomen. Tremulousness on perens-
gion existed. The pelvis was comparatively free. The os
tincie was thrown back ; no cervix was perceptible ; the sound
entered the uterus to the distance of nearly three inches, and
ascended in a central direction behind the tumor. The uterns
seemed to be free from the mass.

After this examination I suspected the correctness of my
former diagnosis, and so informed the patient. I proposed
tapping, telling her that, although I might fail in getting any
fluid, yet it was necessary to puncture the tumor in order to
elear up all doubt.

Next day, assisted by my son-in-law, Dr. David Burpee, I
passed the large trocar through the linea alba below the
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umbilicus into the tumor to the depth of three inches. No
fluid escaped on withdrawing the stylet. The sound was
introduced through the canula and encountered resistance;
but this readily gave way, and the end of the sonnd was
made to perforate the interior of the tumor in various diree-
tions, after which a clear straw-colored fluid escaped very
slowly. On manipulating in this way a considerable time I
finally succeeded in drawing off two or three gallons of fluid,
stained with blood, which coagulated on exposure fo the air, just
as blood does, and, like it, also separated into c¢lot and serum.
In most points the case when first tapped resembled the last
one reported. The tumor, however, was softer, the divisions
of the cells were not so firm, and the sound met with less
resistance. The abdomen after the tapping became much
gofter, but continned to be quite large.

The diagnosis was now corrected. Without the least
doubt, I pronounced it a case of soft ulerine filwroid tumor.

Dr. Keen reported on the fluid as follows: “The bottle
contained fluid which had coagulated, the coagulum having
contracted, leaving about one-fourth of an inch of fluid on
its margins. The coagulum was of a pink-red color, and on
examination by the microscope showed coagulated fibrin,
entangling blood corpuscles.

“The fluid, of a pale amber color, contained, by the mi-
croscope: 1. Blood corpuscles. 2. Granular matter, some
of it probably oil globules. 3. A few larger oil globules.
4. Unrecognizable débris of tissne. 5. A very few cells like
pavement epithelium from the tongue, but smaller.

“The clot was of uniform color. No cholesterine was
seen, and no compound granular corpuscles.”

After having been tapped, the patient returned home, and
enjoyed tolerable health for a few months, but the abdomen
again becoming more enlarged, she came back to Phila-
delphia on the 29th of April, 1869, and submitted the second
time to paracentesis, and with similar results.

May 11th, 1869, my brother, Dr. John L. Atlee, of Lan-
caster, being in the city, I invited him to see the case, and
requested him to make a diagnosis as he would in any other
patient consulting him, without receiving any information




FIBERO-CYSTIC UTERINE TUMORS. 289

from me. He did so, and arrived at the coneclusion that it
was a multiloenlar ovarian tumor. On being informed,
however, of the peculiar character of the fluid, he corrected
his diagnosis.

In reviewing the foregoing cases of fibro-cystic uterine
tumors, it must be apparent that I regard paracentesis as the
only reliable means in eertain cases to be adopted in order to
make out a positive diagnosis between these tumors and
ovarian eysts. I consider the fluid removed from the fibro-
eystic uterine tumor to be blood, minus the corpuscles, or
true liquor sanguinis, which rapidly coagnlates on exposure
to the atmosphere, and after a reasonable time separates into
fibrin and serum. So far as my experience goes, I have met
with no other fluid, removed from the abdominal cavity, that
undergoes such changes; nor have I met with any other
form of tumor that furnishes such a fluid. It may, there-
fore, be pronounced not only diagnostic but pathognomonic.
It is true that flnids are removed from the general cavity of
the abdomen, or from local cysts having an inflammatory
origin, in which are formed fibrinoid substances. DBut the
entire mass of these fluids does not coagulate on exposure to
the air, and these fibrinoid formations usually require several
hours for their production, and appear like strings suspended
in a large quantity of fluid, and very different from the clot
and serum above referred to. It is also in accordance with
my experience, that when either of the above fluids is re-
moved by tapping, we must exclude the idea that it comes
from an ovarian cyst. In a diagnostic point of view, there-
fore, the study of the fluids of dropsy is of paramount im-
portance, and I need not apologize for recurring to the mat-
ter so frequently.

Before concluding this part of the subject, it may be
remarked that multilocular ovarian tumors are just as fre-
quently taken for fibro-cystic tumors of the uterus, as the
latter are for the former. Very recently a marked case of
the kind came under my eare, which previously to tapping
was diagnosticated to be fibro-cystie.
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f. Case LXXXL—A multilocular ovarian tumor nistaken for
a fibro-cystic wlerine twmor ; the dingnosis corrected by tapping ;
ovariotomy. November 17th, 1871, I wvisited Mrs. B., at
Chester, Pennsylvania, in consultation with Dr. W. W.
Johnson. She was forty-five years old. Menstruation com-
menced at the age of fourteen. It was painful for several
years, always profuse, sometimes clotted, irregular, and some-
times entirely suspended. She was married at the age of
twenty, had one child, now twenty-four years old, and has
been a widow for twenty-three years. After childbirth,
menstruation was regular, free from pain, but continued
to be profuse. For the last nine months she has had menor-
rhagia.

Last summer she first noticed that her dresses were getting
too tight. About the middle of August, her servant being
away, she assisted in the ironing, and noticed that when
her abdomen came against the table it gave her pain. The
soreness afterward extended over the abdomen. In the early
part of November she was seized with very acute spasmodie
pains, which continued for ten days.

The patient was disposed to corpulency. There was some
protuberance of the abdomen, but most of it was owing to
the presence of adipose tissue. The percussion sound was
resonant over the right side and dull over the left. An
elastic tumor could be pretty well defined, occupying the
hypogastrie, lower portion of the umbilical, and left ingninal
and lumbar regions. It felt as if it contained a fluid, but
there was no fluctuation. The uterus was enlarged, the os
presented toward the hollow of the sacrum.

As my visit and examination were very hurried, I did not
make a diagnosis,

January 20th, 1872, T visited the patient again, and made
a more careful examination, The percussion sound was now
dull over the whole abdomen, except in its upper border.
The tumor had inereased in size, but not changed in char-
acter. It was elastie, but non-fluctuating. No nodules or
ridges could be discovered. It was more or less movable.
The uterus was in the same position, admitted the sound
three and a half inches, which passed up behind the tumor.
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When the tumor was moved, it disturbed the sound only in
one direction,—upward.

Diagnosis.—Fibro-eystic uterine tumor.

March 6th, 1872, I saw the patient again. After my last
vigit, there had been a rapid increase of the tumor, and
emaciation of the patient. There was semi-fluctuation.

To decide the character of the tumor I tapped her, remov-
ing twelve pints of very viscid, ropy fluid, resembling in con-
sistency and color thick, yellowish syrup of gum-arabic,
which thickened on boiling.

Diagnosis.—Multilocular ovarian tumor.

Drs. Drysdale and Mears examined the fluid, and pro-
nounced 1t ovarian.

March 27th, I removed the tumor. It was a multilocular
ovarian tumor of the left side. With the exception of one
eyst, it was a large semi-solid mass, composed of an immense
number of very small eysts, and in texture resembled a fibro-
eystic uterine tumor.



CHAPTER VIII.
RETROVERSION OF THE UTERUS.

RerroveErsioN of the uterus may be mistaken for an ova-
rian tumor, particularly when the patient is in a state of
pregnancy. The development of an ovarian tumor is gen-
erally more gradual, and more free from severe pain, and
accompanied by less general and local disturbance, than the
occurrence of retroversion of the uterus. The pelvis is also
more roomy; the uterus is in situ, of the proper size, and
movable ; and usually there is no difficulty in urination and
defecation. In retroversion of the uterus, on the contrary,
the suffering sometimes is extreme; the constitutional symp-
toms are severe; and the pelvis is impacted with a solid, or
semi-solid mass, while the os and cervix uteri do not oceupy
their proper position. When we add to this the difficulty in
passing water, the obstruetion in defecation, the usual sus-
pension of the menses, and the hypogastric tumor, it would
seem that a careful observer could not be mistaken in a case
so plain, and yet such errors have ocecurred in the praclice of
some most excellent physicians. In all these eases of retro-
version, the vagina is traceable behind and above the symphysis
pubis, going wp in front of the tumor in the pelvis, and the os
tincee, if discovered at all, must be found above the pubes.
There are, however, rare cases of tumor, an example of which
I will give, which strongly resemble this condition of the
uterus, and which may mislead the surgeon.

a. Casg LXXXIL—A refroverted pregnant uterus mistaken for
an ovarian wmor ;. gangrene of the bladder ; recovery with a vesico-
vaginal fistuln. November 16th, 1864, I visited Mrs. F. G.,1n
consultation with Dr. J. 8., an excellent German physician.
IHe informed me that he had been in attendance three weels;
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that when he was first called the patient was very much
swollen in the lower two-thirds of the abdomen ; and that she
said she was then three months advanced in pregnancy. On
examination, he said he found the uterus so high that he counld
not reach it; that the pelvis was occupied by a tumor; and
that the woman was not pregnant as she had supposed. After
having treated the patient for several days without having
afforded her any relief, Dr. B. was called into consultation,
but with no better result. Dr. S. also informed me that he
had used the catheter twice a day; that a great deal of pus
had been discharged, with pieces of animal tissue. Some of
this same tissue had been discharged just before my visit. It
resembled the coats of the bladder, and some pieces were
four inches long and two inches wide, yielding a fetid odor.
The only treatment pursned was the administration of mor-
phia to alleviate her great suffering.

Dr. 8. being a German, and not familiar with the English
language, it was equally difficult for him to communicate, and
for me to understand, his views of the case. Iinferred, how-
ever, from what I could gather, that he considered it a case
of ovarian tumor.

For the purpose of an examination, I placed the patient on
her back across the bed, with the hips drawn well to the edge,
and her feet resting on two chairs. On exposing the abdo-
men to view, there was noticed a protuberance in its central
portion, extending from a line just below the umbilicus to
the pubes, pyriform in shape, and resembling a moderately
distended bladder. The top of this projection was semi-solid
for about two inches in diameter, and the whole was dull on
percussion. I introduced a uterine sound into the urethra,
and it passed up readily so that its end could be felt behind
the semi-solid mass. On withdrawing it, it was found to be
coated with pus. The catheter was then substituted, and
nearly one pint of urine, of an offensive odor, was drawn off.
It ran away freely for a moment and then ceased, and the
most of it required to be pressed away by the hand over the
hypogastric region. By this process the central protuberance
was very much diminished, The semi-solid portion seemed
to be the thickened anterior wall of the bladder.
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I next examined the patient per vaginam, and found the
pelvis filled with an elastic body, rounded and smooth, and
having no trace of an os tincee anywhere on its presenting
surface. The vaginal cul-de-sac could be traced all round it,
except in front under the pubes, where the index-finger was
enabled to pass, by strong pressure, between this body and
the symphysis pubis; and by reaching up, to its utmost ex-
tent, I could detect the posterior lip of a refroverted preqnant
uterus. Upon questioning the patient particularly with regard
to the menstrual periods, I concluded that she was four
months advanced in pregnancy.

With considerable difficulty the nterus was again restored
to its proper position, and the patient recovered with a vesico-
raginal fistula.

b. Casg LXXXIIL.—A fumor mistaken for a retroverted
wierus ; several unsueccessful efforts made {o restore the supposed
wterus to its proper position. In this case an error was made in
the diagnosis just the reverse of the last. It was in the
hands of two of our most distinguished physicians, and was a
case of uterine tumor mistaken for retroversion of the uterus,
simply because the sound was not employed in the examina-
tion.

November Tth, 1861, I visited Mrs. J. O., in consultation
with Drs. F. and D. She was thirty-five years old, and first
menstruated between twelve and thirteen years of age, and
was always regular. She was married at the age of eighteen
years, had five children, the youngest being about four years
old. Menstroation had not been suﬁpeuded Her general
health had been good.

The case had been diagnosticated as one of retroverted
uterus, and as several strong but unsuccessful efforts had
been made to restore it to position, my aid was requested.
These repeated attempts at reduction had been accompanied
with snch excessive pain that ether had been provided for
inhalation during the expected final operation. Defore
administering it, however, I made an examination. The
vagina and lower portion of the abdomen were extremely
sore to the touch, owing to the previous manipulations. The
pelvis was occupied by a large, smooth tumor, which was
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located behind the posterior wall of the vagina in the recto-
vaginal cul-de-sac, and the os tincee was entirely above the
symphysis pubis. The position of the tumor and its relation
with the os tincs, so far, were precisely the same as are found
in a retroverted pregnant uterus. The tumor, however, was
firmer and more resisting, giving to the touch the sensation
of a uterine fibroid tumor. By pushing the index-finger
high up behind and above the symphysis pubis, along the
track of the vagina, the healthy os tinew counld be detected.

The patient was now placed upon her back and the abdo-
men exposed, and the outlines of a tumor could be distinetly
seen and felt extending nearly to the nmbilicus, and four or
five inches to the right and left of the linea alba. It was
hard and painful. There was a dull percussion sound over
the whole tumor. No fluctnation conld be detected. The
introduetion of the catheter into the bladder and the evacua-
tion of its contents did not reduce the size of the tumor. A
sound was then passed into the os uteri to the distance of
nearly six inches, which, instead of going baclward, readily took
a direction foward the umbilicus and in a central position. The
end of the sound was easily detected at the top of the tumor
through the walls of the abdomen below the umbilicus, and
the instrument traversed the entire front of the tumor in following the
ulerine cavily. '

The diagnosis, as thus made out, was clearly that of an
intra-mural fibroid tumor developed in the posterior wall of
the uterus, and this opinion was perfectly satisfactory to the
other medical gentlemen. The subsequent use of muriate
of ammonia, as Dr. F. assured me, afforded very great relief
to the patieunt.

Retroversion, retroflexion, or any other malposition of the
uterus, in a non-pregnant or non-hypertrophied condition of
the orzan, cannot be mistaken for an ovarian tumor except
by the most careless observer. Sometimes it may not be
easy to decide what is the exact position of the organs in the
cavity of the pelvis: whether the uterus is retroverted, retro-
flexed, has a small fibroid tumor developed in its posterior
wall, or a moderately enlarged ovary in the cul-de-sac behind

it. In cither case, however, the sound will aid the diagnosis.



CHAPTER IX.
RETENTION OF THE MENSTRUAL FLUID.

RerexTioN of the menstrual fluid may occur as the result
of imperforate hymen; atresia of the vagina; from occlusion
of the os uteri after parturition; or from adhesion of the
cervical canal in consequence of disease. In either case, as
the menstroal fluid is constantly recurring at regular inter-
vals, a tumor will gradually be developed in the pelvis by
the accumulation, and, rising into the abdominal cavity, will
assume the character of a cystic tumor. The development
usually is slow, but varies in accordance with the amount
of the menstrual seeretion. The tumor is central, more or
less movable, firm, but glastic; and when large, fluctuating,
semi-fluctuating, or tremulous on percussion. It resembles
a unilocular ovarian cyst filled by a dense fluid, and may
be mistaken for it. Certain signs, however, which usually
accompany the menstrual tumor, are absent in ovarian
eyst. The menstrual discharge does not appear, although
the monthly molimen may regularly oceur. Epistaxis, hee-
moptysis, heematemesis, or other form of hemorrhage may
recur at these periods as a vicarious discharge. As this state
of things progresses, the anxiety of the patient and her
friends increases, and, her health becoming impaired, the
physician is consulted, who upon examination will be able to
recognize the cause.

a. Cazg LXXXIV.— Refention of the menstrual fluid, accom-
panied by repeated floodings and menorrhagia, mistaken for an
ovarian cyst ; a double uterus,—one portion occluded, the other open ;
aufopsy. November 18th, 1852, I visited Mrs. A, E. N,, in
consultation with Drs. Gardener and Warrington. She was
thirty-five years old. At the age of fourteen there were

(296 )

p——




RETENTION OF THE MENSTRUAL FLUID. 297

signs of menstruation, consisting of a discharge of discolored
water, after which there was no return for a year, when the
menses came on, and continued to recur regularly for one
year, and again stopped for six months. In this irregular
way they continued until she was eighteen years old, yet
she enjoyed comparatively good health, excepting that she
suffered great pain in the back and limbs, with stiffness, at
every monthly period. From the age of eighteen to that of
twenty-two, she was regular, although rather too frequent.
Her health now declined, and the pains and stiffness in-
creased. After taking an overdose of Thomsonian medicine,
ghe was awakened at night with severe bearing-down pains.
To this medicine she attributes the cause of her disease.
From that time she was attacked with severe expulsive pains
for one week before every menstrual period, and these pains
became more and more aggravated up to the period of
marriage and subsequent pregnancy. She was married at
thirty years of age, became pregnant five or six months
after, and went to her full period. During the first three
months of gestation she suffered dreadfully, being searcely
able to walk, and enduring the most distressing bearing-down
pains; but afterward she become very well, and continued
so to the end of the period. The parturition was extremely
tedions and difficult, and delivery was only accomplished
by embryotomy under the management of Drs. Gardener,
Warrington, and Professor Hodge. After this, for two years
she was quite lame in the left leg, and from which lameness
she had never entirely recovered. Over two years expired
before she had a return of menstruation. In May, 1849, she
had a severe attack of dysentery, followed by remittent and
intermittent fever, which confined her to bed all summer.
It was then that she first noticed a tumor above the pubes,
and in two weeks it assumed the size of her double fist.
At the same time, an occasional discharge of clear water,
amounting sometimes to half a pint, escaped from the vagina,
and which still continued to recur. In February, 1850,
she had another attack, accompanied by severe expulsive
pains, continuing five or six weeks, and terminating in ex-
cessive flooding, from which she recovered. Five weeks
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afterward another flooding occurred, and her life was de-
spaired of. She rallied, however, and improved for two
months, and again she flooded, but not so copiously. On
the 9th of August she was greatly prostrated by hemor-
rhage, from which she had searcely recovered by the latter
part of October, when it returned with severe labor-pain.
After coming out of this attack, she kept about until Angnst
9th, 1851, when there was another violent hemorrhage, fol-
lowed by a discharge of very offensive watery fluid, which
continued to flow copiously for eight weeks. She then got
about again, remaining better up to the time of my visit, but
still annoyed with a menorrhagic discharge.

For three or four years past the act of defecation was
accompanied by a sense of obstruction, as if a lump was
pressing against the rectum. The fieces were of small size,
and when indurated were very difficult to expel. During
the same time there was also great obstruction to the passage
of urine, requiring the use of the catheter, unless the tumor
in the vagina was elevated from the neck of the bladder.

After having received this history from the pdtient and
her physician, I examined her in a recambent posture on her
back. The abdomen was remarkably prominent, so as fo
resemble, in some degree, a pyramid, the umbilicus being
the top. It was quite tense, and its walls could not be lifted
from the tumor within. The apex of the tumor seemed to
be constituted of a cyst five or six inches in diameter, and
this was superimposed upon a much Jarger eyst, which formed
the great body of the tumor, and extended upward to the ribs
and sternum, laterally to the lumbar regions, and downward
to the pubes. DBetween the umbilicus and pubes there was
a collection of fluid, which, from its superficial fluctuation,
was supposed to occupy the peritoneal cavity anterior to
the wall of the large cyst. Fluctuation was discovered in
both cysts.

The pelvis was completely filled with an elastic tumor,
which was wedged into it tightly and immovably, and was
evidently adherent, as strong bands of adhesions could be
felt on its posterior border. On pushing the index-finger
up between the tumor and the pelvic walls, it was arrested
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by a suleuns, or cul-de-sac, all around, except near the left
sacro-iliac junetion, at which point the vagina appeared to
ascend. The uterus was not in the cavity of the pelvis. It
could not be reached by the finger. The sound could be
passed up along the track of the vagina to the distance of
four and a half inches beyond the highest point of the finger,
causing a discharge of blood. By percussing the abdomen,
fluctnation could be felt in the pelvie tumor, showing that
the latter was a portion of the large abdominal cyst. The
gound, introduced into the bladder, inclined toward the
right, and its end could be felt in the right groin. The
only resonant percussion sounds were over the left lumbar
region, and slightly over the right side of the spine. I’osi-
tion did not alter the shape of the abdomen, or the points of
resonance. :

The tumor was readily felt through the rectum. It de-
scended so low into the pelvis, that it could be seen by sepa-
rating the labia pudendi.

The patient was small, and small waisted. Yet she meas-
ured round the umbilicus thirty-six inches ; from sternum to
pubes, fifteen inches; and between the two superior spinous
processes of the ilia, seventeen inches,

This case, in several important features, bore so striking a
resemblance to one of ovarian tumor, which I had extirpated
a few mouths before, that Dr. Gardener, who was also the
physician in the case, and myself both diagnosticated it to

‘be an ovarian cyst. The question, however, was to be de-
cided by tapping.

We saw the patient again on November 24th. After our
former visit gshe had another attack of flooding, followed by
considerable menorrhagia. Having decided to tap the large
cyst through the vagina, I passed the large trocar through its
thick wall. This required considerable force. At first I
supposed that no fluid would flow ; but presently a very thick
semi-fluid substance began to escape slowly from the canula.
It ran like thick sugar-house molasses on a cold day, and re-
sembled it both in consistence aud color, bordering, however,
more on the deep chocolate. About seven pints eseaped. It
was so thick that, notwithstanding the canula was very large,
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and the discharge was aided by pressure, it required nearly
two hours for it to escape. It was quite ropy,and it hardened
on boiling.

The abdomen diminished considerably in size, and the
tapping proved that the pelvic tumor was merely a projection
of the large abdominal eyst. The superimposed small eyst
in the umbilical region and the fluid accumulated in the
hypogastrie region were plainly evident, and did not seem
to have any communication with the cyst just tapped. The
canula was now pushed entirely within the vulva and aliowed
to remain, and the fluid was still flowing when we left the
patient. The operation was borne well.

The next day I saw her with Dr. Gardener. About two
pints more of the same kind of fluid had escaped, and she
had passed a comfortable night. I now examined her again.
The sound was passed through the canula into the eyst and
its whole interior was examined, the end of the sound being
felt through the abdominal walls externally in all directions.
I then withdrew the canula, and again made a vaginal ex-
amination, but could detect nothing that could be identified
as the uterus. In pushing the finger high up so as to reach
above the pubes, its point entered into a suleus about half an
inch deep. This was felt also previously to the tapping. It
had slightly the feel of the os tinew, its anterior lip being
normal, and the posterior being expanded into the pelvie
eyst. The sound, however, conld not be made to enter it.
The vagina could be traced going up to the left of this sulcus,
and the sound could be carried along it for two and a half
inches,

For several days after the tapping, about one pint a day of
this peculiar fluid escaped through the opening made with
the trocar, but which gradually diminished and ceased al-
together. During this period a singunlar condition was noticed
in connection with the small superficial cyst at the umbilicus:
upon manipulating this eyst it would contract and become
hard, resembling, in this respect, the contractile efforts of a
recently-emptied uterus. After the tapping it had also become
permanently smaller, and more round, proving that there
must have been a communication with the main eyst, or an
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ountlet elsewhere. The constant tendency to econtract on
handling convinced us that the body of the uterus itself
constituted this eyst. There had been no hemorrhage after
the paracentesis,

The diagnosis of ovarian tumor was abandoned immedi-
ately after seeing the fluid, which, it was evident, consisted
of long-accumulated menses. DBut how it had collected and
been imprisoned in such large quantity in a cyst apparently
distinet from the uterus, and how frequent floodings and
menorrhagia could oceur at the same time from the cavity
of the uterus, were questions quite inexplicable, and required
more time to determine.

The patient’s health continued to improve until the 6th of
December, when she took a chill, which proved to be the
precursor of an attack of erysipelas in the face. This was
followed by severe stomatitis, which pervaded the whole ali-
mentary canal, causing uncontrollable diarrheea, from which
she sank and died on the 16th.

Fortunately, an opportunity was afforded for making a
post-mortem examination, which enabled us to explain the
conditions of this peculiar case. The viscera generally were
healthy. The anterior small cyst was found to consist of the
uterus, flattened and enlarged. The large deep-seated cyst
also consisted of true uterine tissue, and was intimately in-
corporated with the uterus proper. It was collapsed, reduced
in size, and firmly secured to the pelvis. Both ovaries were
free and distinet from the mass, the left one unhealthy and
slightly enlarged, the right one healthy.

On making a careful examination of the specimen, the
eonclusion arrived at was that it was a double uterus, with
one cervix,—the body of one uterus situated anterior to the
body of the other,—that the anterior body had a communica-
tion with the cervix and vagina, thus explaining the occur-
rence of menstruation, menorrhagia, and flooding ; that the
posterior body was at that time a closed sac, having no
outlet, owing to which the large accumulation of the men-
strual fluid was imprisoned, and in consequence an immense
eyst formed.

20
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As the tumor, in this rare case, was not noticed until after
the birth of the child, and as the parturition was protracted
and difficult, the great probability is that gestation occurred
in the posterior uterine cavity, and that the necessary vio-
lence resulting during delivery induced adhesive inflammma-
tion in the posterior cervical canal, and sealed it up com-
pletely, while the fundus, with its secreting membrane,
remained in a state of functional integrity.

Judging from the appearance of the uterus proper, there
must have been a bifurcation at or about the middle of the
organ, with a septum dividing the two cavities, and supplied
with the cervix in common. The aunterior wall of the cervix
and the anterior body were intaet, while the posterior wall
of the cervix and the posterior body were expanded into one
large cyst. (See Figures 21 and 22.)

Fiw. 22.

Fig. 21.

. Case LXXXV.— Relention of the menstrual fluid mistaken
Jor ovarian dropsy. July 15th, 1858, I was consulted by Mrs.
C. C., of Philadelphia, who was supposed to be afilicted with
an ovarian tumor. She was thirty-nine years old ; first men-
strunated at the age of fourteen, and had always been remark-
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ably regular. The menses had alwaysbeen painful and profuse.
She married at the age of nineteen, and at the age of thirty-
four, after a difficult labor lasting three days, she was delivered
by the forceps of a female child, which died in the birth.
Puerperal fever followed, with an entire absence of the lochial
discharge ; and from that time no sign of menstruation had
occurred. About one year afterward an attempt was made
to open the womb, but without sueecess, subjecting her to great
pain. She then gave up all treatment and all hope, suftered
dreadfully, and death was looked for. She, however, grad-
ually improved, and for seven weeks before I saw her she had
been under treatment by cauterization of the uterus without
any good results.

There was considerable fullness of the abdomen. Percus-
sion returned a dull sound from the umbilicus down to the
pubes. A round, elastic tumor could be felt occupying this
non-resonant region. The vagina was shortened, and the cer-
vix uteri expanded and elastic, and crowded into the pelvis.
The os tince was thrown forward, and its lower lip was
stretched laterally and overlapped the upper. It was totally
and firmly occluded, and resisted the introduction of the
smallest sound.

Diagnosis.—0Oecelusion of the os uteri, retention of the
menses, and accumulation since the time of parturition.

The case subsequently was properly treated by incising
the os and cervix uteri, and allowing the molasses-like con-
tents to escape. The tumor disappeared, menstruation was
restored, and the patient recovered.



CHAPTER X.
DROPSY OF THE AMNION.

Dropsy of the uterus is mentioned as one of the diseases
which resembles ovarian tumor, but my observation leads
me to regard it as much less frequent than dropsy of the
amnion, which is rare. Hydrometra more nearly resembles
retention of the menses, being more gradual in its devel-
opment and more confined in extent than dropsy of the
amnion. In either case, the vagina is intact, and the cervix
is expanded and elastic. The uterus cannot be isolated
from the tumor, as in ovarian dropsy. Motion ecommuni-
cated to the tumor in the abdomen correspondingly atfects
the cervix uteri in the pelvis, The menses are suspended.
In both the sound will reveal the true character of the
case. Its employment will be safe and proper in cases of
hydrometra, but in dropsy of the amnion it might arrest
the progress of gestation. In extreme cases of dropsy of
the amnion the os uteri is open and ring-like; and the accu-
mulation is usunally so rapid, and the distention so great, that
the uterine fibre is made to yield to its utmost capacity, until
muscular contraction is stimulated, when the membranes rup-
ture with a gush of water, and premature delivery results, to
the great relief and cure of the patient. In pure hydrome-
tra the uterus sometimes acts in the same way, contracting
and throwing ofl’ its contents in the form of a watery dis-
charge, which reaccumulates and again is discharged, and this,
unlike the single discharge of the liquor amnii, is frequently
repeated. In this respect—the sudden and repeated dis-
charge—hydrometra may resemble certain forms of encysted
dropsy, but when such is the case in the latter, menstruation
is not usually interrnpted as it is in the former. It is worthy
of observation that, according to my own experience, as a
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general rule, large accumulations of the liguor amnii are
most apt to be associated with twins.

a. Case LXXXVI.—Dropsy of the amnion suddenly super-
vening, with miscarriage of twins at the fifth month. December
9th, 1850, I was requested to wvisit Mrs. C. She had men-
struated regularly on the 15th of July, 1849, continuing about
one week. There was no return of the menses afterward.
Until the 15th of November the abdomen continued to re-
main flat, after which it began to enlarge, and so rapidly that
at the time I saw her, only twenty-four days after the date
last mentioned, she was very much larger than a woman at
full period of pregnancy. The shape of the abdomen diftered
from that of pregnancy. It was globular, and the tumor
completely filled the whole cavity of the abdomen, elevating
the cartilages of the ribs and xiphoid eartilage. The shape
of the abdomen was not changed by varying the position of
the body. There was no resonance on percussion, except in
the lumbar regions, while fluetnation was distinet through-
out. The pelvis was pretty well filled with an elastic mass;
the os tinese was thrown far back, and open so as to admit
the index-finger readily. It was smooth, tense, and ring-
like; and the finger could be passed round between it and
an elastic body within, which resembled the ordinary mem-
branes rendered tense by an expulsive pain during parturi-
tion. The cervix was distended to its utmost capacity, and
the elastic fluctuating tumor, filling both pelvis and abdomen,
appeared to consist of the expanded uterus.

Six days before my visit she began to complain of great
distress in the epigastric region, accompanied by the sensa-
tion of a tumor pressing against the stomach. Her waist
was so large that her clothing could not be made to meet by
several inches.

December 11th, pain, resembling that of labor, came on.
The os tineze was expanded to the size of a silver dollar, and
continued to dilate with pain. I examined the patient in the
upright position by ballottement, and a solid body, like a
feetus, could be felt impinging against the distended mem-
branes. About six o’clock p.y. the membranes broke with a
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gush of water, estimated at three gallons, flooding and satu-
rating all the bedclothes, and running over the floor, besides
filling the largest-sized chamber utensil. This was soon
followed by the discharge of twins of five months’ gestation,
and an ordinary-sized placenta. Both children gasped a few
times. Their limbs were ecchymosed.

b. Case LXXXVIL—Dropsy of the amnion, suddenly super-
vening, with miscarviage of quadruplets at the seventh month. In
the early part of February, 1852, I was requested to wvisit
Mrs. G. B. She was the mother of seven children, at sepa-
rate births. Her last regular menstruation occurred July
23d, 1851. Until the middle of January, 1852, she had pro-
gressed favorably. After that she began to enlarge rapidly,
and when I saw her she was in great distress, and scarcely
capable of breathing. She was short in stature, but her body
and limbs were immense. Fluectuation was distinet over the
whole abdomen. The pudendum and lower extremities were
so tumefied by cedema that an examination per vaginam was
out of the question. The percussion sounds were all dull.

Diagnosis.—Pregnancy, complicated with ascites,

Active diureties were ordered, which were followed by a
diminution of the cedematous swelling of the extremities, but
the size of the abdomen was not atfected.

February 18th, I was summoned to the patient, who was
taken in labor, but before my arrival a child was born, ac-
companied by an immense gush of the liguor amnii. On
examining the patient I still found the size of the abdomen
enormous, As the placenta had not come away, I took hold
of the cord, and carrying my finger along it found the pelvis
empty, and the cord reaching high into the uterus beyond the
point of the finger. No body was presenting in the superior
strait within reach., Uterine action remaining suspended for
two or three hours, ergot was administered, and was soon
followed by pain. Instead of the placenta, another bag of
waters presented, which gave exit to a wvery copious dis-
charge, and another child was born. This was repeated until
four children were born, each one being preceded by an im-
mense discharge of tluid. The membranes of the three last
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children were so strong that they counld not be ruptured in
the ordinary way, but required to be punctured. The en-
largement of the abdomen now disappeared. The children
were all living, healthy, and well developed for the period of
gestation—seven months.

e. Casg LXXXVIIL—Dropsy of the amnion mistaken for
abdominal dropsy ; thirty-two pints of fluid drawn off by tapping ;
reaccumitation of the fluid ; miscarriage of twins af sicx months.
This case, although not oceurring under my own eye, was one
of consultation with James W, Kerr, M.D., of York, Pennsyl-
vania, who sought my opinion in reference to it. It is one
of too great interest to remain unrecorded, because it shows
how the best men in the profession may sometimes be de-
ceived. In the report of it I prefer to use his own words:

“ September 23d, 1861, I met my friend, Dr. McClellan,
in consultation, to see Mrs. B., a married woman, aged
thirty-five. The history of the case is the following: She
believed that she was five months gone in pregnancy. She
“enjoyed good health until about three weeks ago, and did
not feel any difference in her condition from that experi-
enced in former gestations. DBut during the last few weeks
she experienced, at times, great difficulty in urinating, and
it was to relieve this that she had sent for her physician,
When he saw her, she complained of very great pain over
the pubes, with a continual, but ineffectual desire to evacn-
ate the bladder. After the use of an opiate and warm fo-
mentations without relief, the bladder was emptied with the
catheter. The urine was very dark-colored, and she was
left quite easy. For several days the same trouble occurred,
though not to the same extent. From her appearance, which
was that of a woman at the full period, he suggested that she
might be mistaken in her calenlation, and that she was much
nearer her confinement than she supposed ; but she was posi-
tive there could be no mistake, and that the enlargement of
the abdomen had come on within the past three or four
weeks. This led him to suspect some other condition than
pregnancy. After a careful examination he thought that he
detected fluctuation; and from the uniform distention of the
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abdomen, he pronounced it dropsy of the abdomen, although
he could not satisfactorily account for such a condition un-
accompanied by any symptoms of disease. The pain for
which she had applied to him was loeal, and evidently the
result of pressure upon the bladder, there being no pain upon
pressure except when the bladder was distended. The dis-
tention of the abdomen inereased very rapidly, so that in a
few days after he saw her first she was unable to lie down,
her breathing became very difficult, her countenance assumed
a haggard, anxious expression, and she seemed to be sinking
very fast. As the case was a novel and interesting one, I was
called in. I coincided in the view the doctor had taken of
the case, and we coneluded that tapping was the only remedy
that promised relief. On the 2d of October we introduced
the trocar, and drew ofl thirty-two pints of fluid. As the
fluid discharged, the form of the gravid uterus developed
itself, and proved that the woman was correct as to her time.
In a few days after the tapping it became evident that the
fluid was again accumulating rapidly, and it became a ques-
tion whether the operation should not be repeated, as all the
symptoms of oppressed breathing and anxiety, which had
entirely subsided after the evacnation of the fluid, were re-
turning with the increase of the fluid. On the 16th of Octo-
ber the doctor was summoned in great haste, and found that
labor-pains had come on. Upon making an examination, he
found the os uteri fully distended, and a sac of water pro-
truding. A slight pressure upon it ruptured it, and this
was followed by a perfect gush of water, which discharged
for several minutes, saturating the bedclothes and run-
ning over the floor. So great was the discharge that he is
satisfied some gallons must have escaped. Simultaneously
with the gush of water came a feelus, as though it had been
washed away by the force of the escaping fuid, and a second
one followed in a few minutes. They were both small, and
evidently not over six months, The woman recovered rap-
idly from her confinement, and, during the year and a half
which has sinee elapsed, has been in perfect health.”

The fluid drawn off’ by tapping in the above interesting
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case was evidently the liquor amnii; and, in performing the
operation, the uterine wall must have been perforated by the
trocar. In this form of dropsy, therefore, it must be plain
how closely it resembles encysted or ovarian dropsy in its
physical characteristics. In being rapid in its development,
also, 1t is not unlike certain acute cases of ovarian tumor.
It ditfers, however, from that by uniformly suspending men-
struation, and by altering the shape of the cervix uteri in pro-
portion to its development, rapidly expanding and obliter-
ating it, which is readily ascertained by the touch. This
state of things may be confounded with pregnancy compli-
cated by either ovarian tumor or ascites; but when the fluid
is not contained within the uterine cavity, there is no such
rapid expansion of the cervix, the correspondence between
the period of ntero-gestation and the development and dis-
tention of the uterus is normal, the full period of pregnancy
13 usually accomplished, and an examination per vaginam,
which should always be made, will enable the surgeon-ac-
coucheur to arrive at a correct diagnosis.

Should such a ease be unfortunately tapped, as was done
in Case LXXXVTIIL, the error would be pointed out by the
physieal, chemiecal, and microscopical characters of the fluid.
These are stated by Dr. Drysdale in the report of Case LX.,
Chapter V., p. 218. As a further illustration of the character
of amniotie fluid, a specimen was collected at my request by
Dr.J. Ewing Mears, and examined by him. Ie reported as
follows :

“ Examination of a specimen of amniotie fluid, September
5th, 1871.

“The specimen, eight ounces in guantity, was obtained
by introducing a small trocar and canula into the sac of the
amnion of a woman at full term of gestation, and during the
act of partorition. It was drawn so as to avoid any admix-
ture of blood or vaginal secretions. Some hours after its
removal, a whitish deposit formed in the fluid, settling to the
bottom.

“The color of the fluid was milky. When the deposit
was fully formed, the supernatant fluid was of a pale straw
color,
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“ It was not very consistent, dropping freely from the tube.

“The quantity of albumen contained was not more than
ten to twelve per cent. The specific gravity was 1009,

“ On submitting a portion to microscopic examination, it
was found to contain large numbers of epithelial cells, which
had undergone fatty degeneration, and free oil globules. Ex-
amination of the deposit showed it to consist entirely of oil
~ globules.

“I was not able to detect any casts of the uriniferous
tubes, which Dr. Beale has found in amniotic fluid, and
which would indicate that the urinary secretion was mixed
with the liquor ammnii. The oil globules were evidently
derived from the vernix caseosa which covers the skin of
the feetus in the latter months of pregnancy.”



CHAPTER X1
ENLARGEMENT OF THE ABDOMINAL VISCERA.

ExvLaraEMENTS of the stomach, liver, spleen, kidney, and
tumors oridinating in the omentum or mesentery, may be
mistaken for tumors of the ovary. It the surgeon is coun-
gulted in the early period of the disease, he can often deter-
mine the character of the tumor by its locality, particularly
if it occupies a fired position in the superior part of the
abdominal cavity. Tumors of the liver, spleen, pancreas,
stomach, and npper portion of the omentum would, in their
early stage, be developed in the superior region of the
abdominal eavity, and a dull sound wonld be elicited by
percussion over one or both of the hypochondria, the epigas-
trium, or upper part of the umbilical region, and a resonant
sound over the lower portion of the abdomen. If, however,
the tumor had become so large, before the patient was sub-
mitted to an examination, as to encroach upon the pelvis, and
force the intestines into such a position as to remove the
resonant sound on percussion, the difliculty of making a diag-
nosis would be very much increased. In cases of tumors of
the kidney, percussion will elicit a resonant sound both above
and below. The tumor may be fixed in the lumbar region,
or it may be pushed, if in the form of a floating kidney, in
various directions from its normal locality. As the renal
tumor increases in size, the difficulty of diagnosis inecreases,
particularly when it is cystic in character, or surrounded by
ascitic fluid. This last remark will also apply to enlarge-
ment of the other organs named. Important lesions of the
abdominal viscera above enumerated do not usunally exist
without characteristic constitutional symptoms and fune-
tional derangements, which are generally absent in uncom-
plicated ovarian disease.

(311)
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The differential diagnosis between these enlargements and
ovarian tumors may be stated, in a general way, as follows:
the former originate in the superior portion of the abdomen,
develop downward, and the resonance on percussion is below;
the latter originate in the lower part of the abdomen, de-
velop upward, and the resonance on percussion is above.

Sometimes there may be a floating liver, spleen, or kidney,
which may be capable of being moved freely. Omental
tumors may also occupy different regions of the abdominal
cavity. Uterine and ovarian tumors, including the dermoid,
with long pedicles, may, when comparatively smiall, also rise
up into the cavity of the abdomen, and be freely movable.
The diagnosis may, in such cases, be made by placing a
finger upon the os uteri, or introducing a sound into its
cavity, while an assistant elevates the tumor to its greatest
extent. Should the uterus be drawn up by this manipula-
tion, the inference would be that the tumor was in some way
connected with it,

a. Casg LXXXIX.—Dilatation of the stomach, resembling a
unilocular ovarian tumor. This case was one of such very great
interest, and so exceedingly rare, that I report it here,
although it occurred in the male subject. The same condi-
tion may occur in the female. T. J. N., aged fifty-four years,
consulted me in June, 1859, for gastric disorder. As the
summer advanced, the symptoms became more and more
aggravated, assaming those of organic disease of the stomach,
—such as great distress in the epigastrium, frequent vomit-
ing, gradual emaciation, failure of strength, and general
cacHexia,—ending in diarrheea about two weeks before his
death.

The patient could net occupy the recumbent posture, but
kept himself always either in a semi-recumbent or sitting
position. The abdomen had a very peculiar shape. The
epigastrinm was depressed, and all below that region was
tumefied. The tumefaction was soft, semi-fluctuating, and
dull on percussion, while above it, over the epigastrium,
there was resonance. Supposing that this intuinescence
might depend upon an accumulation of feces in the intestines,
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I examined him per rectum and found it filled. This exam-
ination confirmed my opinion, and I endeavored to cleanse
out the bowels with appropriate laxatives and enemata. This
treatment did not cause the tumor to disappear, and his symp-
toms remained unchanged. Ie continued to sink, and his
mind became impaired.

During my attendance Professor Samuel Jackson visited
the case in consultation, and was alzso of the opinion that the
accumnlation in the bowels produced the abdominal tumor.

The, patient died, Augnst 29th, 1859, and an autopsy was
made by Dr. Drysdale thirty-three hours after.

The body was very much emaciated. On making a crucial
incision through the abdominal wall, and reflecting the
flaps, I was surprised to find the cavity of the abdomen occu-
pied by an immense eyst. IJad the patient been a female, I
should at once have pronounced it an ovarian cyst, on ac-
count of its appearance. After a more extended examina-
tion 1t was found to be the stomach immensely dilated,
filling up the entire eavity, and covering over, like an apron,
all the other abdominal organs. It projected from beneath
the ribs above, and extended into the pelvis below, occu-
pying both sides. On making pressure over the epigastrinm,
so as to force the contents of the stomach downward, the
exact form ot the tumor, as it existed before death, was re-
produced,—proving that it was the stomach, and not the
bowels, that formed the enlargement. On tracing the stomach
upward, it was found to extend up under the ribs to a point
on a level with the left nipple. The pylorus was located
under the eighth rib on the right side. The liver was pushed
up, and all the rest of the viscera were posterior to the
stomach. The pylorus was slightly thickened and of seir-
rhous hardness; and adjacent to it was an indurated gland,
as large as an almond.

The stomach was opened, and found to contain three or
four quarts of very dark, almost ink-colored fluid. The mu-
cous membrane appeared ecchymosed, and dotted over with
innumerable red blotches. It was quite fragile and easily
removed, The pyloric orifice was so contracted as to admit
the passage of a sound not thicker than a erow-quill, and



314 DIAGNOSIS OF OVARIAN TUMORS.

the tissue was infiltrated with scirrhous deposits. The
veins of the stomach were greatly engorged. The intestines
were filled with the same kind of fluid as that found in the
stomach, and their veins and those of the mesentery were
also much engorged. The sigmoid flexure was contracted
and empty.

Figure 23 represents the appearance of the dilated stomach
before its removal.

Fig. 23.

Such a case of extraordinary dilatation of the stomach,
occurring in the female, might lead to very grave errors in
diagnosis. Under certain circumstances it might assume
the physical conditions either of ascites or ovarian dropsy.
When occupied by both fluid and gaseous contents, the
symptoms peculiar to ascites would prevail, such as fluctna-
tion, and the resonant percussion sound at the most elevated
points of the abdomen. When filled with fluid alone, it
would resemble cystic or ovarian dropsy, inasmuch as there
would be fluctuation, and dullness on percussion over the
whole abdomen in all positions of the body. If mistaken

for asecites or ovarian dropsy, paracentesis would be likely to
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prove a more fatal operation than gastrotomy, as the surgeon
wounld perforate the stomach in the one case, while in the
other he would have an opportunity of discovering his error.
In view of the oceurrence of an accident of this kind, I need
not apologize for recording the above case in illustration of
a point in differential diagnosis.

b. Case XC.—Enlargement of the spleen, with aseifes, mistaken
for ovarian dropsy ; lapped six times ; exploralory operation ; death
on the third day. The following is a copy of a letter dated
April 5th, 1865, received from an excellent physician in the
western part of Pennsylvania: ¢“I have a patient whom I
believe to be suffering from an ovarian tumor. The patient
is a widow forty-five years old. My attention was called to
her case about four months ago. From what I learn, the
commencement of the disease dates back some two years.
I have tapped her three times, taking at each operation over
two gallons of yellowish transparent fluid. The patient is
confined to her bed most of the time.”

As afterward requested, I visited Mrs. R. W. J., May 10th,
1865. She had been tapped six times,—the last tapping
having been performed on the 5th of May; and when I
saw her the accumulation was excessive. She was the
mother of seven children, the youngest being six years old.
The patient was emaciated, broken down, and very feeble,

On examination I found a deeply-seated tumor occupying
the left hypochondrium, and extending down the left side.
It was fixed firmly with its base to the hypochondriac re-
gion, while its edge could be felt floating in a Huid toward
the central portion of the abdomen. There was dullness on
percussion over the left side, except in the lower part of the
left ingninal region, which returned a resonant sound when
the patient was placed upon the right side. When on the
back, the epigastric and umbilical regions were resonant,
and other portions dull; but when on the left side, the right
side became resonant, and the front of the abdomen dull,
The pelvis was occupied by a very hard scirrhoid deposit,
particularly in the recto-vaginal cul-de-sac. The cervix of
the uterus was hard and nodulated, and the os uneven. The
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sound entered two and a half inches, causing considerable
pain. The uterus was immovable.

I informed the medical gentlemen, who had assembled to
assist in the operation, that the disease was not ovarian ; that
I believed the tumor to be an enlarged spleen ; that the fluid
occupied the abdominal eavity ; and that a surgical operation
could atford no relief. I intimated, however, that it was
barely possible that I might be mistaken; that the tumor
in the left hypochondrium and side might be an adherent
multilocular ovarian tumor; that the fluid might be in an
ovarian cyst, in which air had been accidentally introduced
through the canula at the time of tapping; and that the
hard deposit in the pelvis might be an adhering portion of
the thickened wall of the cyst. I, however, considered the
pelvie disease entirely independent of the abdominal tumor,
and malignant in character. And as the patient previously
had frequent attacks of intermittent fever, it confirmed the
diagnosis in regard to the spleen,

The patient importuned me to operate, notwithstanding
the assurance that an operation would be futile. I agreed to
make a small opening into the abdomen and examine the con-
dition of the tumor, and, if I found it removable, I promised
her that I wonld eomplete the operation. An inecision about
two inches long was made through the linea alba, two gallons
of transparent eider-colored fluid were drawn off, and the in-
terior of the abdomen was examined with the index-finger.
The tumor was found to be an enlarged spleen. It was
hard, nodulated, and felt like a cirrhosed liver. The intes-
tines were adherent to it. The omentum was very much
congested and had small eysts attached to it. The vessels of
the intestines were greatly engorged. The superior strait
of the pelvis was occupied by a nodulated deposit, evidently
cancerous. The tumor was not removed. The patient died
three days after the exploration.”

The diagnosis in the above case was obscure. The physi-
cian who wrote to me was mistaken. I had previously per-
formed ovariotomy in the same neighborhood on one of his
patients, and in certain points he thought the cases were
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similar. In his letters he says, “ The tumor is not as large
as that of Miss G.” ¢ The fluid resembles in color that re-
moved in her ease.” “I heope my diagnosis may be correct.”

There was, in some respects, a strong similarity between
the two cases, which misled her physician. After emptying
the main cyst by tapping in the case of Miss G., there still
existed a large multilocular mass fixed in the left hypochon-
driac region, resembling the condition of things after para-
centesis in the case just reported, and hence the parallel
drawn between them. The fluids also resembled each other
in color and in coagulability by heat. But here the resem-
blance ended. The evidences elicited by percussion before
tapping were too characteristic in each case to be confounded
by an expert.

¢. Case XCL—Enlargement of the spleen,with ascites, mistaken
Jor ovarian dropsy ; tapped four times ; subsequent disappearance
of the fluid. October 5th, 1865, Mrs. L. T. B., of Baltimore,
consulted me in reference to an abdominal tumor, which had
been pronounced ovarian. She was thirty-eight years old.
She first menstruated at the early age of ten or eleven years,
and had always been regular. She married at the age of
eighteen, but had never conceived. Until this disease ap-
peared, her health had been generally good.

The abdomen began to enlarge in 1859, accompanied by
great swelling of the lower extremities. In 1860 she was
tapped by Dr. Rider, removing twenty-six pints of amber-
colored fluid, and in 1862 she was again tapped by Dr. Buck-
ler, removing twelve pints of fluid of the same character.

The abdomen was quite large, but not greatly distended.
There was dullness on percussion over the epigastrium, the
upper part of the umbilical region, and over the whole left
Lypochondrium. This dullness existed in all positions of
the body. At the other portions of the abdomen the per-
cussion sound was resonant at the bighest points. The ab-
dominal cavity contained fluid, and fluctnation was distinet,
Even in the left hypochondrium the abdomen was elastic;
but by sudden pressure, so as to displace a stratum of super-
imposed fluid, a hard body could be felt by the fingers,

21
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Diagnosis.—Hypertrophy of the spleen, accompanied by
ascites.

August 1st, 1868, being on a professional visit to Dalti-
more, I made a hasty call on Mrs. B. Several weeks hefore
her physician had tapped her, removing a large qnantity of
clear fluid. The abdomen had again become enormously
enlarged, and all the indications of the fluid being contained
within a cyst were present. I was satisfied, however, from
the previons examination that this was not the case. She
was broken down in general health.

After this she came under the care of Dr. John Morris,
with whom I saw her again September 30th, 1868. The ob-
jeet of my visit was to tap her and to investigate the case
further. She was still exceedingly feeble, and was becoming
more emaciated. It was impossible for her then to lie with
her head low. The respiration and pulse were both frequent.
The abdominal distention was not so great as in August.
When on her back, resonance could be detected by percus-
sion in the left lumbar, and in the middle of the epigastric
region, as well as in the right side of the hypogastrium.
There was a dull percussion sound over the whole left hypo-
chondrinm, extending up the left wall of the chest, and across
the upper part of the epigastrinm. On changing her position,
resonance existed over the most elevated points, proving that
the fluid was in the cavity of the peritoneum. Fluctuation
was very distinet. By snddenly displacing the fluid, a hard
mass could be detected oceupying the left hypochondriae and
upper portion of the epigastrie regions.

The uterus was enlarged and indurated, and admitted the
gsound three and a half inches. The pelvis was free.

I then tapped her, the fourth time, removing sixteen pints
of very clear, light amber-colored fluid, which, by boiling,
became only slightly coagulated or opaque. The fluid was
examined next day by Dr. Drysdale, who discovered no ova-
rian or malignant cells. After tapping, the abdomen sub-
sided only to a small extent, and the hard masses were more
clearly defined. Corresponding with the points, which
yielded the dull percussion sound, there was located a body
resembling a greatly hypertrophied spleen,—its edge being
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quite superficial. Under this edge, and deeply seated in the
centre of the cavity of the abdomen and above the nmbilicus,
could be distingnished a nodulated scirrhous mass, as large
as a small orange, forming part of the large tumor. In the
lower part of the abdomen, rising out of the pelvis, another
body was discovered, which was thought to be an enlarged
uterus. Between these tumors the abdomen was resonant.

March 17th, 1869, I visited the patient with Dr. Morris
again. There had been little or no return of the fluid after
the last tapping, but there was a great increase of the solid
mass, which then occupied both hypochondriae regions, and
extended downward below the umbilicus. There was also a
glight improvement of the general health.

This case possesses some points of interest in relation te
differential diagnosis. Every physician who had examined
the patient was impressed with the idea that she was suffer-
ing from an ovarian tumor; and when I examined her in
Angust, 1868, she had the symptoms of disease of the ovary.
The distention being then too great to allow the intestines to
float upon the surface of the fluid, the condition resembled
eyetie dropsy ; while the solid portion, discovered in the left
hypochondrium, was not unlike a multiloenlar mass devel-
oped in that portion of the c¢yst,—a not unusual complica-
tion. Such multilocular ovarian masses, developed in the
walls of a large cyst, and elevated into one or other hypo-
chondriae region, have often misled surgeons, and caused
them to regard such conditions to be due to an enlargement
of the liver or gpleen. On the other hand, cases of ascites,
with visceral hypertrophy, have been diagnosticated, as in
the above case, to be ovarian dropsy. I had removed, only
a few months before, a large multilocular ovarian tumor from
a patient of one of the medical gentlemen consulted in the
case just reported, who, believing that it was a case of ascites
depending on a hypertrophied liver, would not be convinced
until he saw me take away a large multilocular mass from
the right hypochondriac region. Not long after this operation
Mrs. B. consulted him, and, noticing a strong similarity be-
tween them, he made another mistake, but in an opposite
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direction. He directed the patient to me to have ovariotomy
performed, in the hope that she might obtain the same relief
that his first patient had received.

d. Casg XCIL.—Hypertrophy of the liver, with asciles, wmis-
laken for ovarian dropsy ; aulopsy. March 28th, 1856, during
a professional visit to Norristown, I was requested by a phy-
sician to see an elderly maiden lady, who, in his opinion, was
suffering from an ovarian tumor. She was very much jaun-
diced and greatly emaciated. There was considerable en-
largement of the abdomen; the upper portion on the right
side was dull on perenssion, and in many points hard and
resisting,—indeed, nearly the whole right side was occupied
by a large indurated mass. The tumor did not extend into
the pelvis, and the lower portion, as well as the left side of
the abdomen, was resonant. To the right of the umbilicus
there was a point more prominent than the rest. This was
elastie, but was semi-resonant on percussion. The uterus
was small and the pelvis free.

Diagnosis.—Enlargement of the liver. The patient died
soon after. The doctor made an autopsy, and the diagnosis
was confirmed.

The symptoms associated with hypertrophy of the liver are
similar to those accompanying enlargement of the spleen, so
that I need not multiply cases to illustrate the points which
distinguish them from ovarian tumors. These cases are not
unfrequent, and in the chapter on Ascites several cases of
the kind may be referred to. '

e. Case XCIII.— Cystic enlargement of the right kidney mis-
taken for an ovarian tumor ; left Lidney absent ; autopsy. March
19th, 1870, I met Drs. Rodman and Agnew in consultation
in the case of Mrs. M. J. C., aged fitty-eight years, who was
supposed to be suftering from an ovarian tumor. Menstrua-
tion had always been regular until the elimacterie period,
which occurred at the age of fifty-five. She had four chil-
dren, the youngest being thirty years old. Twenty years
before she was treated by Professor C. D. Meigs, and subse-
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quently by Dr. P. B. Goddard, for uterine and ovarian trouble.
Ever afterward she had an unpleasant sensation in the right
side, which cansed her to hold up her side with the hand,
but it was always soft, and no tumor was noticed.

A tumor was first discovered in January, 1870, oceupying
the right lumbar region, and was examined by her physician,
It was smooth on the surface at that time, but afterward
grew rapidly, and became nodulated. After the appearance
of the tumor she began to lose color and flesh.

The patient was a tall, spare woman, and had a eacheetic
appearance. When on her back, a tumor could be seen
and felt in the right side of the abdomen. It was not
very prominent, from ten to twelve inches in diameter, semi-
elastic, nodulated, located in the right lumbar region, and
extended beyond the linea alba into the left side. The
percussion sound was dull over the right lumbar region and
parts occupied by the tumor, and resonant all beyond its
periphery. The character of the percussion sound below the
tumor was particularly noted, and between the locality of
the tumor and the pelvis the presence of the intestines was
clearly indicated. The tumor was only slightly movable,
and least so in a direction from the right toward the left
gide. The uterus was in the normal position, and was quite
movable in the pelvis, which eavity was not oceupied by the
tumor. The sound entered the uterus two and a half inches.
Motion given to the tumor communicated no impulse to the
uterus, and vice versa.

After making an examination, I made particular inquiry
in reference to the secretion of the kidneys. The patient
was confident that a purulent discharge came away with the
urine.

Diagnosis.—Tumor of the right kidney.

In order to confirm the diagnosis, I requested that some of
the urine should be collected and examined.

March 27th.—Dr, Rodman reported to me that an exami-
nation of the urine had been made by Dr. Hall: color, pale
and opaque; specific gravity 1003 ; alkaline; it contained
one-fifth of albumen, some renal casts, epithelial scales, oxa-
late of lime, and triple phosphate, but no cancer cells.
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March 31st.—On making slight exertion, the patient fainted
and died, no symptoms of uremic poisoning being present.

An autopsy was made on the 2d of April. The specimen
was removed and presented to the Pathological Society of
Philadelphia, and a report read, which was published in
their proceedings in the American Jowrnal of the Medical
Sciences for October, 1870, p. 453, from which I extract the
following :

“ Single wnsymmelrical kidney; filled with pus, and forming
abdominal fuinor.

¢ Autopsy, forly hours afler death, by Dr. Willard, in presence
of Professor Agnew and Drs. Rodman and Atlee. Consider-
able quantity of fat in the abdominal walls.

“ Peritoneal effusion but slight. No signs of peritonitis;
some slight adhesion of omentum to mass, hereafter de-
seribed. Lying in right lombar, inguinal, and umbilical
regions was a large mass presenting somewhat the appear-
ance of a distended stomach. Itsshape was oval and globular,
presenting no characteristic appearance of a kidney, since it
was deeply enveloped in surrounding fat and connective
tissue; while the portion resembling a stomach was found
to be the immensely dilated pelvis. Upon removal, the
kidney was found to be enormously hypertrophied, its pelvis
greatly dilated, and the whole structure apparently one im-
mense sac containing pus. Length, eleven inches; width,
with pelvis, nine inches. Weight, thirty-three ounces. Ureter
not dilated. No calculi save few gmvei—atnneé, of size of
mustard-seed. There were two arteries and three veins.

“ Upon section, the kidney showed, in the aggregate, a
largely-increased amount of renal structure, on account of
hypertrophy, although in many places it was entirely de-
stroyed, and nothing more than the mere ecapsule remained ;
while in at least eighteen different portions were depots or
excavations in the renal structure, extending nearly to sur-
face, which were all connected with the pelvis and filled with
pus.  Pelvis dilated so as easily to admit of one’s fist.

“ The cortical portion compared with pyramidal was in
deficiency, but was really thicker than the normal non-
hypertrophied condition of cortex. The whole structure was

———

I
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dark, congested, and much softened, and was decidedly un-
healthy in appearance to the naked eye.

“The contents of the sac, upon examination, were found
to consist largely of pus. Specific gravity 1022, Addition
of liq. potass. or ammon. rendered the fluid more viscid.
Boiling coagulated a portion. Under the miecroscope were
seen pus and blood corpuscles, many of them disintegrated,
and a few phosphatic (triple) erystals.

“ Renal casts could not be found, though they were care-
fully and repeatedly searched for; yet this may have been
due to their disintegration, since it was several days after
death before the examination was made.

“ At the superior portion of the kidney was a true cyst,
of the size of an English walnut, entirely unconnected with
the central cavity, filled with true cystic fluid, whiech was
almost entirely coagulable by heat. This cyst was honey-
combed by delicate white partitions or bands. Left kidney
entirely absent, no trace of it being discoverable in any part
of the abdomen.

“ Supra-renal capsule, ureter, and renal vessels of left side
all absent. Right ureter enterad bladder very obliquely, and
finally opened near median line. Slight depression in mucous
membrane at point of normal entrance of left ureter.

““ Bladder empty and healthy. Uterns and both ovaries
healthy, as were other abdominal organs.

¢ Brain and thoracie viseera not examined.

“ Referred to Committee on Morbid Growths,

¢« Report of Committee on Morbid Growths.—The tissne was
highly granular, apparently, in part at least, from prolonged
maceration. There were no traces of malignant disease.”

The above case is one of interest in reference to differential
diagnosis, inasmuch as the kidney has before now been mis-
taken for an ovarian tumor, and under that impression has
even been extirpated by distingunished ovariotomists. In
a case so closely resembling, in many points, a multilocular
ovarian tumor, and on a point which has tested the diag-
nostic acumen of an expert, it would be improper to hold
any one responsible for an error,
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Other cases of tumors of the kidney have been reported in
Chapter IIL., under the head of B. ('ysis of the kidney. There
are other conditions of the kidney resembling a tumor, to
which attention should be called. The organ is not =o fixed
in position as those heretofore reported. It is movable to
a much greater extent, and even to such a degree as to have
received the name of Floating Kidney.

1. Case XCIV.—A floating kidney of the left side, following the
removal of the right ovary ; at first mistaken for an ovarian tumor,
but afterward diagnosticaled correctly.  Mrs. E. K., aged twenty-
nine, first menstruated at the age of fourteen years, and,
having taken cold at the time, there was a suspension of the
menses for two years. After their return they were always
regular, but painful, and, at times, clotted. At the age of
twenty she married, and has had four children. After the
birth of her first child she suffered from procidentia of the
uterus.

March 15th, 1849, I performed ovariotomy upon her, and
removed the right ovary. A year or two afterward she sent
for me again to consult me about another tumor, which she
discovered in the opposite side. Upon examination I imme-
diately pronounced the tumor to be one of the left ovary, but
as it was comparatively small I advised her to let it alone.
It was moderately hard, inelastie, very movable, and occu-
pied the left lumbar region.

The patient not only continued to menstruate regularly,
but conceived several times, and as often miscarried. I re-
peatedly examined the tumor, found it to increase slightly in
size, and after a time its growth seemed to be arrested. Its
mobility has always been remarkable, and it can be pushed
in every possible direction.

Mauy years ago I abandoned the idea of its ovarian char-
acter, and decided that it was a floating Lidney of the left side.
It is now twenty-three years since the removal of the ovary,
and about twenty-one years since the floating kidney was
first noticed, yet the patient has enjoyed uninterrupted
health.

When Mr. T. Spencer Wells visited Philadelphia, in the
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autumn of 1867, I took him to see this patient. e exam-
ined the case without knowing my opinion, and corroborated
the diagnosis by pronouncing the tumor a floating Lidney.

. Case XCV.—A floating kidney of the right side mistalken for
a tumor of the right ovary. April 29th, 1869, Dr. J. Shrotz, an
intelligent German physician, sent a patient to consult me
about an abdominal tumor, supposed to be ovarian. Mrs.
L. G. was twenty-three years old. Menstruation commenced
at the age of sixteen, and continued to be regular until con-
eeption oveeurred. She married at the age of seventeen, and
had one living child. A false conception followed. She
again became pregnant, and during gestation she had fre-
quent hemorrhages, and finally at seven months she miscar-
ried with a dead child, and an adherent placenta remained
attached for three days. This was in October, 1867. DBe-
tween the time of the false conception and the last preg-
nancy she had several attacks of bleeding from the bladder,
amounting sometimes to a pint of blood. Immediately after
the miscarriage she noticed a hard lump, the size of an egg,
in the right side on a line with the nmbilicus, It was mova-
ble. Afterward it increased in size. At the time I saw
her, menstruation was regular, but the discharge was dark
colored.

When the patient lay on her back, with the abdomen ex-
posed, a prominent projection could be seen on the right
gide on a line with the umbilicus. It was hard, and oblong
in shape; its long diameter corresponded with that of the
body. It was seven or eight inches in length and three or
four in breadth. Behind it, inclining to the right, and more
deeply seated, was another tumor of a similar form, which
was found to be the same tumor divided by a sulcus. On
the upper part of the superficial tumor, toward its left border,
a small nodule could be felt. The whole mass was very
movable in all directions, but least freely downward. The
percussion sound over it was dull. The abdomen was reso-
nant over the whole left side, and between the lower edge of
the tumor and the pelvis. Above the tumor, in the right
hypochondrium, it was dull.
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The os tincee was thrown back, the uterus was quite mova-
ble, independently of the tumor, and admitted the sound two
and a half inches. The speculum revealed granular inflam-
mation of the oz and hypertrophy of the cervix,

Diagnosis.— Floating FLidney of the right side.

h. Case XCVIL—A floating Lidney of the left side mistaken for
a tumor of the left ovary. June 12th, 1865, Dr. Bye, of Kim-
bleville, Chester County, Pennsylvania, brought Murs. A.
MeD. to see me, with an abdominal tumor, supposed to be
ovarian. She was fifty-seven years old, large, healthy in ap-
pearance, and the mother of six children. She menstruated
last in 1861. She had several times passed bloody urine.

The tumor made its appearance in 1859, but remained
stationary in size until 1864, after which it inereased rapidly.
It was as large as the head of a new-born child, hard, inelas-
tie, and irregular in shape. Although unyielding, it was not
so hard as a uterine fibroid. It was located in the left lum-
bar region, the largest portion heing above the line of the
umbilicus. It was quite evident to sight. It was movable
in all directions and to a great extent, and no connection
with the uterus could be traced. The pelvis was free and
the uterus small. The percussion sounds corresponded with
those in the case last reported.

Diagnosis.— Floating Lidney of the left side.

i. Case XCOVIL—An omental tumor mistaken for an ovariai
fwmor. January 2d, 1867, while on a professional visit to
Clifton Springs, New York, Dr. D., of Rochester, brought
Mrs. W, of that city to consult me in reference to an ovarian
tumor, which she was anxious to have removed. About four
weeks before I had received the following letter from Dr. D.
in reference to this case:

“ DEAR Sir,—I have under my care a lady who has an en-
largement in the right ovarian region, whose case I will detail
to you, and learn if you would think it desirable for her to
have an operation,

“ Mrs. W., the patient referred to, is twenty-nine years of
age, has been married eight years, has had two children ; no
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miscarriages. The youngest child was born in September,
1861; and some three or four months after this she first
noticed the enlargment in the right side. Iler attention
was called to it by severe pain, from which she suffered fre-
quent attacks, lasting for several days, and recurring in from
three to five weeks. These attacks increased in severity,
till she had hardly rallied from one before the time came
round for another.

“ She has suffered in this way for four years, with but
glight, and that very temporary, relief, when I was called to
take charge of her case,

“The paroxysms of pain seemed like the most agonizing
labor-pains, and, until I had satisfied myself by the most
careful examination, I thought there was uterine expulsive
action from some cause; but when I discovered the tumor,
I concluded it must have much to do with it, and directed
hot fomentations to be vigorously and persistently applied,
gave an anodyne and antispasmodie mixture, and kept up a
free action of the kidneys (which were greatly disturbed)
with marshmallow. Since that time, one year, Mrs. W,
has been free from these paroxysms, occasionally threatened
with a return, but enabled to ward it off' by rest, fomenta-
tions, and anodynes,

“The tumor seemed nearly round and about the size of an
ordinary coftfee-cup. It remained about the same size for
eight months after I saw her, and then suddenly and entirely
disappeared, There was no peculiar sensation at the time.
She noticed its disappearance after coming in from the water-
closet,.

“ On examination I could find nothing of it, and thought
it must have been a phantom tumor. It did not return for
two months, then suddenly appeared about as before. It
remains about the same size. There has been extensive
uleeration of the cervix, which has been treated by applica-
tions of nitrate of silver.

“ IHer menstrual periods have been regular until the last
one, which she has passed some two weeks.

“I might have said before that Mvs. W. is a slightly-built
woman, about five feet two inches in height, brown hair and
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gray eyes ; thinks she had salt-rheum or erysipelas some years
ago. Did not nurse her children. Now Mrs. W. is pretty
well, though she has recently had an attack of congestion
of the lungs. She is not disturbed by the tumor, but fears
she is pregnant, and would like to know, if such were the
case, whether you would think it advisable to remove the
tumor soon.”

After the receipt of this letter, I appointed a meeting at
Clifton Springs, where I examined the patient. The tumor
was in the anterior part of the right lumbar region, on a line
with the umbilicus. It was about the size of the fist, toler-
ably firm, was quite movable, and could be pushed about in
all directions, but further upward than anywhere else. 1t
could not be forced down into the groin, and its motions
had no influence on the uterns. On percussing the tumor,
it returned a semi-resonant sound, as if it contained air, or
was in some way associated with the bowel.

Diagnosis.—An omenfal tumor. Of course an operation was
out of the question.

These tumors are not unfrequently met with, and usnally
are found upon the right side. I call them omental, believ-
ing them to be developed in the omentum, but I know
nothing of their pathology. They are small, firm, very
movable, and, in this respect, as well as in their locality,
resemble the floating kidney. They differ from the float-
ing kidney in being semi-resonant on percussion, the latter
being dull. This partial resonance is explained by the omen-
tal tumor being underlaid by intestines. They also differ
from the renal tumor in the fact that they may disappear and
reappear, and that they may sometimes be felt in one position
of the body and not in another. The disappearance of the
tumor may be accounted for on the supposition that, being so
small and movable, it may occasionally slip behind the bowels,
out of reach, for a short period. Under these eircumstances,
and for this reason, it is sometimes exceedingly difficult to
detect them, while at others they are readily found. Very
often, too, when not found in one position of the body, a
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change of position will disclose them. Usnally the patient
herself will put her body in the best posture for their detec-
tion. Of course, in these, as in all other cases of abdominal
tumor, corpulency will more or less embarrass the surgeon.

So far as my experience goes, these tumors are of an inno-
cent, benign character, and do not interfere with the general
health, except so far as they may distress the mind of a nerv-
ous patient.

The next case is introduced under the head of enlarge.
ments of the abdominal viscera, notwithstanding the tomor
did not originate above the brim of the pelvis in the abdomi-
nal cavity; yet, as it so closely resembled some of the cases
which we have just been considering, I have thought best to
place it here. It was proved not to be a floating lidney or an
omental fumor, but an ovarian multilocular tumor, with unusual
characteristics. It was one of those exceptional cases, which
tend to puzzle the most accurate observers, and prove the
value of the general rules of diagnosis.

J. Casg XCVIIL.—A multilocular ovarian tumor resembling an
omental tumor ; its character only determined by ovariotomy. May
Tth, 1869, Mrs. E. L., of New York, called to see me with
the following interesting letter from her physician, Dr. Emil
Noeggerath, of New York:

“ Dr. AtLEE. DEar Docror,—I have asked the bearer of
this, Mrs. L., to consult you about her case, which is some-
what intricate in its nature; and I should like, before de-
ciding as to the proper treatment, to have your opinion with
regard to the character of the tumor.

“ Mrs. L. has always been healthy, was married in 1866,
and gave birth to her first child on the 13th of December,
1867. Forceps applied on account of twisting of the cord
around the neck of feetus. Made a good recovery. Iler ab-
domen, however, remained larger than usual. Examination,
made in January, 1868, revealed the presence of a swelling in
the right ovarian region. It was oblong, stretching from right
to left, floating pretty freely in the right section of the abdo-
men, its edge was in close contact with the right corner of
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the uterus (not, however, attached to it). Length of swelling
from three to three and a half inches. It was smooth and
elastic, very slightly tender on being touched. It gave the
impression of being a fatty tumor, not solid enough for a
kidney, too equally oblong for an ovarian tumor, too movable
for a hydrops of the Fallopian tube.

“ During the summer of 1868 Murs. L. left the city and felt
pretty comfortable, with the exception of occasional bearing-
down sensations.

¢ In the middle of September she had, for the first time, a
pretty smart attack of pain in the left iliac region, with a
sensation of nausea and a few diarrheeal discharges, A week
after the first she experienced a severe attack of pain, and
during October and November she was also troubled slightly,
on several oceasions, in a similar manner. I examined Mrs. L.
again in the latter part of November, and in January, 1869,
No trace of the former tumor could be felt, but' the uterns
seemed to be enlarged and softened in such a manner that a
very strong suspicion of existing pregnancy fixed itself in
my mind,—the more so, since other physical and rational
signs of this condition began to develop themselves.

“On February 3d, Mrs. L. had an attack of the most in-
tense, acute suffering, starting in the left ileo-lumbar region
and spreading toward the toes, frequent desire to urinate,
and a sensation of numbness in the bladder or rather urethra.
Very large doses of morphia had no eftect. It was necessary
to put her under the influence of chloroform to subdue the
pain. The urine, on being examined, showed numerous
erystals of oxalate of lime. I supposed the attack was cansed
by stone in the ureter.

“ On the 14th of March I made another examination, and
found that the uterus and abdomen had decreased in size.
I passed the sound and found the uterus empty, but instead
I could now make out the presence of a tumor, just on top of
the uterus, which seemed to fit the fundus exactly.

“The tumor was oblong, soft, elastic, with an indistinet
fluctuation. The tumor is 20 movable that by manipulation
it can be carried toward the right, as well as the left side,
high enough to come within reach of the floating ribs. On
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repeated examinations, it was found that the tumor varied in
size and sensibility. At times it appeared more spherical
and was then more sacculent, and much more tender to the
touch. Lifting it up from out of the pelvie cavity, certain
uneasy sensations disappeared, but whenever Mrs. L. had
one of her severe attacks, no amount of artificial displace-
ment would give any permanent relief. The oblong taomor
is occasionally harder, like solid flesh, and then somewhat
flattened antero-posteriorly. Usually, however, the larger
portion, and especially the left upper half, gives the sensation
of a fatty tumor. When examining through the vagina and
touching the lower surface, and moving it to and fro by
grasping it through the abdominal parietes, it is evident,
first, that there exist several shallow linear indentations or
rather furrows, running over the lower edge antero-poste-
riorly ; second, that in the centre of the lower surface there
exists a sort of hiatus, bridged over by a thick membrane,
which latter exhibits certain folds, by which the membrane
ean be made out distinetly; third, near the right corner of
the tumor is attached a flat, much softer mass than that
which constitutes the prinecipal mass, feeling very much
either like an ovary or a renal capsule, in shape as well as
in density.

“ My diagnosis is not fully made up, whether it is a dis-
eased kidney, ovary with occasional twisting of its pedicle,
or a tumor arising from the omentum,

¢ Under all circumstances, it seems to me that its rapid
growth (I have no doubt that it is the same tumor originally
detected in the right iliac region), its tendeney to inflamnma-
tory paroxysms, call for radical interference. If it is a kidney,
exploratory tapping would be out of the question.

“I wish, dear doctor, you would let me have your im-
portant opinion in the case,since I know that your great ex-
perience in abdominal tumors would go very far to strengthen
my opinion in one direction or the other.”

I examined Mrs. L. in my office. She was thirty years old,
and first menstruated at the age of fourteen. The menses had
always been regular, free from pain, never profuse, and their
duration eight days. She was married at the age of twenty-
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eight, had one child, which she nursed six months, then living
and healthy. She herself appeared to be in excellent health.
There was some fullness in the abdominal region, not so
much owing to the presence of a tumor, as to adipose deposit
in the walls of the abdomen. When recumbent on the back,
the abdomen was uniform in shape, and there was observed
no unusual protuberance beyond what would be produced by
a pretty large accumulation of fat. On percussion, there was
resonance everywhere, except above the pubes. On making
deep pressure, a pretty firm tumor could be detected in the
lower central part of the abdomen, inclining toward the left
side. This tumor was very movable, could be pushed high
up in the cavity of the abdomen, into the left side, and into
both inguinal regions. When pressed into the sides, and ex-
amined through the thinner portions of the abdominal walls,
it was found to present a smooth surface, and was less resist-
ing to pressure than a ard fibroid, but felt not unlike a soft
tibroid tumor, or more like a multilocular ovarian tumor,
With the finger in the vagina, and the hand on the abdomen
pressing the tumor toward the pelvie cavity, it could be felt
anferior to the nterus and behind the symphysis pubis, its
lower surface being convex, smooth, and slightly elastie, and
less resisting than a hard fibroid tumor. On again elevating
the fumor toward the abdominal cavity, the two hands could
be made to meet between it and the pubes. The os tincs
was thrown backward, the sound passed into the uterine
cavity to the distance of three and a half inches, and its end
ecould be detected to the right of the linea alba about two
inches above the pubes. On pressing the tumor down-
ward while the sound was in the uterus, the latter was
disturbed, but on dragging the tumor upward, no impression
was made upon the sound. If| therefore, the tumor had
been attached to the uterus, the pedicle must have been
very long. The examination, however, was made without
an assistant, and this part of’ it was necessarily more or less
imperfect.

The speculum revealed an enlarged and inflamed os and
cervix uteri. The sound, also, gave some pain, indicating
some endometritis. The tumor, likewise, was more or less
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sensitive, particularly on its left border. It was the size of
a small child’s head at birth.
My reply to Dr. Noeggerath’s letter was as follows:

“My pEar Doctor,—The case of Mrs. L. is one of great
interest, which cannot, in its present stage, be diagnosticated
with certainty. I have, however, concluded that it is neither
renal, omental, nor mesenterie. I believe it to be either a soft
ulerine fibroid tumor, with a long membranous pedicle, or a
mllilocular ovarian twmor. 1 am most inclined to consider it
ovarian. I should mention that there is one point favorable
to the omental or mesenteric character of the tumor, and that
18, no matter how much the tumor is elevated by pressure
it does not drag the uterus with it. This would seem to
indicate that no attachment existed between the tumor and
the uterns,—such as exists between an enlarged ovary and
the uterus. The pedicle, however, of an ovary may be so
long as to allow this very state of things to exist. I must
confess that the case is a puzzle, to be unraveled by future
development. Still, I will view it as an ovarian tumor until
further light is thrown upon the case.

“T took the liberty, also, of making a speculum examina-
tion of the uterus. The os and cervical canal are inflamed,
and the cervix somewhat thickened. The uterus is elon-
gated. May not some of her painful attacks be dependent
upon this condition ! Fxcuse me for throwing out this
hint, and also for suggesting a course of local treatment to
the uterus itself.

“ With regard to treatment for the tumor, my opinion is
against all surgical interference for the present. Place the
patient under a course of muriate of ammonia, in ten-grain
doses three times a day, maintain the general health by
exercise and nutritious diet, and watch and wait for further
developments.”

In answer to a letter inquiring respecting the further his-

tory of this case, Dr. Noeggerath says:
¢ Oetober 16th, 1870,

“Dear Docror,—In reply to your letter inquiring of the fate
of Mrs. L., T have to say that soon after her return from your
22
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city the tumor began to grow rapidly, and to give so much
suftfering that it appeared necessary to resort to some radical
means of treatment.

“ A consultation was held with Drs, Peaslee, Sims, and
Thomas, and all agreed to make an exploratory incision.
This was done on the 11th of January, 1870, and the tumor,
found to be a maultilocular ovarian cyst, was removed by
abdominal section. The patient died in the night of the
17th of January, without any decided symptoms of peri-
toneal inflammation, but rather from exhaustion of the
sympathetic nervous system. The pedicle was severed with
the electric cautery, and, as the bleeding did not stop sufhi-
ciently, tied en masse with carbolized catgut and allowed to
drop into the abdomen.”

k. Case XCIX.— Tumor of the bowel mistaken for an enlarge-
ment of the left ovary ; autopsy. August 23d, 1861, in consulta-
tion with Dr. William Goodell, I visited Mrs. J. D., aged
thirty-tive. She was the mother of five children, the young-
est being five months old. During the last pregnancy her
health was not good, and three days after parturition she
was seized with a very severe chill and an acute pain in the
abdomen, succeeded by high fever, and ever after she was a
great sufferer. The left side would often swell up, accom-
panied by acute pain, and again the tumefaction would sub-
side, when she would obtain relief. Still, she never properly
recavered, but grew weaker and more and more cachectie.
Dr. Goodell at last concluded that there was enlargement of
the lett ovary, and desired me to see the case with him.

On making an examination, while the patient was on her
back in bed, I found an evident fullness of the abdomen,
and, in the left side, rather above the inguinal region, a dis-
tinct tumor.  On palpation this tumor had all the character-
istics of an elastic cyst, and was quite sore to pressure. It
was also only very slightly movable, and on percussion re-
turned a resonant sound in some parts and a semi-resonant
in others.

As Dr. Goodell was about removing from the city, he
requested me to take charge of the case, and I continued
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my visits, Every few days she would be seized with intense
pain in the left side, and an increase in the size of the tumor,
with great tympanites and abdominal tension. This would
be followed by diarrhcea, and again a gradual softening of
the abdomen, and a diminution in its size. All this time the
percussion sound of the tumor was resonant.

I conld not determine the nature of the case, and all treat-
ment failed to relieve her. October 3d she had another severe
attack, followed by rapid distention of the abdomen, and she
speedily sank, and died at seven o’clock p.u. on the 4th.,

A post-mortem examination was made twenty-four hours
after death. On opening the abdomen, a large quantity of
gas immediately escaped from the cavity of the peritoneunm.
The outside of the intestines was covered over with feculent
matter, and a large accumulation of thin brown fluid, which
had evidently escaped through an opening in the bowel, filled
the pelvis. The peritonenm, everywhere, was opaque and
thickened, as if from old inflammation, and the intestines
were strongly adherent to each other. A large cystic mass,
covered by a vascular omentum, occupied the left side on a
line with the umbilicus. Its size was eight or ten inches
long and five or six inches wide, making an oblong tumor.
It was strongly adherent to the left abdominal wall, and at
this point terminated in a very contracted bowel, with which
it communicated by a small opening. On attempting to
separate these parietal adhesions, the cystic wall proved so
fragile that it gave way and remained attached to the ab-
dominal wall. Upon a close examination of the cyst it was
ascertained to be an expanded portion of small intestine, its
coats being greatly thickened, and its whole interior surface
in a state of uleeration. An adjacent gland was enlarged to
the size of a walnut, and its interior had a medullary appear-
ance, The immediate cause of death was attributed to per-
foration of the bowel and an escape of its contents into the
cavity of the peritoneum.



CHAPTER XII
DISTEXTION OF THE URINARY BLADDER.

Tne abnormal accumulation of urine in the bladder has
sometimes been mistaken for an ovarian cyst. This condi-
tion of the bladder usually arises from some obstruction at
its outlet, cansed either by a pelviec tumor, or a retroverted
and enlarged uterus. It may also occur as the result of
paralysis. It assumes several of the prominent character-
istics of a unilocular ovarian cyst. The tumor formed by it
is circumseribed, pyriform, or globular in shape; elastie,
hard, smooth, fluctuating, and dull on percussion. It grad-
ually increases in size, and the percussion sound, as well as
the shape, is not affected by change of posture. Generally,
however, there 18 more loeal distress, more constitutional
disturbance, and more pelvic complications than oceur in
connection with a unilocular ovarian tumor. The urine is
not passed at all, or it comes away in drops or small jets, and
is accompanied by a frequent desire to urinate, pain, and
vesical tenesmus. These symptoms are succeeded by chilli-
ness and fever, and finally by urinous exhalation, typhomania,
and uremic coma. The tumor of the bladder is always
central in position, which is not unfrequently the case with
an ovarian tumor, particularly after it fills the cavity of the
abdomen.

In all cases of doubt, however, the character of the tumor
may be most speedily and positively decided by the employ-
ment of the catheter. KEven this, in an inexperienced hand,
may fail to disclose the real condition of the patient. The
bladder, in these cases, is usually much elevated, and the
urethra drawn up and elongated, so that the female catheter
is used to much disadvantage. By employing a male catheter,
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at the same time that we press any pelvie tumor that may be
present away from the urethra, we may overcome the difh-
culty and reach the cavity of the overloaded bladder.

Caseg C.—A distended wurinary bladder, caused by a retroverted
pregnant ulerus, mistaken for an ovarian tumor. Oectober 29th,
1865, I visited Mrs. P. I., in consultation with Drs. R. and
R., of Kensington, two old and respectable physicians. I
was requested to see the patient because it was considered
that she had an ovarian tumor. She was thirty-five years
old, had six children, the last one born in July, 1864, which
died in six weeks. She menstruated regularly until July 4th,
1865, when her period was anticipated, and afterward there
was no return. She herself thought she was pregnant, as she
said her feelings indicated it. About one month before my
visit she first noticed an enlargement, accompanying which
“was a difficulty in urination, not being able to pass more
than a few drops of urine without great straining. The en-
largement afterward gradually increased, so did the distress,
and the difficulty in urination continued. Defecation was
also rendered difficult. Dr. R. assured me that whenever he
pressed the tumor in the vagina away from the urethra, a
a few drops of urine would flow.

The abdomen of the patient was as large as a woman at
the full period of pregnancy, but different in shape. It was
peculiarly prominent with a globular tumor, and was very
firm, tight, smooth, elastie, and fluctuating. It was dull on
percussion, but resonant on both sides of and above it, and
was quite sore to the touch. On examining per vaginam, I
found the pelvis wholly occupied and firmly impacted by a
pretty solid mass, which almost forced the posterior wall of
the vagina between the labia pudendi. No os tinez could be
discovered, while the track of the vagina could be traced
going up behind and beyond the pubes. The mystery of the
case was soon unfolded : the encysted tumor in the abdomen was
an immensely distended bladder, and the tumor in the pelvis was a
pregaant refroverted ulerus.

I introduced a catheter into the bladder and drew away
half a bucketful of urine, amounting to twelve pints. The
bladder was so perfectly paralyzed by over-distention that in
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doing this it had to be emptied by external pressure with
the hand.

After having emptied the bladder, I attempted to restore
the uterus to its proper position, but the patient was too sore
to bear the necessary manipulation. Placing her, however,
under the influence of an anwmsthetie, I made another attempt,
and succeeded in reducing it, so that the os uteri presented
in the centre of the pelvis, and all signs of a pelvie tumor
disappeared, as well as all evidence of an abdominal eyst.
The patient had a good recovery, and was delivered of a
healthy child at full time.



CHAPTER XIII.
ACCUMULATION OF FECES IN THE INTESTINES.

FEecan accumulations sometimes occur to a very great ex-
tent, produce both general and local enlargements of the
abdomen, and resemble abdominal tumors. I am not aware
that unilocular ovarian tumors are ever imitated by these
collections in the bowels, but I know that such ecollections
have been mistaken for multilocular ovarian tumors, and
the latter have been mistaken for the former. In palpation
or manipulation of the pelvis and abdomen in cases of long-
retained feeces, the sensation to the hand of the examiner is
not unlike that communicated by an ovarian tumor composed
of numberless small cysts. In both cases a more or less
nodulated condition exists,—in the latter, however, there is
more positive elasticity on pressure, and in the former,
or fecal tumor, a more dough-like sensation; which differ-
ence, perhaps, can only be recognized by the tactus eruditis,
In the ovarian tumor, percussion is always accompanied
by a decidedly dull sound; while in the fecal collection it is
more or less resonant, generally semi-resonant, or nearly
dull, but never completely so. Usually, the intestinal tumor
is accompanied by obstinate constipation, and when the
bowels are moved, small seybalous masses escape. Rarely,
diarrheea occurs, which deceives both the patient and physi-
cian, as this diarrhea does not in the least affect the fecal
collection, which appears to be adherent to the distended
wall of the intestine at all points, except a mere track
through which the more fluid contents of the bowels find
their way. It would appear as if the indurated collection
absorbed all moisture from the intestinal mucous membrane,
that both became hardened, and almost inseparably adherent,
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a. Caseg CL—Aeccumulation of feeces in the sigmoid flexure
mistaken for an ovarian tumor. December 16th, 1858, at the
request of Dr. T. R. 8., I visited his sister-in-law, Miss C.
A. 8., who was under the care of a physician in the country.
She was about thirty-one years old. Menstruation had been
recular, but rather painful. Her general health was delieate.
She had been troubled with erratic neuralgia for a year or
two, a slight cough, and loss of voice. Iler physician had
been treating her for uterine disease, which he pronounced
entirely well. Recently he detected a tumor in the left
inguinal region, dipping down into the pelvis, which he con-
sidered ovarian. She had retention of urine, followed by
strangury, and required to be relieved by the catheter. For
several weeks she had taken opium to procure rest at night,
and in consequence became greatly constipated.

I examined the patient. The whole lower portion of the
abdomen, particularly over the left side, was sore to pressure.
There was no undue prominence. It was resonant on per-
cussion everywhere, except in the left inguinal region, and
there the resonance was masked, or imperfect. Palpation
over this region detected nodulated masses, which yielded to
pressure. On examining per vaginam, the posterior wall
was found forced forward, and behind it were felt the same
nodular masses, extending up into the left groin. These
could be impressed similarly to stift dough. The uterus was
impacted in the pelvis, anteverted, and the sound entered
one inch. The rectum was examined and found oceupied
by a mass of hardened fwces.

Diagnosis.—A tumor consisting of an accumulation of
fieces in the rectum and sigmoid flexure of the colon.

The administration of ox-gall, both by the mouth and
rectum, removed all traces of the tumor.

b. Case CIL—Accumulation of feeces in the intestines, combined
with retention of wrine, mistaken for a cancerous tumor. Decem-
ber 28th, 1858, I was called to see Mrs. E. B., aged about
thirty, who bad been under the care of a highly intelligent
physician, had been treated for a cancerous tumor, involving
the uterus, and, in consequence, had been pronounced in a
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hopeless, dying condition. Her bowels not having been
moved for three or four weeks, she took a dose of castor oil
a week before I saw her, which caused her to have a liguid
discharge, and this was followed by an obstinate diarrhcea,
accompanied by great straining, This was attempted to be
treated by the use of astringent injections, but the nozzle of
the instrument counld not be introduced into the rectum in
consequence of the obstruetion caused by the supposed
tumor. Aboutfive weeks before my visit she was seized with
flooding, passing clots, and accompanied by bearing-down
pains. She had been married about two years, had never
conceived, and menstruation had always been irregular.

I found her in the following condition : the abdomen was
enlarged in the centre to the size of that of a woman in the
seventh month of pregnancy by a pyriform tumor, which was
dull on percussion, and fluctnated. There was also consider-
able fullness and hardness in the left ingninal and lumbar
regions, which were semi-resonant on percussion. The pelvis
was entirely filled by a solid mass behind the posterior wall
of the vagina, pressing the latter forward against the pubes,
so that the finger could not pass without using great force and
causing intense pain. A dark watery discharge constantly
escaped from the bowels, accompanied by almost uninter-
rupted straining and protrusion of the bowel. The suffering
was intolerable, and the patient was much prostrated. No
urine had been passed for more than twenty-four hours, The
uterus was inaccessible.

After making a careful examination I arrived at the fol-
lowing conclusion : that the fluctuating tumor in the abdo-
men was a distended bladder, the urine being retained by
pressure on the urethra; the pelvic tumor was an accumula-
tion of dry, hard fieces in the rectum, and actually adhering
to it; the agonizing bearing-down pains were the fruitless
efforts of the muscles to expel the mass; the protrusion of
the mucous membrane was the result of these efforts; and
that the diarrheea arose from increased peristaltic action car-
rying forward the secretions of the bowels and the liquids she
drank through a small channel, incapable of permitting the
escape of the more solid matter.
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The first object was to relieve the bladder. The introdue-
tion of the catheter was resisted until I pressed away from
the urethra the impacted faeces, which were like so much stitf
dough. A basinful of urine was then drawn off, affording
great relief. The next object was to unload the rectum.
With the handle of an iron spoon in the rectum, aided by my
finger in the vagina, I scooped out a basinful of dark-colored,
hard, almost inodorous fweces, freeing the rectum. A large
quantity still remained in the sigmoid flexure and descend-
ing colon. These operations were very painful. The uterus
was now examined, and, contrary to the opinion of her phy-
sician, was found to be small and healthy.

A few moments after, the patient expressed herself greatly
relieved and comfortable, soon went to sleep, and did not
get awake until next day. Ox-gall afterward administered
by the mouth and rectum carried off large quantities of hard
faeces, The diarrheea, protrusion of the bowel, expulsive
pains, and all signs of tumor disappeared, and the patient
entirely recovered.

¢. Case CIIL.—Accumulation of faces and strawberry-seeds in
a cul-de-sac of the bowel, resembling a tumor. August 23d, 1867,
Mrs. A., of Pittsfield, Massachusetts, consulted me about a
fullness on the side of the rectum, which was the source of
great annoyance and distress. It had existed for two years,
had been repeatedly examined by physicians, and pronounced
to be a tumor. She had been treated for it, but received no
relief. I did not examine her, but gave her a preseription
for hemorrhoids.

September 13th.—She reported again, and as she was not
relieved, I examined her in my office. I could not detect the
presence of a tumor. There was some fullness on the side of
the rectum noticed during the act of straining. Her bowels
had been opened freely that morning, and in cousequence,
she stated, the tumor was not so marked. She described it
as something that always came in the way in the act of defe-
cation, so that it was often very diflicult to accomplish that
act. I examined the patient, both in the upright and recum-
bent position, but could discover no displacement, or enlarge-



ACCUMULATION OF FECES IN THE INTESTINES. 343

ment of the nterus, to account for the pressure on the rectum,
of which the patient so persistently complained.

September 24th.—The patient, still in the firm belief that
a tumor existed, called upon me again. She had not been
benefited by the treatment I had directed. I now requested her
to return to her boarding-house, have her rectiim well cleansed
out by repeated enemata, after which I would call for the pur-
pose of making a more thorough examination. This was done.
On pushing my finger to its utmost extent up the rectum, I
discovered a mass of dry, hard freces, occupying a cul-de-sac
of the bowel, adhering firmly to it, and so situated as to allow
the other contents to pass by from above and be discharged
without disturbing it. I, however, could not convince her of
the fact, so positive was she of the existence of a tumor.

As the proper and best solvent of fecal matter, I ordered
twice a day, by the mouth and rectum, the use of ox-gall.

November 1st, the patient, highly elated, called to express
her gratitnde for the cure. She was now entirely well. The
prescription had relieved her. The tumor had disappeared
in the form of an immense number of strawberry-seeds, which
had been swallowed about two years and five months before !

The details, in the above cases, refer exclusively to simple
accumulations arising from constipation and inertia of the
bowels. Other instances occur, complicated with stricture
of some portion of the bowel, or with a tumor impinging
on some part of its cavity. In such cases an examination
by the rectum or vagina may not aid us in the diagnosis, as
the collection of feces, as well as the immediate cause of the
obstruetion, may be beyond reach of the finger. The diffi-
culty of determining the exact condition of the patient is
increased, but the distinguishing characteristics above re-
ferred to will eclearly contraindicate the existence of an
ovarian tumor.

d. Case CIV.—Accumulation of faeces in the inlestines, caused
by the pressure of a malignant tumor. December 25th, 1868, I
visited Mrs, J. LL. 8., at Bethlehem, Pennsylvania, in consul-
tation with Dr. Leinbach, a most excellent physician of that
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place. She was twenty-five years old, had been married five
years, and had never conceived. Until recently menstrua-
tion had been regular. Dr. L. had previously treated her for
granular inflammation of the os uteri. August, 1868, ghe
was seized with extreme pain in the bowels, accompanied by
vomiting and retching. Menstruation was approaching at
the same time. Similar attacks frequently recurred, at-
tended with great distention and commotion of the bowels,
borborygmi, and eruectations. Dr. L., having discovered
a tumor in the right inguinal region, concluded that it was
a case of tubal pregnancy, and that this caused all the
violent symptoms. For several weeks the discharges from
the bowels were liquid, pale, and frequent. After the attack
in August she regularly emaciated, and when I saw her she
had lost thirty pounds in weight. The appetite was good,
but the stomach rejected the food. The tongue was clean.

The abdomen was tumefied, elastic, and resisting. Per-
cussion elicited a semi-resonant sound everywhere. By deep
pressure over the whole course of the colon uneven masses
could be felt, as if the bowel was occupied by impacted feeces.
In the right inguinal region a more resisting nodulated
mass could be detected. It was immovable, quite tender
on pressure, deep seated, and dipped into the pelvis. The
cervix uteri was somewhat indurated. The body of the
uterus was surrounded by hard, nodulated deposits, in which
it was impacted and firmly fixed, and which filled the supe-
rior strait of the pelvis. These and the tumor in the right
groin seemed to form one mass. The sound entered the
uterus to the distance of one and a half inches, and was
arrested by a solid obstruction. The rectum was empty.

Diagnosis.—Malignant disease of the funduns uteri, or in
its vielnity, with an accumulation of fieces in the bowels,
caused by pressure. :

Treatment.—Arsenie and ox-gall.

January, 1869, I visited the patient again. An immense
quantity of feculent matter had been removed by the ox-gall,
and its discharge was followed by great relief. The irrita-
bility of the stomach was entirely relieved, and the whole
aspect of the case was very much altered. The abdominal
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tumefaction had disappeared. The cervix uteri was longer
and more pliable, the uterus somewhat movable, and the de-
posits about it were diminished in size and hardness. There
were no fever, no pain, and no vomiting. She ate well, slept
well, was stronger, and there was some hope of permanent
improvement.

March 12th, 1869, as the patient was much worse, I was
summoned again. About ten days before she had an attack
of stercoraceous vomiting, followed in a few days by large
and frequent discharges of purulent matter from the bowels,
and by which she was greatly relieved. The tongue was very
red, the abdomen was tympanitic, the indurated and nodu-
lated condition of the lower portion of the abdomen had
diminished, the pelvis was more free, and the uterus more
movable. But the powers of life were failing.

April 1Tth, 1869.— A fter my last visit, no treatment seemed
to avail, and she died from the eftect of some internal malig-
nant trouble. No autopsy was made.



CHAPTER XIV.,
ACCUMULATION OF GAS IN THE INTESTINES,

It would seem that pure tympanites could not be mistaken
except by a very careless observer, and yet it may be so asso-
ciated with certain other conditions as to mislead. The most
marked characteristic of gaseous accumulation, either gen-
eral or local, in the abdominal eavity, is @ resonant sound on
percussion.  If, therefore, in general intumescence of the ab-
domen, resonance exists everywhere, the enlargement must
be dependent on flatus; and if in local tumetaetions within
the abdominal cavity, or in projections at points deficient in
museular power, these portious are resonant on percussion,
their character is gaseous, no matter what appearance they
may present to the eye. A very common source of error
arises in women who have borne children, Sometimes the
recti muscles, in consequence of over-distention during preg-
nancy, having separated at the median line, and the natural
support having been removed at that point, an oval protru-
gion, resembling a tumor, may be noticed in the centre of
the abdomen. This may be particularly marked when the
patient iz on her back and attempts to rise. I have known
this intestinal protrusion to have been mistaken for a tumor
several times. DPercussion will at once correet the error.

a. Case CV.—Accumulation of gas in the small inlestines mis-
taken for abdominal tumor. July 28th, 1863, I visited Murs. T.,
in consultation with Dr. J. R. B., who thought she had an
abdominal tumor. She was the mother of three children.
Menstruation was regular. Her general health was not good.

When in a standing position, the abdomen was rather
pendulous, and protuberant below the umbilicus. When in
a recumbent posture on her back, with the abdomen ex-
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posed, the integument was loose, but the centre of the abdo-
men was prominent, resembling a tumor. The fictitious tumor
was oblong, its long diameter corresponded with the longi-
tudinal axis of the body; it was smooth, soft, elastic, and
non-fluetuating. A resonant percussion sound was elicited
from every part of it, and there was nothing, except the mere
abnormal shape, to indicate either a solid or eneysted tumor.
On the patient making an effort to rise from the bed, while
restrained, so as to call into action the abdominal muscles,
the oval tumor was made much more prominent, as it came
up between the separated recti muscles. The resonant sound
was again rendered very distinet by percussion.

Diagnosis.—A separation of the recti muscles at the linea
alba, which allows the distended small intestines to protrude
between them, thus resembling a tumor,

This is a species of hernia that has not unfrequently been
mistaken for abdominal tumor,

b, Case CVI.—Aeccumulation of gas in the intestines mistalen for
two ovarian twmors. The notes of this case were mislaid, but
I remember the important points, I was called by a physi-
cian of this city to see a patient in consultation. Ie said that
she had two ovarian tumors, both ovaries being enlarged.
He had obtained her assent to an operation, and had arranged
all the preliminaries for it. As he had several times wit-
nessed my operations for the removal of the ovary, I visited
the patient with him, expecting to confirm his diagnosis.

She was a woman of child-bearing age, and had several
children. She was thin, and enjoyed excellent health. On
making an examination while she lay on her back in bed, I
noticed a very peculiar enlargement in each inguinal region,
resembling two distinet tumors. They were both oblong,
soft, elastic, and non-fluctnating. Their long diameter was
parallel with the corresponding Poupart’s ligaments, and ex-
tended from the crest of each ilium to the pubes. The per-
enssion sonund, however, was decidedly resonant.

Diagnosis.—A separation or weakness of the fibres of the
obligne muscles, which permits the distended bowels to pro-
trude in the form of a tumor.



CHAPTER XYV.
MUSCULAR DERANGEMENT OF THE ABDOMINAL PARIETES,

To a certain extent muscular derangement received con-
sideration in the preceding chapter, as certain gaseous pro-
trusions were shown to depend upon debility, paralysis, or
separation of the muscular fibres. There are, however,
though rarely, certain local muscular contractions, or anoma-
lous hysterical contortions of the abdominal wall, that may
resemble a tumor. In all cases of doubt arising from this
cause, the diagnosis may be determined by percussion, and
the use of an ansesthetic agent carried to the extent of entire
muscular relaxation.
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CHAPTER XVI

INFLAMMATORY DEPOSITS IN THE PELVIC AND ABDOMINAL
CAVITIES.

TaE solid and fluid deposits resulting from peritoneal in-
flammation sometimes strongly resemble ovarian dropsy.
The intestines may become agglomerated into one or
several masses, and enveloped in large deposits of lymph,
the mesentery, thus thickened, shortened, and non-extensile,
holding them like a tumor against the posterior wall of the
abdomen ; while serous effusion may also go on extensively,
elevating the abdominal parietes far above the intestines,
and thus separating them from each other. Here, then,
would be a case of ascites without the usual physical symp-
toms. On percussing such a patient there would be a dull
sound over every portion of the abdomen, precisely as there
would be in an ovarian cyst, and, as in the latter, a change
of position would not alter the percussion sounds, nor the
contour of the abdomen to any appreciable extent. Fluctua-
tion also would be the same, both in this and unilocular
ovarian tumor. Paracentesis might give exit to a fluid con-
taining a large proportion of albumen and not unlike in
color certain specimens of ovarian fluid. After tapping,
hard masses would be detected, resembling the multilocular
deposits in the walls of ovarian cysts. These cases, thus far,
resemble ovarian tumors very closely, and have not unfre-
quently misled the surgeon. They, however, are much more
acute and violent in their character, particularly in their
early stages; are accompanied by much greater febrile ex-
eitement; more constitutional disturbance; vital depression ;
rapid emaciation, and present a combination of more serious
and grave symptoms than are usually found in the earlier
periods of ovarian disease. Sometimes, though rarely, ovarian
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disease supervenes with very violent symptoms, and rapidly
overwhelms the powers of life. DBut all cases marked by
the above symptoms should be examined with the greatest
care, and an opinion formed with the utmost caution. In-
deed, as a general rule, the fair inference would be against
the existence of ovarian dropsy. Here, also, the fluid will
afford most important aid in the diagnosis.

In illustration of these points I will report the following
HE(EER

a. Casg CVIL—Inflammatory deposits in the abdominal eavity
mistaken for an ovarian tumor ; autopsy. February 28th, 1850,
I was requested by Dr. Rufus Bicknell, of West Philadel-
phia, to wvisit Mrs. W. with him in consultation. She was
about sixty years old. As she lay in bed, her physiog-
nomy showed that she was laboring under very severe dis-
ease, For several days she had been suffering with acute
inflammatory symptoms. The abdomen, particularly in the
lower portion, was gquite protuberant. On examination
there appeared to be a well-defined tumor filling up the
lower portion of the umbilical and whole of the hypo-
gastric region, extending into both sides. It was round,
smooth, almost as resisting as a fibroid tumor, fixed in posi-
tion, and non-fluctuating. The superior strait of the pelvis
was also oceupied by a resisting substance. The uterns was
low in the pelvis, and small. The sound entered it to the
distance of one and a half inches.

When Dr. Bicknell called upon me to see the patient he
was very confident that she had an ovarian tumor. I was
not of that opinion, but still I could not diagnosticate the
condition satisfactorily. It evidently was a case of inflam-
matory disease, which would probably soon terminate in
death, but its real character I was unable to make out at
that time. I did not visit the patient again.

March 18th she died, and the following appearances
were revealed by a post-mortem examination: the round
smooth tumor consisted of the parietal peritonenm immensely
thickened by plastic deposits, beneath which there must have
been, before I saw her, an accumulation of fluid, distending it
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into this round form ; after which the fluid was reabsorbed,
and, as it diminished in quantity, the plastic deposit con-
tracted upon it into the resisting and hard mass which was
found, This view is confirmed by the fact stated by Dr.
Bicknell, that the fullness of the abdomen had diminished
when my visit was made. DBesides, large quantities of
coagulated lymph enveloped the intestines, and several
inches of the colon were completely imbedded in lymph an
inch thick. Two portious of this abnormal peritoneum, as
large and thick as the open hand, were removed and pre-
served as specimens. The intestines were sealed to the ver-
tebral column in a hard mass.

b. Cage CVIIL—Inflammatory deposits inthe abdominal cavity
mistalken for an ovarian lumor ; prepavations made for ovariolomy,
but the operation not performed ; subsequently an ovarian tumor was
developed ; autopsy, July 1st, 1868, I visited Meadville, Craw-
ford County, Pennsylvania, to see Mrs, L., in consultation
with Dr. John T. Ray, for the purpose of performing ovari-
otomy. She was forty-four years old, and had several chil-
dren. Dr. Ray had been called upon early in March, 1868,
and found her laboring under inflammatory symptoms of an
acute character, accompanied by fever, and suffering from
severd pain in the abdomen, particularly to the left of the
umbilicus. There was also considerable tumefaction of the
abdomen. e treated her actively with calomel and opium
and blistering, after which the soreness and swelling grad-
nally diminished. Her health was very much broken down
by the severity of the attack, and the abdomen continued to
remain much larger than it should be. Latterly, however,
it had diminished in size, and her general health had some-
what improved, so that a few days before I saw her she rode
out for the first time since the attack in the spring.

When on her back in bed, with the abdomen exposed, its
size was seen to correspond with that of a woman six months
pregnant. As the patient was very much emaciated, and
the abdominal walls greatly attenuated, the outlines of the
intestines were ‘plainly visible. The tumor could be seen
and felt in the lower portion of the abdomen between the



352 DIAGNOSIS OF OVARIAN TUMORS.

umbilicus and pubes, There was resonance on percussion
at every point except immediately over the lower portion of
the tumor, while over its upper part the percussion sound
was semi-resonant. The tumor was non-fluctnating, non-
elastic, moderately hard, and uneven, very slightly movable,
and its upper portion seemed to adhere to and coalesce with
the intestines. The os tince was patulous, and admitted the
sound two and a half inches, When the sound was in the
uterns, all motions given to the tumor were communicated to
the instrument, and, conversely, when the latter was moved
an impulse was transferred to the tumor; which seemed to
indicate that the fundus of the uterus was imbedded in the
lower part of the tumor. In some of the folds of the intes-
tines hard masses could be distinguished. The intestines
were unusually distended and easily traceable beneath the
thin wall of the abdomen.

The diagnosis was: no disease of the ovary existed, and
the mass consisted of inflammatory deposits, resembling a
tumor. No surgical interference was required. All the usunal
preparations for an operation had been made, the hour fixed,
and the physicians present. By judicious treatment, the
patient so far recovered as to enjoy pretty good health. The
inflammatory deposits were gradually absorbed, and the ab-
dominal enlargement disappeared.

Some time after her recovery from the effects of this acute
attack, a tumor again began to develop itself, and progressed
to a large size, which caused her death November 21st, 1871.
Dr. Ray made a post-mortem examination. About six pints
of bloody serum escaped from the peritoneal eavity, and a
multilocular ovarian tumor weighing eighteen pounds was
removed from the left side of the uterus, The pedicle was
about the size of the little finger and the adhesions very
slight.

On visiting Meadville this winter, 1872, I examined the
tumor. It was multilocular, composed of a great many
small cysts, none exceeding a pint measure in size.

The foregoing case is interesting from the_fﬂct that in 1868
the patient was the subject of acute inflammation, which
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resulted in the production of plastic deposits resembling an
ovarian tumor. These deposits were afterward removed by
absorption. The previous inflammation, however, no doubt
had extended to the left ovary, and caunsed its subsequent
enlargement.

e. Case CIX.—IDniflammatory deposits in the abdominal eavity,
Jollowed by the developinent of a multilocular ovarian tumor; au-
topsy. May 16th, 1858, T visited Mrs. P. R. H., in consulta-
tion with Dr. R. Bicknell. She was forty-two years old,
and first menstruated at the age of fifteen years. She was
regular until the age of eighteen, when menstruation was
suspended for six months; and during this time she was
bled twice a week, until she became extremely weak. The
menses returned, and were regular. They were always
painful up to the time of marriage. She married at the age
of twenty-eight, had three children, all at the end of seven
months’ gestation.

In August, 1857, she was seized with pain in the right
inguinal region, lasting several hours, which she deseribed
as dreadful, and which was followed by great prostration,
This attack was succeeded by an enlargement of the abdo-
men. At different periods afterward she had similar seiz-
ures, and the abdomen became greatly enlarged, and so
tender that she could not bear the slightest touch.

After the severe illness in Angust, the menses became
very scant and of short duration, and were suspended entirely
the last two periods.

On examination I found the abdomen as large as a woman
at the full period of gestation, dull on percussion, except in
the epigastrium, and indistinetly fluctuating. The walls of
the abdomen appeared to be thickened, or occupied by
psendo-tumors, and exceedingly sore to pressure.

Diagnosis.—Inflammatory deposits,

June 3d.—I again visited her with Dr. Bicknell. The en-
largement and soreness of the abdomen had both disap-
peared. There was a resonant sound over the whole abdomen,
exeept in the lower part of the left inguinal and hypogastric
region, where the percussion sound was semi-resonant. These



204 DIAGNOSIS OF OVARIAN TUMORS.

regions were more resisting to pressure, showing the presence
of some firm deposits. The uterus was in place, movable, and
not sore to the touch.

July 12th.—I saw the patient again. Her abdomen was
larger, but her general health better. There was no ab-
dominal tenderness. The resonant sound was confined to
the epigastrinm, and there was indistinct fluctnation, with
four or five small floating tumors.

Augunst 9th.—The abdomen had increased in size very
much, and had assumed most of the characteristies of ova-
rian dropsy. The percussion sounds were the same. General
health mueh improved.

August 18th.—The inerease in =ize had become so great
as to canse muech suffering from the distention. She desired
to be tapped. I passed the trocar throngh the linea alba four
inches below the umbilicus, fortunately passing it in between
two tumors, and drew off fifteen pints of straw-colored, trans-
parent fluid. It escaped through the eanula pretty freely,
but was occasionally interrupted by something within the
abdominal cavity. As the fluid escaped, prominences ap-
peared here and there, showing the locality of different
tumors., After the fluid was removed, the abdomen re-
mained considerably enlarged. This enlargement was quite
irregular, made up of several distinet masses, all more or less
movable, except one in the right inguinal region, which was
fixed in its position, The several tumors had an elastic feel,
and appeared to consist of an aggregation of ovarian cysts.
Atter the operation, the patient complained of pain in the
epigastrinm,

The fluid was examined by Dr. Drysdale, who reported as
follows:

¢ A thin, transparent, deep straw-colored fluid.

“ Chemical examination.— Alkaline. Speeific gravity 1020,

“ Microscopical examinafion. — Cholesterine, old epithelial
cells, seales and masses of fibrin floated in a clear uid. Some
of the epithelial cells contained a brown pigment.”

I may add to the above that heat coagnlated the fluid.

The diagnosis then was: ascites, with multilocular ovarian
tumor. '

J—i-
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August 21st.—The patient became quite comfortable after
the tapping, althongh the fluid reaccumulated rapidly. The
wound reopened the day after, and gave exitto a large quantity
of the fluid, and it wus still escaping at the time of my visit.
The intestines then occupied the whole left side, and the
tumors the right, and the several masses were still movable,
There was very little soreness to pressure. The uterus was
ecrowded back, its os open enough to admit the point of the
finger. In front of the uterus the pelvis was occupied by the
lower portions of the tumor filling up the superiorstrait. The
posterior wall of the vagina was greatly relaxed, protruding
through the os externum, and forming a distinet empty sac.
This, the patient says, was, before tapping, a firm mass as
large as her two fists, which disappeared afterward. The
sound entered the uterus over three inches, and retained a
central position. The uterns and tumors were not connected.

August 24th.—The patient was suddenly seized with ex-
treme pain in the right side, accompanied by great distress
throughout the abdomen., This was succeeded during the
night by excessive vomiting of a dark-green fluid and great
prostration. Next morning early I found her in a state of
collapse,—pulse imperceptible ; skin cold, elammy, and pur-
plish about the hands and wrists; breathing accelerated;
great distress in the preecordial region ; and some tympanitic
distention. As she had passed nourine for twenty-four hours
and had extreme pain in the region of the bladder, I intro-
duced the catheter and removed about six ounces of darlk-
colored urine. In spite of treatment, she died at three
o’clock p.u.

Five hours afterward Dr. Drysdale made an examination
of the body in the presence of Dr. Bicknell and myself. On
opening the abdomen, six or eight pints of fluid were sponged
from the cavity. It was similar to that removed by tapping,
but stained with a gelatinous whitish substance; deep in the
right side of the pelvis was a large collection of stringy, pus-
like flnid, which was traced coming from an opening in one
of the cysts on the same side. IEvery part of the abdominal
cavity and its contents—the intestines, the tumors, the pari-
etes—all had a dark-red, mottled, granular appearance. The



S56 DIAGNOSIS OF OVARIAN TUMORS,

whole lower portion of the abdomen, extending to about
three inches above the umbilicus, was occupied by a multi-
locular ovarian tumor, attached by its pedicle to the left side
of the uterns, Very strong old adhesions sealed the tumor
in the right ingninal region, Old and recent adhesions also
existed between the tumor and omentum. Three hydatid-
like cysts, one as large as a pullet’s egg, were attached to the
right side of the pelvis. The tumor filled up the pelvis, oc-
cupied the recto-vaginal cul-de-sac, and was extruded beyond
the vulva back of the uterus.

The tumor weighed nine pounds. In some parts of it
there were bony deposits, and in others it appeared to be
flesh-like. Some of the cysts were lined with fibrinous layers
of a white color, and two to four lines in thickness, looking
like coagulated albumen.

In reviewing the origin and progress of so complicated a
case, it is very diflienlt, perhaps impossible, to explain all the
symptoms associated with it. It commenced suddenly with
acute symptoms of peritoneal inflammation, followed rapidly
by plastic deposits and serous effusion, which disappeared to
a great extent under active treatment. This inflammation,
having extended to the left ovary, caused its rapid enlarge-
ment, accompanied by a return of the aseitic effusion. And
finally, just when the patient was improving in general health
and becoming more comfortable, one of the ovarian cysts
broke, and, discharging its contents into the peritoneal cavity,
cansed immediate collapse and death.

The above case illustrates a point of interest heretofore
alluded to: the difficulty, at times, of deciding which ovary
is affected. The early history of the case, and the condition
of the abdomen after tapping, almost positively indicated
that the right ovary was implicated, while the post-mortem
examination showed that the left ovary was aftfected. The left
ovary had evidently been tilted over into the right inguinal
region, and was then sealed there by inflammatory adhesions.

d. Case CX.—Inflammatory deposits in the abdominal and
pelvie cavities, oceurring one year after ovariofomy ; aufopsy. This
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patient was Miss H. O., aged twenty years, from whom I
had removed the left ovary in September, 1867. The opera-
tion and recovery were both extraordinary. The details of
the case may be found under Chapter XXIIL., numbered
CXXXVI., and should be read in connection with the present
report, as having some bearing on the conditions here de-
seribed. At the time of the operation, the remaining ovary
was examined and pronounced healthy.

Having received several letters, expressing fears that Miss
0. had a return of her disease, I visited New York, Decem-
ber 30th, 1868, and saw her in consultation with Drs. Ander-
son, senior and junior, and Profs. Peaslee and Elliott. It
appeared that in June she went to a picnie in the country,
and was on the damp ground for about an hour, when she
was seized with a chill and eramps in the bowels, which were
followed by a severe attack of acute peritonitis, In Septem-
ber she had another attack of peritonitis, after which Dr.
Anderson noticed a fullness in the lower part of the abdo-
men, and feared that another tumor was being developed.
This state of things continuing, led to the above consultation.

The whole lower portion of the abdominal cavity was oe-
cupied by a hard, sensitive mass,—the right side of it not so
gensitive to pressure as the left. It was very slightly movable.
The os tinese was central, the cervix short, and the sound en-
tered the uterus over two inches, and went directly up to the
lower end of the cicatrix left by the operation of ovariotomy,
which led me to think that it entered the Fallopian tube. At
this point an escape of blood took place at every menstrual
period. The fundus of the uterus seemed to be imbedded
and fixed in the solid mass above it. The superior strait of
the pelvis was also occupied by the tumor.

All the gentlemen present agreed that the tumor was
neither ovarian nor uterine, but an inflammatory deposit,
and that it ought to be treated by medication.

March 30th, 1869, I visited New York again, and another
consultation was held. The enlargement had increased on
the left side and diminished on the right; and percussion
elicited a semi-resonant sound, as if the solid mass was be-
neath the intestinal eanal. Flatus also could be felt by the
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hand moving through it. The superior strait of the pelvis
was more free,

The diagnosis was confirmed.

After this visit I heard nothing more of the case until Au-
gust, and then incidentally learned that the patient was dead.
I immediately wrote to Dr. Anderson for the remaining his-
tory of the case, and received the following reply:

“ After your last visit with Dr. Peaslee, she seemed rather
encouraged, but without any indieations of improvement, but
-ather a darkening of prospects, a gradual increase of consti-
tutional disturbances, sweats, irritable stomach, red tongue,
no appetite, loose bowels, ete. The swelling of the abdomen
did not much increase, but became rather softer, with a kind
of doughy, heavy fluctuation, which became more fluid and
distinet, with general tenderness of the abdomen from the
umbilicus down. Dr. Peaslee saw her once after you left,
but all we could do had no beneficial ettect. BShe sank
gradually under the aggravation of the above symptoms:
ker tongue and mouth became loaded with petechiz asin the
last stage of phthisis, though there were no prominent lung
troubles.

¢ The post-mortem, as recorded by my son and Dr. Bundle,
was as follows: abdomen mottled, emaciation not marked,
fluctuation on both sides. Peritoneal flnid very offensive. In-
testines filled with gas. Fluid in abdomen one quart, vary-
ing from cloudy serum to dirty pus. Also thick pus in the
lower portion of the abdomen. DIeritoneum thickened and
roughened from effusion of lymph. Intestines dark blue,
displaced upward. Tumor about as large as a medium-sized
eocoanut, very firm owver the anterior surface, also adherent
anteriorly to the intestines, being easily broken up by means
of the fingers. The tumor lay somewhat to the left of the
median line, reaching up to about one inch of the umbilicus.
The uterus was removed, for the purpose of examination, at
the junction of the body and neck, and the tumor was de-
tached at the junction of the attachment to the commencement
of the rectum. Thisleft a tolerably clean cavity. Examination
of the tumor after its removal showed it to be much decom-
posed, resembling somewhat, in general appearance, a boiled
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cauliflower, of varying consistence; in some parts quite firm,
in others almost diffluent, and its substance filled with
thick pus (it looked very much like a large cauliflower well
boiled, ‘partly broken up, and well supplied with butter-
sauce). It rose by a pedicle about one inch in diameter
from the left angle of the uterus, and included the Fallopian
tube and broad ligament. On the right side was a translu-
cent tubal eyst about as large as a hen’s egg. The uterus
wag small and of healthy texture.

¢ This is the rough sketch taken at the time, and not put
in proper shape since. The cauliflower substance was put
under the microscope. Ihave the drawing. My son and Dr.
Bundle are both out of town, and I cannot give the particu-
lars.”

I subsequently wrote to Dr. Anderson, Jr., but have never
received any further account of the case.



CHAPTER XVII.
PELVIC TUMOR AND ABSCESS.

UnpeRr this head, I wish to speak of tumors unconnected
with the uterus or ovaries. The source of these tumors may
usually be found in hemorrhages or inflammatory deposits
occurring in the areolar tissue surrounding these organs, in-
duced generally during parturition. Pelvie tumors may also
be the result of violence during the non-pregnant condition,
They may also oceur under certain conditions from cold, and
from the incantious injection of irritating substances into
the uterine cavity, which, following the course of the Fallo-
pian tube, may kindle up acute inflammation in the pelvie
peritoneum and parts adjacent. These tumors are, generally,
more or less acute in character; are accompanied by fever and
considerable constitutional disturbance ; and are much more
painful on manipulation than is usual either in uterine or
ovarian tumors. The patient commeonly is disabled, and
forced to keep her bed; loses her appetite ; the temperature
of the skin is increased ; the pulse accelerated; and all the
symptoms of acute disease exist. The tumor, particularly in
its early period, is hard and very sensitive; the parts heated;
and micturition and defecation sometimes difficult and pain-
ful. After some time, the tamor may grow softer, become
more elastie, more painful, the constitutional symptoms be-
come more aggravated, accompanied by rigors, and an ab-
scess result, which, upon being discharged, is followed by
great reliet' to the patient, and, generally, by restoration to
health. When recovery takes place, the deposits constituting
the walls of the abscess, after the contents are discharged,
are slowly absorbed and disappear.

( 360)
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a. Casg CXI.-—Pelvic tumor suddenly appearing two hours
after delivery, and terminating in abscess. December 19th, 1858,
I was requested by Dr, C. Osler to visit with him Mrs. R. P.,
aged twenty years, who had *“an anomalous tumor-like some-
thing”’ in the left sacro-iliac region of the pelvis. About two
months before my visit, Mrs. P. was confined with her first
child, had a very easy labor, passing through all its stages
without any unusual symptoms. Two hours after delivery
Dr. O. was sent for, and found her suffering the most exeru-
ciating agony in the lower part of the body, which could
only be alleviated by large doses of opium. After the effects
of an anodyne subsided, the pains returned, and were again
subdued in the same way. An examination disclosed a very
sensitive, hard tumor in the sacro-iliac region, which was not
noticed during the labor. This state of things continued for
a considerable time, and terminated in a sudden discharge
of blood and matter, which afforded immediate relief. Pre-
vious to this event, she had great difficulty with the bowels.
She was obstinately constipated, the freces were dry, and defe-
cation difficult. Since then the bowels have been rather
relaxed, and the rectum becomes prolapsed during the dis-
charge, as well as at other times. Recently, Dr. O. made
another examination, and found a tumor still occupying the
same situation, and Dr. B. Janney having seen the patient
with him, they desired my counsel.

I examined the patient, and could detect a tumor, as large
as a small orange, occupying a position near the left sacro-
iliae junction, and between the rectum and vagina.. It was
tolerably firm, but not as hard as a uterine fibroid tumor,
semi-elastic, and sore to pressure. Comparing the history
with the present condition of the tumor, I diagnosticated it
as the remaining walls of a discharged abscess, and explained
its origin and the subsequent symptoms on the supposition
that the pressure of the child’s head, in the act of parturition,
had ruptured one of the pelvie vessels, which, discharging
blood into the cellular tissue, had, by over-distention, caused
the extreme suffering; that subsequent inflammation and
suppuration had followed; and that the abscess had dis-
charged, leaving the inflammatory deposit or wall of the ab-
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scess, to constitute the present tumor. Of course, the patient
ultimately got well by the natural process of absorption.

b. Case CXIL.—Pelvic tumor suddenly appearing independently
of parturition, and ferminating in abscess. February 18th, 1865,
I visited Mrs. J. MecD., at Dover, Delaware, in consultation
with Dr. J. C. Bird. She was about twenty-six years old,
had one child five years before, and two miscarriages after-
ward. Menstruation was regular until August, 1864, The
next return was in two weeks, and an irregular discharge
followed. In December she had a sudden attack of extreme
pain in the lower part of the abdomen, followed by very great
soreness, particularly in the right inguinal region. A few
days after she had difliculty in defecation, accompanied by
purulent discharge from the bowels, resembling the contents
of an abscess. She was relieved by that discharge, but con-
tinued to be sore, and larger than usual.

She was considerably emaciated and pallid. The hypogas-
trie region was somewhat protuberant. There was resonance
on percussion everywhere, except above the pubes, which was
semi-rezonant, and soreness on pressure over the whole lower
portion of the abdomen. A rather circumseribed hardness
was perceptible above the pubes, not like that of fibroid
tumor, but more resembling that of inflammatory deposits.
It was immovable. The cervix uteri was indurated and
tender. The uterus was in sifu, and scarcely movable.
Anterior and to the right of it, the pelvis was ocenpied by a
portion of the same tumor that was felt above the pubes. The
speculum revealed an inflamed os tinese, and the orifice,
which resembled that of a virgin, was filled with a gelatinous
viseid substance. The sound entered three inches, cansed
pain, and its removal was followed by a bloody, tenacious
discharge.

The suspension of menstruation in August, and the irregu-
lar red discharge afterward, with the sudden attack of ex-
treme pain in December, rather strongly indicated extra-
uterine feetation, and a rupture of the ovum. As the patient,
however, had not inereased in size previous to this attack,
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and had no suspicion of pregnancy from any of the usual ac-
companying symptoms following the cessation of the menses,
I diagnosticated the case as one of plastic deposits, caused by
previous pelvic cellulitis and abscess, and associated with
endometritis. Of course, this state of things may have been
set up by the rupture of the cyst of an extra-uterine feetus.
Prognosis: ultimate recovery.

¢. Case CXIIL.— Pelvie tumor, following parturition, mistaken
for an ovarian tumor. October Tth, 1868, I received a letter
from Dr. F., of New York, requesting me to visit that city
prepared to operate on Mrs. J. J. R. Ile wrote:

“The case is a peculiar one. I am almost inclined to think
it cancerous, but do not find the characteristic symptoms of
it. In March last she was contined, after which this tumor
appeared on the left side and seems to be ovarian from its
position ; not very large. She suffers great pain, and ten-
derness on pressure. The muscles, extending from the inside
of the thigh, are tense; the leg she draws up, but I think
she does it to relieve pain. It is the left leg. During her
menstrual period she would sometimes flood terribly.”

October 23d, T visited New York, and saw the patient with
Dr. F. She was forty-four years old, had six children in
nine years, the youngest nine months old. The attack com-
menced immediately after the birth of this child. Until
this disease occurred, she enjoyed good health, was fleshy,
and weighed one hundred and sixty pounds. When I saw
her she was greatly emaciated, tongue red and chapped,
mouth sore, and she had the usual symptoms of stomatitis,
She suffered the most intense pain in her left hip and leg,
and obtained no sleep without anodynes. The left limb was
drawn up and swollen.

When on her back, no perceptible enlargement of the ab-
domen could be seen, but a tumor could be felt deeply seated
in its lower part, inclining to the left side. It was very hard,
nodulated, sore on handling, scarcely movable, and dipped
into the left side of the pelvis. The uterus was crowded to
the right side of the pelvis; the sound entered with some
difficulty three and a half inches, caused pain, and could be
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felt two inches above the pubes on the right of the linea
alba. The hard, nodulated tumor was readily detected in
the pelvis, and appeared to originate from the pelvie bones
on the left side near the sacro-iliac junetion, involving the
nerves and vessels so as to cause both pain and swelling.
The pelvie portion of the tumor was entirely immovable,
and fixed to the bones. The examination caused great pain.

Diagnosis.—Malignant periosteal tumor; incurable. The
patient demanded an operation, which, of course, could not
be acceded to.

Dr. F., in a letter dated December 18th, 1868, says: “I
write to inform you that Mrs, R. died on Tuesday morning
last (December 15th) suddenly. T could not get a post-
mortem examination. Several days previous to death she
had slight hemorrhages from the rectum.”

d. Casg CXIV.—Pelvic tumor arising from a ruplure of the
pudic artery during parturition. October 11th, 1857, at five
o’clock p.M., I visited Mrs. R., in labor with her first child.
The vertex presented, the os was open to the size of a_silver
dollar, and dilatable, the parts were moist, the perinenm was
dense, the rectum loaded, and the labia, particularly the right
one, tumefied. The rectum was emptied by an enema. Labor
was satisfactorily terminated at eight o’clock p.ar. The peri-
neam was uninjured.

Immediately after the birth of the child, the patient com-
plained of intense burning pain in the pudendum, which I
supposed was the ordinary soreness following a first confine-
ment, and for which I ordered an opiate and some soothing
local application. About two o’clock next morning I was sum-
moned to her bedside in consequence of excessive suffering
and considerable hemorrhage, which had alarmed the nurse.
Upon examination, I was surprised to find a large tumor
bulging from the inferior strait of the pelvis. It was ex-
cessively sensitive, very firm, and resembled the tumor formed
by the head of the child, during the parturient efforts, when
covered by an attenuated and distended perineum. Tt was
some time before I could make out the real condition of
things. I at last discovered that the pelvis was completely
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occupied by a tumor, enveloped by the right labium and right
wall of the vagina, and so tightly impacted that it was diffi-
cult to insert the finger alongside of it. A longitudinal rent,
parallel to the ischio-pubic ramus of the pelvis, three or
four inches in length, was next detected, and from which
blood was constantly lowing. On passing my finger through
this rent and probing the interior, I found a large cavity oc-
cupied by a dense coagulum of blood, which I broke up and
removed to the amount of at least one quart. This was fol-
lowed by a collapse of the distended walls, and by great relief
to the patient. Blood continuing to ooze from the cavity,
lint, saturated with astringents, was introduced, and a com-
press with a T-bandage applied. The bleeding gradually di-
minished, and ceased altogether in about twelve hours after.

I am at a loss to explain this rare accident. The external
organs of generation were considerably swollen on the aec-
cession of the labor, particularly the right labium pudendi.
In the progress of labor, as the child’s head filled up the
cavity of the pelvis and impinged against the swollen parts,
their tension inereased, and the tissue, instead of relaxing
and expanding, was ruptured in the line of greatest pressure,
which was between the head of the child and the ramus of
the ischium. Or perhaps the soft parts were so canght be-
tween the ramus and child’s head as actually to be eut by the
edge of the former. In either case, the pudic artery or one
of its branches was lacerated, and, pouring out its blood
into the areolar tissue, a sudden hematocele was the conse-

quence,

24



CHAPTER XVIIL
SPINAL CURVATURE, LUMBAR OR PSOAS ABSCESS.

SPINAL curvature, lumbar or psoas abscess, are placed
under one head, as they are dependent on a diseased condi-
tion of the spinal column. They have been mistaken for
ovarian tumors, as in the course of their development irregu-
lar enlargements have occurred in the abdominal and pelvie
regions assuming some of the characteristies of an ovarian
eyst.  In these cases, the limb of the aftected side is usually
flexed ; the tumor is fixed, becoming, after a time, elastic
and fluetuating, tense in an erect posture, but more relaxed
when recumbent; exercise is irksome and painful, and the
general health broken down. The chief resemblance to an
ovarian cyst is in the loeation and fluctuation of the abscess.

Case CXV.— Frtensive lumbar abscess mistaken for an ova-
rian fumor ; tapped. January 26th, 1866, I visited Mrs. C. S.,
near Kimberton, Chester County, Pennsylvania. She was
forty-three years old; first menstruated at the age of six-
teen, continued to be pretty regular, but suffered excessive
pain. She married at the age of twenty-five, but never
conceived. After marriage she became irregular. In Au-
gust, 1865, she had her last menstrual flow, at which time
she began to feel unwell. In the latter part of November
she discovered a hardness and soreness in her left side, and
sent for her physician, Dr. J. Wells, who, believing it to be
an ovarian tumor, referred her to me. Dr. Isaac Kauffman,
of Pheenixville, who examined the case, coincided in this
opinion.

The abdomen was not much altered in shape. It was re-
sonant on pereussion over the right side, and dull over the
left. The pelvis was free. The uterus was to the left of the
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median line, and admitted the sound three inches, which
eaused pain. A tumor could be felt occupying the left side,
embracing the left lumbar, left inguninal, lower part of the
left hypochondriac, and left sides of the umbilical and hypo-
gastric regions. It was sore to pressure, smooth, semi-elastie,
and immovable. The wall of the abdomen could not be lifted
from or made to slide over the tumor, but appeared to be ad-
herent to and incorporated with it, although the integnments
glided freely over the abdominal musecles. The left leg was
retracted. At times she suffered severely {rom shooting
pains, which required the free use of opiates. She kept her
bed, and had considerable constitutional excitement, the
pulse being over 120.

Diagnosis.—Extensive lumbar abscess,

February Tth, Dr. Wells sent for me again. Decided
evidences of fluctuation existed ; the suffering was great, and
all the symptoms were aggravated. Selecting a point mid-
way between the left superior spinons process of the ilinm
and the umbilicus, I punctured the abdominal wall with a
small trocar. The instrument traversed about one and a half
inches of tissue before entering the cavity of the abscess, and
was immediately followed by a strong jet of purnlent fluid,
having a greenish tinge, and an odor of sulphuretted hydro-
gen. Nearly two quarts of flnid eseaped. The tension, size,
and soreness of the abdomen were greatly diminished, afford-
ing immediate relief to the patient. She could take a deep in-
spiration for the first time for a long period, and she assumed
a recumbent position, which she had been unable to do for a
week, being forced to sit up all the time.

March 9th, I visited her again. She had been getting
along satisfactorily until one week before my visit, when a
change took place, after which she began to sink, and died
on the 5th of April, 1866. No autopsy.



CHAPTER XIX.

MALIGNANT TUMORS OF THE ABDOMEN.

Not unfrequently tumors of a malignant character are de-
veloped in the pelvie or abdominal ecavity, which in their
progress assume many of the characteristics of multilocular
ovarian tumors, If the surgeon has an opportunity of exam-
ining them at an early period of their history, he may, from
their locality alone, often decide their character,—as, for in-
stance, should they originate at a point of the abdomen dis-
tant from the pelvis, and at the same time be free from
any direct connection with any of the pelvie organs. If
their origin, however, be in the pelvis, or in the lower part
of the abdominal eavity, the differential diagnosis will then
become much more difficult. Should the surgeon be less
fortunate, and not see the case until the eavity of the abdo-
men becomes filled by the tumor, he will often find many
points of similarity between it and certain forms of ovarian
disease. ILike an ovarian tumor, it will have pushed away
the intestines from their usual natural positions; it may have
an irregular and nodulated surface; it may be elastic in
certain portions, and resisting in others; tremulous, and even
fluctuating on percussion throughont the whole or portions
of its extent; and, in addition, it may sometimes yield fluid
by being tapped. Usually, however, tumors of this kind, in
their early period, and indeed at all times, are less movable
than ovarian tumors, progress more rapidly, and, as they in-
crease, produce much more decided and profound cachexia ;
and throughout all their stages are accompanied by greater
tenderness, acute pain, and more constitutional disturbance.

a. Case CXVI—A malignant tumor of the abdomen, originating
from the tumbar vertebra, and resembling an ovarian tumor ; au-
(368)
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topsy. This case may be found reported in detail in the
American Jowrnal of the Medical Seiences for April, 1844, p.
296. March 29th, 1842, T was called to see Miss C. H., aged
thirty-one years, Menstruation commenced at the age of
fifteen, continued one day, was checked by imprudence, and
returned after an interval of five months, after which it ap-
peared regularly every three weeks until July, 1841, at which
time it ceased altogether. In the spring of 1840 she began
to experience neuralgia in the left side and left thigh, aceom-
panied by a lateral inclination of the body tnw"m:] thﬂt side.

During the following July I observed an unusual fullness
of the false ribs of the left side near their angles, which
I then attributed to malposition in consequence of spinal
curvature. A manifest inerease of this fullness oceurring in
a few days, I made a more particular examination. Placing
the patient in an easy position upon her back, and making
deep pressure upon the relaxed parietes of the abdomen, I
discovered a tumor within, pressing up against the dmp}lmﬂ'm
in the posterior and superior part of the left hypochondriae
region. The tumor increased with astonishing rapidity, push-
ing out the whole “arch of the left lower rlbs and soon pre-
senting itself beneath them, assumed a position on the left
side similar to that usually taken by an enlarged liver on the
right. It rapidly increased, and finally filled up the lnmbar
space between the ribs and crest of the ilium, greatly dis-
tending the lumbar muscles pnstermrlg,nccupjmg the whole
left side, projecting laterally and anteriorly to a considerable
extent, filling up the left iliac fossa and dipping deeply into
the cavity of the pelvis, and extensively encroaching on the
right side,—thus filling up nearly the whole abdominal cavity,
and crowding the viscera over to the right. The tumor had
an irregular, nodulated surface, was immovably fixed, and
possessed little sensibility. A peculiar elastic, semi-fluetn-
ating sensation was imparted to the touch. She died Sep-
tember 30th, 1842,

Autopsy twelve hours after death. The liver was very
much compressed by the tumor, and the stomach was crowded
into the right side of the epigastric region. The ascending
colon commenced in the right lumbar region, soon curved
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downward toward the right ingninal region, where it met
the transverse colon, which, ascending obliquely npward to the
nmbiliecus and a little above it, took the form of the descend-
ing colon by a sudden flexure, passing obliquely downward,
across the tumor, and dipping into the pelvis behind the
right pubie bone. The small infestines were ecrowded into the
right side. The tumor, having originated from the spine
entirely behind the peritoneam, had changed the normal re-
flections of this membrane. The omentum contained three
small medullary tumors. The tumor occupied the hypo-
chondriac, lnmbar, and inguinal regions of the lett side, the
hypogastric and umbilical regions, most of the epigastrie,
part of the corresponding regions of the right side, and
dipped deeply into the pelvis. The spleen was in its normal
position, but adherent to the tumor. The pancreas was forced
forward against the anterior wall of the abdomen, and bound
closely to the tumor. The left urefer escaped from the right
side of the tumor and was stretched over the lower part of it.
The right ureter was still more toward the right and also in
front. The body of the left psoas muscle was incorporated
with the tumor, and its tendon was }nmh-?d forward against
Poupart’s ligament. The tumor was strongly attached to
everything it touched, and it was almost imposzible to eftect
its removal, and while attempting it a sac was ruptured, and
two or three pints of fluid escaped. After it was removed,
the lower false ribs were found dennded and roughened ; the
bodies of the three lower vertebrz were entirely disintegrated
by medullary matter, and were so soft that the finger counld
be pushed through them ; their lateral processes on the left
side were denuded and ronghened. The intervertebral sub-
stance was sound. The ligaments of the vertebral column,
and of the ribs, the tendons, and the white fibrous tissue
generally, in contact with the tumor, were normal. The
mesentery of the right side was very much thickened. The
mesenteric glands were enlarged. The stomach and liver
were small, but healthy in appearance. The gall-bladder
was full. Attached to the tumor, after its removal, were the
spleen, pancreas, descending colon, and left ureter ; embodied
within the tumor were the left kidney, the left crus of the
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diaphragm, and the left psoas musele. Its weight was four-
teen and a half pounds. It was medullary in character. See

Fig. 24,

-\..E-. 1\‘

The figure represents the appearance presented when the parietes of the
abdomen were divided and the flaps turned aside.

A, A. The two superior flaps of the abdominal parigtes turned over the
border of the chest.

B. The left lobe of the liver.

C. The cleft on the anterior margin of the liver.

D. The round ligament of the liver.

E. That part of the falciform ligament which is attached to the abdominal
parictes.

F. The right lobe of the liver.

G. The stomach.

H, H. The small intestines.

I. The pancreas.

K, K. The ascending colon.

L. The transverse colon, partly scen through the thin anterior layers of
the great omentum,

M. The descending colon.
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N. The sigmoid flexure.

0. The left ureter, emerging from the body of the tumor.’

P, P, P. Encephaloid tumors of the peritonenm.

Q. A portion of the great omentum, The greater portion of the omentum
was expanded over the tumor between the stomach and transverse colon, and
was considerably attenuated.

R, R. Lateral flaps of the abdominal parietes.

8. An interior and inferior flap.

T, T, T, T, T, T. The anterior portion of the great encephaloid tumor.

U. The tendon of the left psoas musele. Its muscular fibres are incorpo-
rated with the tumor and degenerated into the same kind of morbid structure,
while its tendinous portion retains its integrity, and is forced forward against
Poupart's ligament.

V. The xiphoid eartilage.

In reviewing the prinecipal features of the above case, par-
ticularly at the latter period of its history, many points of
similarity will be noticed between them and those of multi-
locular ovarian tumors. The varying resistance of the sur-
face of the tumor,—some places elastic and semi-fluctuating,
others harder and nodulated; the intestines erowded to the
right side; and the tumor apparently rising out of the pelvis
into the left side, all point to such a resemblance. Ovariotomy
has been performed in cases offering less grounds for a cor-
rect diagnosis than this singular case.

b, Case CXVIL—Colloid tumor of the abdomen mistaken for
ascites, and also for ovarian dropsy ; lapped, removing a substance
resembling calf”s-feet jelly ; death five days after. The follow-
ing letter was received from Dr. Jacob Richebaugh, Chester

County, Pennsylvania:
. “ March 24th, 1850.

“ DEar Sir,—A patient of mine (Mrs. B. R. 8.) has been
afflicted with ascites for some three months past, and I have
been unable to render her any assistance or benefit by the
employment of most of our active diureties and alteratives,
such as nitre, digitalis, squill, and calomel. Despairing of
success, I join with the family of the patient in requesting
your professional assistance in the case.”

I visited the patient on the 26th. She was between fifty
and sixty years old, had been confined to bed four weeks, and
dated the commencement of her disease from January. She
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was much larger than a woman at full period of gestation,
uniform in shape, and all the characteristics of a unilocular
ovarian tumor were present. Fluctuation was distinet, but
gave the impression of a thick, heavy fluid.

As the time of my visit was limited, I did not extend the
examination further. The object of my visit, at that time,
was merely to afford temporary relief, and, as I considered it
to be a clear case of ovarian dropsy, I proceeded to tap her.
I passed a large trocar well into the supposed eyst, but no fluid
escaped. Surprised at this, I introduced through the canula
a female catheter, but with no better result. In doing this,
however, I noticed that by moving the catheter about I could
break up a delicate network within, and detach a singular
jelly-like substance, some of which I succeeded in getting
away. It exactly resembled, in consistence, color, and pecu-
liar elasticity, the calf’s-feet jelly of the confectioner. Only
about one tablespoonful was removed.

This was the first time I had ever met with such a sub-
stance, and, believing it to be one of the many kinds found in
ovarian eysts, I did not alter my diagnosis.

The case being evidently a very acute one,—of only three
months” duration,—the patient cachectic, the powers of life
rapidly succumbing, and paracentesis affording no relief, I
informed her that a surgical operation for the removal of the
tumor afforded her the only chance of life. To this she im-
mediately assented, and preparations were made to have her
removed to Philadelphia for that purpose.

April 1st, I received the following note from her son:

& March 31=t, 1850.

“Dear Sir,—I write to inform you of the sudden and fatal
termination of mother’s disease. She died to-day about
twelve o’clock; and as it was her desire to have an examina-
tion after death, and as she was to be placed to-morrow under
your care, I feel that we owe a duty to you and to the profession
to advise you of the post-mortem examination, which will be
held any time to-morrow that will suit your convenience,
should you come up.”
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The letter having been received too late to enable me to
make a visit on the day appointed, I of course did not get
there, and I believe no autopsy was made.

For a considerable time after the death of this patient, T
had looked back upon the case as one of ordinary ovarian
tumor of an acute character, and which ought to have been
relieved by ovariotomy. BSubsequent experience, however,
taught me that it was not a unilocular tumor of the ovary,
but that it was a colloid fumor of the abdomen, and, although
in all its characteristies it strongly simulated ovarian dropsy,
yet it may not have had any relation with the ovary itself.
Had she lived to have undergone an operation, I have no
doubt that the removal of the tumor would have been im-
poszible.

¢. Case CXVIIL.—Colloid tumor of the abdomen resembling
ovarian twmor ; tapped ; a substance vemoved looking like calf’s-
Jeet jelly ; exploratory operation ; death on the fifth day ; autopsy.
September 26th, 1857, I visited Mrs. A, W., aged forty-three
years., She first menstruated at the age of fourteen, after
which the menses were snspended for six months, and then
returned regularly, lasting thirty-six hours. She married at
the age of twenty-four, and had six children, the youngest
being six years old. She nursed her children fifteen months,
but the menses usually returned in one year after parturition.
She had the last menstrual period six weeks before.

April, 1856, she had an attack of varioloid, and May fol-
lowing she noticed a swelling in a central position just
below the umbilicus. This inereased in size while her health
declined, and when I saw her she had been confined to bed
for fourteen weeks. A number of physicians had been treat-
ing her for ordinary dropsy.

The patient was much larger than a pregnant woman at
full period. The shape of the abdomen was uniform. Per-
cussion was dull over the whole left side, resonant over the
right, and semi-resonant, or even less so, over the epigas-
trinm, which point also was more solid and resistant to
pressure. It was quite elastic and fluctuating over the left
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gide and below the umbilicus. The pelvis was occupied by
a resisting, irregular mass, in the centre of which, and con-
stituting a part of it, was the uterus, whose os and cervix were
enlarged and indurated. The os admitted the point of the
finger, but the sound entered only three-fourths of an inch.
The finger in the rectum passed up behind an induorated,
irregular' mass in the vagina, which was immovable. The
pelvie contents resembled seirrhus, and were impacted in
the cavity.

September 28th, assisted by Dr. Drysdale, I passed a large
trocar into the substance of the tumor, but not a drop of
fluid esecaped. The uterine sound was then introduced
through the canula its whole length, and carried round the
interior, so that its end conld be felt, at different points,
against the parietes of the abdomen, not only over the whole
left side, but even over the resonant points of the right side.
This fact warranted the inference that the resomance in the
right side was either owing to air imprisoned in that portion
of the eyst, which was a very remote possibility, or that there
was no cyst, and that the accumulation of thick fluid was in
the cavity of the'peritoneum, crowding the intestines to the
right side. By means of the sound I succeeded in removing
throngh the canula a yellowish substance, exactly resembling
calt’s-feet jelly, and also a few drops of thin fluid, the latter
coming from the right side.

After this exploration, I decided that the disease was colloid
eancer, and necessarily fatal, no matter what treatment might
be iustituted. She was greatly emaciated, ansemic, cachectic,
and feeble ; had a weak, frequent pulse, red, aphthous tongue,
and suffered great distress and oppression, with almost con-
stant vigilance and restlessness,

October 5th.—The patient had no unpleasant symptoms
traceable to the operation performed; but she had enlarged
rapidly, and there was less resonance over the right side.
She was slowly sinking,—pulse 128, and very feeble, with
great distress from pressure in the epigastric region. IHer
great agony cansed her to appeal strongly for relief,

With the view of easing her extreme suftering, I adminis-
tered an anwmsthetic, and, assisted by Drs. Drysdale and
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Fleming, I made an opening through the linea alba about
two inches long. After penetrating the abdominal wall, I
encountered a layer of spongy tissue half an inch thick,
which seemed to be incorporated with, or closely adherent
to, the parietes. This layer was very fragile. I had ex-
pected, after making an opening of such extent, to see the
Jelly-like contents freely escape, but was disappointed. I
then introduced the index-finger, and discovered that the
large gelatiniform mass was intersected by very delicate
membranous divisions, which could readily be broken up.
This peculiar structure reminded me of the hyaline mem-
brane of the vitreous body of the eye. Here and there were
strong bands traversing the interior, from which these fragile
septa seemed to spring. Sometimes the cells assumed the
form of perfect eysts imbedded in the mass. After breaking
up the whole structure within reach of the finger, the brittle
jelly began to escape; but still it was difficult to remove,
because it had no tenacity and could not be pulled out,
althongh small particles were quite adhesive to the finger.
Upon the removal of three or four pints, ragged ends of the
tougher portions of membrane, which had “been torn across
by the finger, began to extrude through the opening, with
occasional masses of jelly surrounded by the delicate and
more easily ruptured membrane. By constant manipulation
with the finger in the cavity of the abdomen, and by knead-
ing and pressure outside for about one hour, we succeeded
in almost emptying the tumor. A large bucketful of this
peculiar substance was removed. It closely resembled ealf’s-
feet jelly, and was of various colors. Some portions were
pinkish, others orange, others lemon-yellow, while some
small pieces resembled vellowish fat.

The walls of the abdomen having become relaxed, I was
able to examine the pelvis with my finger, and found it
occupied by a hard, nodulated mass. A large quantity of
the ragged membranes was drawn through the opening,
and incorporated with it was a small flat eyst, which
contained a straw-colored fluid, and some of the peculiar
jelly-like substance. A ligature was then thrown round the
extruded membranes, close to the abdomen, and the whole
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cut off by the écraseur, without any loss of blood. A tent
was placed in the wound, three interrupted sutures and ad-
hesive strips were applied, and the patient was properly
bandaged.

During the operation offensive gas escaped several times
with the jelly-like substance, and the whole contents had a
putrescent odor, which I was disposed to attribute to the
admission of atmospheric air at the time of paracentesis.

The abdomen was greatly reduced in gize. Some fullness
still remained in the epigastrium and over the lower portion
of the right side. The patient was left more comfortable
than before the operation, and the pulse was fuller and less
frequent.

- The amount of gelatiniform matter removed weighed over
twenty pounds, and the membrane one pound.

Next day the patient was quite comfortable, and made
grateful acknowledgments for the rvelief afforded by the
operation. The pulse was more voluminous, breathing good,
gkin soft, expression of countenance improved, and tongue
less red and aphthous. The abdomen was resonant on per-
cussion. There was no oozing from the wound.

October Tth.—Patient was still quite comfortable, and had
enjoyed some sleep. The wound was examined; watery
fluid and gas escaped from it on pressure; pulse losing
force.

October 9th.—The patient died at ten o’clock a.m. An
autopsy was made eighteen hours after by Dr. Drysdale in
my presence. The wound had not united at any point. No
adipose deposit existed in the walls of the abdomen, and
emaciation was extreme. The peritoneum was diseased
everywhere,—not only the parietal lining, but the visceral
covering, Large patches of it, on the interior of the walls,
varying from one-fourth to three-fourths of an inch thick,
resembled spongio-piline, and consisted of innumerable small
cells, containing the jelly-like material. The intestines were
glued together by a uniform membrane covering them like a
sheet, from whose surface was exuded this jelly-like sub-
stance. Yet, upon breaking through this coating, the con-
volutions of the intestines could be readily separated, and
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their peritoneal coat had a healthy appearance at the points
of contact. Above the small intestines, in the epigastric
region, was a large mass of jelly-like substance superimposed
upon a dense body, which occupied the region of the stomach ;
but upon closer examination, the stomach and transverse
colon were found erowded above this. On making a section
of this dense body, the knife creaked in passing through it;
it was composed of a honeycomb-like structure, filled with
the same substance. Large vessels also pervaded it. As no
trace of a normal omentum could be found, it was concluded,
from the locality of this substance, that this was the omentum
solidified and degenerated into colloid matter. The peri-
toneal coat of the liver also threw off this jelly-like material,
and the organ was compressed into the hypochondrium.
The fragments of membrane removed by the écraseur
seemed to have originated from the vicinity of the left
ovary. The right ovary also was composed of the same
morbid tissue, and the whole pelvis was occupied by it.
Indeed, it seemed to pervade the cavity of the abdomen and
pelvis.

Although the disease, in its progress, involved the ovaries,
the post-mortem appearances indicated that it originated in
the omentum, and thence traveled to other parts.

In the above case my diagnosis was doubtful previously to
the paracentesis, Tapping was resorted to for the purpose
of affording relief, rather than to aid in the diagnosis. This
operation, however, clearly decided its character. Had it
been otherwise, and the fluid drawn been ovarian, an opera-
tion for the removal of the tumor would have been out of
the question, in consequence of the pelvic complications.

Many of the characteristies of ovarian tumor were present:
fixed points of resonance and dullness on percussion in every
position of the body ; elasticity and fluctuation in certain re-
gions; hard deposits in others; and pelvie complications.
Tapping in this case, as in many others, revealed the true
character of the disease. It was not a soft fibroid tumor:
because no fluid, coaqulable on exposure fo air, was removed.
It was not ovarian of a benign character: because none of
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the various fluids belonging to that disease escaped. The
substance extracted through the canula gave unmistakable
evidence of colloid discase, 1 believe this peculiar jelly-like
material is pathognomonic of this disease whenever it is
present, as much so as the liquor sangninis is of soft fibroid
tumor, the spring-water-like tluid of cysts of the broad liga-
ment, and the ovarian granular cell of ovarian dropsy.

d. Case CXIX.— Colloid tumor of the ovary, coexisting with as-
cites, which resembled an ovarian cyst; tapped twice ; subsequent
death ; autopsy. February 11th, 1859, I visited Pottsville to see
Mrs. 8., in consultation with Drs. Carpenter, senior and ju-
nior. They had sent for me to remove an ovarian tunmor. The
patient was forty-four years old, and had several children.
The enlargement commenced in August, 1858. This was
followed by almost constant menorrhagia, accompanied by
clotted discharge. She had been tapped six weeks before I
saw her, and a bucketful of semi-transparent, reddish flnid,
coagulable by heat, was removed. After emptying the
abdomen, a tumor was discovered in the left ingninal region,
movable, and not hard. After the tapping, the menorrhagia
ceased. The patient was decidedly cachectic, very feeble,
and greatly emaciated.

At the time of my visit, the fluid had collected nearly to
the same extent as before, although the tension of the abdo-
men was not so great. The abdominal veins were large and
engorged. When the patient was on her back, and the ab-
domen was percussed, a resonant sound was returned in the
umbilical and epigastric regions, and a dull sound elsewhere.
When lying on the left side, the resonance was transferred
to the right side, and there was dullness at the umbilicus.
But when lying on the right side, the left still remained dull.
The uterus was crowded toward the left side of the pelvis;
its cervix and body were enlarged and indurated, and it was
fixed firmly in position. The sound entered one and a half
inches, at which point it was arrested by an unusually firm
obstacle. The right side of the pelvis posteriorly was ocen-
pied by a firm, immovable mass.

My diagnosis was, that the fluid was not contained in an
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ovarian cyst, but in the peritoneal cavity; that a tumor,
probably malignant, was the cause of the dropsy; and that
the case was one unsuitable for an operation. To decide
these points I proposed to tap her.

The trocar was entered through the linea alba several
inches below the umbilicns. It passed through the wall of
the abdomen with great ease, and a cider-colored fluid es-
caped slowly. Something seemed to be floating constantly
against the mouth of the canula, obstructing the flow, and
the escape of the fluid had to be aided by the introduction of
the sound. A very large trocar was used, but it required a
long time to draw oft' several pints. The abdomen was not
nearly emptied, but it was sufficiently relaxed to admit
of a more particular and satisfactory examination. The
patient complained of considerable soreness from the manip-
ulations.

I should here state that Dr. Carpenter had tapped her
through the left linea semilunaris, and that the fluid had
flowed away in a constant stream, without difficulty or delay,
until the abdomen was entirely emptied.

The fluid was also coagulable by heat.

After tapping, another examination was made. An un-
even tumor could easily be felt oceupying the left inguinal
region. It was slightly movable, not very firm, but had not
the characteristic sensation which is communicated to the
hand by an ovarian tumor. The condition of the organs in
the pelvis was not altered ; the nterus was not disturbed by
moving the tumor. The percussion sound was resonant in
every position of the body at all points uppermost, even over
the left side, which had been dull before the tapping.

As my diagnosis was confirmed by the paracentesis, I de-
clined any further surgical interference.

The patient survived about one month afterward. A post-
mortem examination was made by Dr. Carpenter, who in-
formed me that the intestines were glued together, and coated
with a layer of plastic lymph; that the ovary was involved
in the tumor; that the tumor consisted of innumerable small
cells filled with a yellowish kind of jelly-like substance ; and
that he considered the disease colloid cancer.,
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This case is instructive from the fact that, at a certain
period of its history, it resembled ovarian dropsy to such an
extent that two most excellent physicians considered ita case
of this kind. I have no doubt that, previously to the first
tapping, when the distention was greatest, the percussion
gsound was dull over the whole abdomen and in all positions,
because the intestines were glued together, and coated with a layer of
plastic lymph. This of course fixed them closely to the base
of the mesentery, and prevented their floating upon the
surface of the fluid, as is usual in ordinary ascites. As a
consequence, there could be no resonant percussion sound.
In such cases the intestines must be submerged in a large
accumulation of fluid in the cavity of the peritoneum, and
the physical signs must correspond with those which exist
in encysted dropsy. After drawing off the fluid, the de-
tection of a tumor in the inguinal region would be calen-
lated to corroborate the impression that the disease was
ovarian. By watching the reaccumulation of fluid after
the patient has been tapped, and making repeated examina-
tions before the distention becomes great, or, examining the
relaxing abdomen at the time of tapping, we are enabled to
correct any errors arising from the binding down of the
intestines.

e. Case CXX.—Malignant tumor of the ovary mistaken for
preqnancy, and afterward for a removable ovarian tumor ; tapped ;
death eleven days affer ; autopsy. November 25th, 1858, I visited
Miss M. L., aged eighteen years. She first menstruated at
the age of fourteen, and, with some trifling intermissions,
she continued to be regular until the month of June, 1858,
at which time the menses were suspended. Profuse clotted
discharges were twice induced afterward by strong emmena-
gogues.

Simultaneously with the suspension of the menses she
began to enlarge, and her physician pronounced her preg-
nant. She had a severe cough, which commenced in Sep-
tember and had resisted all treatment.

The abdomen having increased in size so rapidly, much
beyond the ordinary progress of utero-gestation, the physi-

20
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cian changed his opinion, and I was requested to visit her for
the purpose of performing ovariotomy.

The abdomen was quite large, prominent, and round. Tt
was hard in some places, semi-elastic in others, non-fluctu-
ating, dull on percussion, and filled to the epigastrium. The
hymen was not ruptured, but very yielding. The uterns was
in place, small, and the cervix intact. It was also movable,
independent of the tumor. She had emaciated, and become
angemic and cachectie.

The diagnosis was obscure. The patient was not pregnant.
The tumor felt more like a softening fibroid than a multi-
locular ovarian tumor. Not meeting her physician at the
time, I wrote to him as follows:

“The case of Miss L. presents some very bad features. I
am strongly inclined to believe it to be malignant, and fear
it will resist all treatment.”

December 26th, 1858, I called to see the patient again.
She still suftfered from inveterate cough, was very weak and
emaciated ; pulse feeble and frequent ; no menstruation ; her
abdomen had enlarged considerably, particularly in the right
hypochondrium, at which point there was much soreness on
pressure. The mass was resistant, but possessed an indis-
tinet sense of fluctuation.

January 13th, 1859, the cough had nearly disappeared.
The abdomen was larger. The patient was weaker, pulse
more feeble and frequent, and respiration oppressed. With
the hope of affording some relief, I punctured the tumor
with the large trocar, and succeeded in getting about three
pints of straw-colored fluid. It did not eoagulate on expo-
gure to air, but did by heat. Afterward the tumor was felt
to be uneven.

The opening made by the trecar did not close, and the
fluid continued to trickle away. The patient, becoming
weaker from day to day, died January 24th, 1859.

An examination was made twenty-two hours after death
by Dr. Drysdale, The abdominal enlargement was consid-
erably less than at the time she was tapped. The emaciation
was extreme, and there was no adipose deposit in the abdomi-
nal wall. The tumor was adherent to the parietes of the ab-
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domen and to the omentum, which was much diseased. Tt
filled up the whole cavity, and pushed up the viscera and
diaphragm, so as to compress the lungs into the upper part
of the thorax. It was nodulated, hard in some places, soft
in others; was distinctly encephaloid in character; and con-
sisted of the right ovary. The right broad ligament held it
closely to the brim of the pelvis. The left Fallopian tube
was adherent to it. A small cyst was developed in this tube
midway between the ovary and its fimbriated extremity.
The left ovary and uterus were of natural size and healthy,
except that the tissue of the latter was slightly hardened.
The omentum was much thickened and degenerated into
encephaloid structure. The whole peritonenm was thick-
ened and studded over with medullary deposits, some of
which were as large as a bean. The lungs had the same
deposits in them in large masses. This was particularly the
case with the upper lobe of the right lung, which was car-
nified, and contained a large deposit apparently cancerous.
The pancreas was indurated. The liver, spleen, and kidneys
were healthy. The surface of the tumor, and of the intes-
tines, had a dark-greenish and gangrenous aspect.

Dr. Drysdale made a microscopical examination of the
tumor, and reported as follows: * Granular cells were pres-
ent, together with epithelial cells containing large nuclei,
and others with double nuclei.”

J. Case CXXIL.—Malignant tumor of the abdomen in a child,
resembling ovarian {umor ; tapped ; death five days afferward ;
aufopsy. March Tth, 1860, I visited, in consultation with Dr. J.
N. Walker, Miss A. M. A., aged twelve and a half years. She
had never menstruated, nor were there any signs of puberty.
She was small, quite childlike, had always been delicate,
but had enjoyed better health during the winter of 1859-60
than before. She had a hereditary tendency to phthisis pul-
monalis, and in the winter of 1858-59 had an attack of
pneumonia.,

It was noticed that her abdomen was enlarged on the 15th
of February. Three days before, she had fallen against a
board placed across a doorway as a guard for childven, strik-
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ing her abdomen, but she did not complain of being hurt.
Soon after the enlargement of the abdomen was noticed, Dr.
Walker was sent for. At that time it did not extend above
the umbilicus. The stomach was irritable, pulse 120, the
thirst great, and she had frequent calls to urinate.

‘When I saw her, the enlargement extended to the epigas-
trium. The abdomen was pretty uniform in shape, but
varied in its resistance to pressure. Solid deposits counld be
detected in the right hypochondrium, and across the lower
portion of the abdomen, while the whole left side was elastic.
The percussion sound was dull everywhere. Fluctuation was
distinet only over the left side. The uterus was raised out of
the pelvis above the symphysis pubis, so that the os could
scarcely be reached by the finger. The vagina was elon-
gated and narrowed, and back of it the pelvis was oceupied
by an elastic tumor, which could be traced rising out of the
pelvis into the cavity of the abdomen. The sound entered
the uterus to the distance of three and a half inches, and
its end could be felt about two inches below the umbilicus,
and about one inch to the left of the linea alba, The
finger, introduced into the rectum, encountered the same
tumor pressing against the sacrum. This tumor was im-
movable.

Dr. Walker informed me that Professor H. I.. Hodge had
also examined the case, and pronounced it ovarian tumor.

My diagnosis was that the tumor was ovarian, although I
would not express this opinion positively, as the tender age
of the patient and the rapidity of development rather con-
tradicted such an opinion. The case had every appearance
of being malignant, and necessarily fatal, and hence an
operation was unjustifiable,

March 15th I visited the patient again with Dr. Walker.
The day before, at the recommendation of Professor Hodge,
she was tapped by Dr. J. M. Corse through the linea alba,
below the umbilicus, and about one quart of bloody water
was drawn away. The emaciation had become extreme;
the abdomen, notwithstanding the tapping, was much larger;
the percussion sound was resonant all above the umbilicus,
and in this region the distention was greatest. The breath-
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ing was labored, the pulse very feeble and frequent, and the
patient evidently sinking.

Some of the fluid removed by the tapping was procured
from Dr. Walker, and given to Dr. Drysdale for examination,
who reported “a fluid of the consistence of thin mucilage,
translucent, and of a light-red color. On standing, a bright-
red deposit forms, leaving the supernatant fluid of a deep
straw color.

“ Chemical examination.— Neutral. Specifie gravity 1018,
Boiling produced a dense, yellow coagulum, leaving one-
fifth of the bulk of the specimen fluid.

“ Microscopic examination.—The granular cells, also some
delicate nucleated epithelial cells and fat globules, were
present, but the object in the greatest abundance was the
blood corpuscle.”

The patient rapidly sank, and died March 19th. A post-
mortem examination was made by Drs. Corse and Walker,
which was published in the ¢ Transactions of the College of
Physicians of Philadelphia,” volume 3, page 337, New Series,
and from which I copy:

“On post-mortem examination the next day a quantity of
sanguineous fluid, like that obtained by the previous opera-
tion, was first evacunated ; then a soft pultaceous mass occu-
pied the opening in the abdomen; and transverse incisions,
laying open the whole abdomen in four flaps, showed the
entire space filled with a soft cancer matter, even up between
the stomach and diaphragm. The whole uterus and ovaries
were in one soft mass, a part only of which would hold to-
gether to be removed. The once tolerably hard tumor had,
as is usual with these growths, become quite soft with its in-
crease 1n size, The greater part of the fungous growth was
scooped out with a sancer; and we could then see that the
walls of the abdomen were the seats of attachment for this
matter; numerous tumors of all sizes, from that of a small
shot to an inch or more in diameter, were found to be ap-
pended to the omentum and to the intestines and mesentery.

“ The whole substance removed was placed in a common
bucket, and weighed eleven pounds and a half. The fluid
which escaped when the abdomen was opened was supposed
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to be about two pounds, and the portion remaining in the

abdomen about one pound, making in all fourfeen pounds and
al half.”

The particular points of interest in the above case are,—
the extreme youth of the patient, the rapid origin, progress,
and termination of the disease, and the location of that disease
in the organs of generation prior to the sexunal development.

g. Casg CXXIL.— Malignant tumor of the ovary causing ascifes ;
tapped tiwice ; death in eleven days afier the last tapping ; aulopsy.
The following letter, dated February 13th, 1866, I received
from Dr. A. 1., of Guilford, Connecticut:

“ DEar Sir,—Some three months since, my only surviving
child, an unmarried daughter, twenty-four years of age,
was suddenly taken sick, with distress atter eating, tender-
ness of the abdominal parietes, especially in the region of
the right ovary, and effusion of fluid in the peritoneal cavity.
Dr. Bacon, of New Haven, has principally directed the treat-
ment, but Dr. Hubbard, of Bridgeport, Dr. Pierson, of
Orange, New Jersey, and Dr, Alonzo Clark, of New York,
have visited her. She has followed a course of alteratives
and diuretics with little or no benefit, and on the 30th of
January Dr. Bacon and myself removed the flnid by para-
centesis to the amount of some forty pounds. The fluid
flowed with difficulty, although quite free from coagula;
pressure had little effect upon the flow, and the cavity could
not be entirely cleared, though she was much relieved. There
is something in the region of the right ovary that is a morbid
formation, and which I think is a source of the effusion, and
which possibly is susceptible of being removed by operation.

“] wish you to come on to Guilford and see the patient,
and, if possible, do something for her relief.

“T think you cannot examine the abdomen without a
second removal of the fluid, which will become necessary in
a week or ten days.”

Just before receiving this letter I had made an appoint-
ment to perform ovariotomy in Putnam County, New York,
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on the 21st of February, and, as it was near Dr. T.’s resi-
dence, I invited him to meet me there. Ile did so, and,
after fully discussing the case of his daughter, I expressed
my fears that it was not a case for surgical relief. Iowever,
I agreed to visit her the ensuing week.

February 28th, 1866, I visited the patient, accompanied by
Dr. Fetter, of New York, and Dr. Lusk, of Bridgeport. Pre-
viously to this attack of illness she had always enjoyed good
health, and menstruation had been regular, but she had no
recurrence of it during her sickness. The abdomen was
larger than it had been before she was tapped. It was excess-
ively distended and tight, the heart and lungs were crowded
upward, the veins of the abdominal wall were enlarged and
engorged, and the skin was shining in consequence of the
extreme distention, and in some places abraded and leaking.
The lower part of the abdomen was edematous, the lower
extremities were enormously swollen, the pudendum was
tumefied, and the pelvis so occupied by effusion into the
cellular tissue that nothing could be distingnished in it.
Fluetuation was distinet, the fluid being in the peritoneal
cavity. Pulse 125 to 130 to the minute, and feeble., Respira-
tion was difficult. The sense of suffocation was so great that
she had to be propped up in bed. The emaciation of the
upper part of the body was extreme, and cachexia well
marked.

I tapped her of several gallons of straw-colored fluid, deeply
tinged with blood. The fluid at first was clear, then gradu-
ally became more and more tinged, and finally pure blood
escaped. The clear fluid firmly coagulated by heat. After
having been tapped, the wall of the abdomen remained thick-
ened from cedema, but still a deeply-seated, immovable tumor
could be detected, occupying a central position in the lower
part of the abdomen. It was solid, not very dense in struct-
ure, and somewhat uneven on its surface.

On withdrawing the canula after the paracentesis, blood
continued to flow freely, and could not be restrained by
adhesive strips. Two suture pins, with twists of thread,
were required to close the wound tightly before the bleeding
could be stopped.
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She was considerably exhausted by the tapping, and re-
acted slowly.

The diagnosis was malignant disease, which would termi-
nate rapidly in death.

Dr. T. wrote to me on the 12th of March :

“ Dear Sir,—My danghter’s case terminated fatally yester-
day, March 11th.

““ She was not so much relieved by the tapping on the 28th
as she was before. Four days afterward the pins ulcerated
out, and no adhesion had taken place. I had to remove the
fluid before I could make the wound unite; and I removed
sixteen pounds, much of the same character as when you
were here. Then I closed the wound (the same that you
made) with several adhesive strips, and union took place.
The abdomen began very soon to fill up, and before she died
was nearly as full as when you came. Her appetite failed
her four days before she died, and she sank rapidly.

“ It seemed necessary to remove the fluid to prepare the
body for burial, which I did to the amount of fourteen and a
half pounds, and then I thought I might as well remove the
tumor. It proved to be a soft tumor,—medullary sarcoma,
easily broken, brain-like, mottled, weighing four pounds,
attached by a small pedicle to the left ovary. It might ap-
parently have been easily removed, but an operation in such
kinds of tumor does no good. I am satisfied that her disease
was beyond the reach of either medical or surgical aid, at
least until we know more than we do at present.”

h. Case CXXIIL—Malignant tumor of the abdomen, following
a recovery from ovariotomy ; explorafory operation ; death twenty-
eight hours after. November 6th, 1867, I visited Miss A. 8.,
of the city of New York, aged twenty-two years, in consulta-
tion with Dr. Fetter, for the purpose of performing ovari-
otomy. I removed a multilocular ovarian tumor weighing
fifty pounds. It was extensively adherent, and consisted of
the right ovary. The other ovary was healthy.

Menstruation commenced at the age of fourteen; it was
always regular, profuse, and painful, until 1864, after which
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it did not return except when brought on by the influence
of electricity. There was an entire suspension for twenty
months before I saw her. The tumor began to make its
appearance in the right side in 1864, about the same time
that the menses became irregular.

This patient made a most excellent recovery, became fat
and hearty, and menstruated regularly. July 22d, 1868, how-
ever, I was summoned to New York again by her physician,
for the purpose of performing an operation for the removal
of the other ovary. The abdomen was considerably enlarged,
but a great deal of this enlargement depended upon the con-
dition of the wall itself, which was wdematous. The skin
had a purplish, congested appearance, and the capillary cir-
culation was sluggish, so that upon pressing out the blood it
would return slowly. In the cavity of the abdomen some
masses could be felt resembling plastic deposits. There was
also a general soreness of the abdomen, so that it would not
tolerate pressure. The old cicatrix, extending from the um-
bilicus to the pubes, was hypertrophied, very firm, and prom-
inent. The uterus was drawn up above the pubes; the os
could scarcely be reached by the finger. She was much
emaciated.

She attributes her present condition to the following cir-
cumstance: in June, while attending the theatre, she was
dreadfully frightened by the explosion of a steam fire-engine.
This was immediately followed by uterine hemorrhage, ex-
cessive pain, and abdominal inflammation and swelling. She,
however, was better when I saw her, and appeared to be con-
valescing from an attack of acute inflammatory disease.

My diagnosis was that the case was not ovarian, and that
the tumor consisted of inflammatory deposits.

September 23d, 1868, I saw Miss S. again with Dr. Fetter,
and tapped her through the right side, removing fifteen pints
of a syrup-like fluid, having a deep yellow color, and loaded
with flakes of lymph, and a substance resembling fat. After
the removal of this fluid a large tumor still remained, which
I considered malignant in character. She was very weak,
cachectic, and greatly emaciated. Although strongly urged
by her physician and friends to operate upon her, I declined.
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December 30th, 1868, I visited her again. She had in-
creased very much in size, and the distention was extreme.
The superficial veins were large aud purple; the vulva, va-
gina, and lower extremities greatly swollen, and the uterus
beyond reach. The patient, her friends, and physician in-
sisted on an operation. But my opinion remained unchanged.
I had decided that the disease was not ovarian, that the
fluid was in the cavity of the peritonenm, the tumor malig-
nant, and therefore an operation would be of no avail. At
their urgent solicitation, however, I consented to make an
incision about two inches long to the left of the cicatrix, so as
to enter the abdominal cavity, and drew off several gallons
of bloody fluid, filled with broken -down, soft, brain-like
tissue. I then exposed the tumor to view. It was of a gray-
ish color, covered with large purple veins, and adherent by
very soft vascular tissue to the abdominal walls, and bled
freely on handling. The enlarged fundus uteri was felt in
front, with the tumor attached closely to its posterior wall.
The finger could be pushed into the substance of the tumor
as easily as into soft brain, which it closely resembled in
structure. The medical gentlemen present were all satistied
that the diagnosis was correct, that the disease was medullary
sarcoma, and that further proceedings should be abandoned.
She died twenty-eight hours after. A post-mortem examina-
tion was not permitted.

i. Case CXXIV.—A solid malignant tumor of the right ovary,
accompanied by ascites ; ovariotomy ; death on the thirteenth day
after the operation. June 1Tth, 1871, Mrs. J. A. P., of Wilming-
ton, Delaware, consulted me in reference to an abdominal
tumor. She was thirty-two years old. Menstrnation com-
menced at twelve years of age, continued regularly for three
months, was then suspended for a long time, and, when it
returned, it did so every three weeks until she was married.
She was married in March, 1863, after which she became
more regular. She had three children; the youngest was
two years old. Laectation was free, and she did not men-
struate while nursing. Latterly the menses had been scant,
and continued for two weeks. |
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The patient first noticed the tumor on the 19th of April,
1871. Three weeks before I saw her, Dr. Wales, of Wil-
mington, Delaware, examined her. IIe diagnosticated ascites,
coexisting with pregnancy. On the 15th of June she was
tapped by Drs. Wales and Bush, removing eighteen pints of
amber-colored fluid, containing, after standing, a whitish
sediment. The fluid coagulated by heat.

Although tapped only two days before I saw her, she was
as large as a woman at full period of utero-gestation. There
was evidently an accumulation of fluid, to the amount of six
or eight quarts, in the cavity of the peritoneum. The reso-
nant sound existed over the highest point of the abdomen in
all positions of the body. A tumor could readily be detected
immersed within and surrounded by the fluid. It was very
movable, slightly uneven, and felt like a compaet multilocular
tumor. The uterus was eentral, movable, and non-adherent to
the tumor, as both could be rubbed on each other, and moved
independently of one another. The pelvis was free from hard
deposits, and did not indicate the presence of malignant
trouble. The lower portion of the tumor could be felt in the
superior strait of the pelvis, anterior to the fundus uteri, and
communicated to the hand a sensation resembling that of a
uterine cauliflower excrescence. The tumor was extensively
movable, could be pushed high in the abdomen, and to the
opposite side. An examination by the speculum revealed
granular inflammation of the os uteri.

The patient considered herself pregnant, but I was satisfied
that she was not.

The diagnosis was, a compact multilocular tumor of the
right ovary, with peritoneal effusion. The fluid may originate
in the tumor itself, and exude through an opening in its
envelope,

June 26th I removed the tumor. It was the right ovary,
and resembled in shape a hypertrophied kidney, and its
pedicle was connected with the tumor, so as to resemble the
pelvis of the kidney. Fig. 25 represents the tumor.

The specimen was given to Dr. J. Ewing Mears for ex-
amination, who reported as follows: “In shape, the tumor
resembles, in a very marked manner, an enlarged kidney.
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One extremity is much larger than the other. The weight
of the tumor is three pounds, less one ounce. Its long diam-
eter measures twelve inches; its transverse diameter is six
inches; the length of the greater curvature is twenty inches;

Fig. 25.

that of the lesser curvature is six inches. The large extremity
and the greater portion of the greater curvature are stained
and mottled ; the remaining portion is of a dull white color.
On pressure it feels dense, hard, and nodulated, the nodules
varying in size. In some places, especially toward the large
extremity and along the upper border, it is softer, and cavities
can be detected; the surface is nodulated, the masses pro-
jecting above the surface.

“ A section was made along the greater curvature, and
the following conditions observed: that portion about the
small extremity was extremely dense and resistant. Toward
the large extremity it was softer, and the knife passed with
less resistance. At this point the tissue was stained and soft
to the depth of about one inch. Below this the substance
was uniformly dense and firm. The color was grayish-white.
A quantity of juice exuded on making the section. The
appearance of the divided tissue was markedly fibrous.
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About the middle of the greater curvature a cyst, the size
of an English walnut, was found. Just at the lower border
of the stained portion,in the substance of the tumor, another
eyst was found, larger than the one just mentioned. It con-
tained a thin, sanguinolent fluid. At varions points along
the upper border, embracing the large extremity, a number
of small eysts were found.

“Sections were taken from the white and stained portions,
and submitted to microscopic examination. That from the
white, dense portion showed a fibrous stroma, in which were
imbedded numerous variously-shaped cells, with oil globules
and granular matter. The fibrous stroma consisted of fibres
presenting many different arrangements,—some lying par-
allel and close, others crossing at various angles, and others
again forming alveoli. The cells varied in shape, being
round, oblong, and oval, and contained many nuclei.

¢ The section from the stained portion presented a fibrous
texture less dense, and there was exhibited a great tendency
to the alveolar arrangement of the fibres. The fluid from
this portion contained many blood corpuscles,—the cells did
not differ from those found in the white, dense portion.

“The tumor appears to me to be a specimen of scirrhus, or,
according to Rokitansky, fibro-carcinoma of the ovary. It
is the rarest form of cancer which attacks the ovaries. It is
of slow growth, and is frequently associated with secirrhus in
other parts of the body. Frequently it exists for a long time
without producing any visible cachexia.”



CHAPTER XX,
RECTOCELE AND CYSTOCELE.

Tue walls of the recto-vaginal cul-de-sac may be pushed
downward either by bowel or an ovarian tumor, so as to force
the posterior wall of the vagina through the os pudendi,
and cause all to hang down between the thighs like the uterus
in a state of procidentia. In either case, the protruding
tumor will be more or less tense when the patient is in an
upright position, and more relaxed when in a recumbent
posture. In the case of an ovarian eyst, the tumor will be
dull on percussion, and more or less translucent by trans-
mitted light; while in hernia the percussion sound will be
resonant, and the tumor perfectly opaque. Should, however,
a multilocular ovarian tumor, composed of very small cysts,
occupy the cul-de-sac, transmitted light would not aid the
diagnosis, and the only distingunishing sign would be the dull
percussion sound. Usually, too, abdominal enlargement is
associated with an ovarian protrusion; while in intestinal
displacement, the abdomen is flat. Ascitic fluid, also,” may
collect in the recto-vaginal cul-de-sac. In such a case, the
fluid would float the intestines out of the pouch, and the
tumor assume most of the characteristics of a unilocular
ovarian cyst oceupying this space, viz., dull percussion
sound, transluceney, and abdominal enlargement. Ilere the
percussion sounds over the abdomen could only clear up the
difliculty.

I do not remember to have met with an instance in which
the intestine or an ovarian tumor caused protrusion of the
anterior wall of the vagina, but a hernia of the bladder is
by no means a rare occurrence. The catheter will at once
detect it. The uterus, in both cases, may remain in the
pelvic cavity. ]

(394 )
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a. Casg CXXV.—Rectocele caused by a multilocular ovarion
tumor ; diagnosis confirmed by ovariolomy. November 25th,
1863, Mrs. H. I. consulted me. She was twenty-nine years
old ; menstruated at the age of thirteen ; was married before
she attained her seventeenth year; and had two children,
the youngest ten years old. After the last childbirth her
abdomen remained larger than natural, and nine months
afterward she swelled rapidly. She was tapped seven times,
seven gallons of fluid being removed at each tapping.

The abdomen was very large, and quite uniform in shape,.
One large cyst occupied the left side, another the right side,

Fig. 26,

i: S
and a large multilocular mass the centre. Desides, there
was a large protrusion from the vagina, back of the retained
uterus, the size of a child’s head. This was dull on percus-
sion, translucent, soft, fluctuating, and entirely reducible by
pressure while the patient was in a recumbent position. (See
Figure 26.)

Diagnosis.—Rectocele cansed by the presence of an ova-
rian cyst, which was confirmed by ovariotomy.

b, Case CXXVI.— Reclocele caused by an ovarian cyst; diag-
nosis confirmed by ovariotomy. April 2d, 1868, I examined Mrs.
T., of Williamsport, Pennsylvania. She was about thirty-
eight years of age; had several children, the youngest three



396 DIAGNOSIS OF OVARIAN TUMORS.

years old. Menstruation was regular and rather profuse.
After the last parturition, she noticed that the abdomen did
not return to its usnal size. About one year before I saw
her the abdomen began to enlarge, and at the time of my
examination it was greatly distended. DBefore the swelling
commenced, there occurred a prolapsus of the posterior
wall of the vagina, which protruded as large as a goose-egg,
and gave her much annoyance. This was supposed to be a
recto-vaginal hernia. Examined in an upright position it
became tense, but in a recumbent position it was flaccid,
and under pressure it receded. The percussion sound was
dull, and when a strong light fell on it, it was rendered
translucent.

Diagnosis.—Rectocele caused by an ovarian cyst, which
was afterward confirmed by tapping and ovariotomy.

e. Case CXXVII.— Cysfocele mistaken for a cystic tumor, in-
terfering with delivery, and excised during parturition. Some
years ago I was requested to visit a woman, who had been
confined several months before, and ever after had been
troubled with a constant discharge of urine. My brother
saw the case with me. There was no bladder,—nothing but
a small patch of vesical mucous tissue could be seen. There
was a short urethra, through which the catheter was passed
into the vagina, and this patch of mucous membrane formed
the anterior wall of «the vagina.

The patient informed us that while pregnant there was a
protrusion from the vulva, which varied in size. During
parturition, which was severe and protracted, this tumor
became large and hard, and seemed to obstruct the passage
of the child. She said that the physician, believing it to be
a tumor, cut it away, after which the child was born.

The condition of the patient seemed to verify the state-
ment.




CHAPTER XXI.
HYPERTROPHY OF THE ABDOMINAL WALLS.

THE most common cause of enlargement of the abdominal
walls in women is an adipose deposit in the subcutaneous
tissue. When occurring in the married, during menstrual
life, it often leads to the suspicion of pregnancy as well as
of tumor; and when it supervenes in the unmarried, or after
the climacterie period, the apprehension of abdominal tumor
sometimes becomes very great. Not only the patient herself,
but her friends and medical attendant not unfrequently are
deceived as to its real character. As a general rule, how-
ever, there is one feature in these cases which uniformly
exists to distingunish such hypertrophy from ovarian enlarge-
ment : in the latter, the increase is usually confined to the abdomen ;
in the former, it is universal. Associated with an ovarian tumor
there may also be, as in the excessively fat patient, greatly
enlarged lower extremities; but this condition usually arises
from obstructed circulation, and is characterized by edema,
which will pit on pressure, whereas the merely fat limb is
elastic and will not pit. Or, there may be an accidental
phlebitis in the vessels of the lower extremities, or phleg-
masia dolens, accompanying an ovarian tumor, producing
enlargement of the lower extremities, which cannot be dis-
tinguished from the adipose limb by this quality of pitting
on pressure. The milk-leg, however, can never be mistaken
for fat, as it i1s non-elastic and sensitive to pressure, and
usually incapable of free motion. Besides, in ovarian tumor
the upper extremities and other parts of the body are usually
emaciated, while in the fatty abdomen other portions of the
body correspond with the lower limbs.

When a corpulent person is placed in a recumbent position

on the back, and the abdomen palpated and percussed, an
26 (397)
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inexperienced observer may readily be misled. The peculiar
elasticity of adipose tissue, particularly in large aceumula-
tions in the abdominal region, somewhat resembles that
associated with an ovarian tumor. Palpation may confound
one with the other, and percussion causes a vibration or
tremulousness that has been mistaken for fluctuation. Such
a combination, therefore, of enlargement, elasticity, and
apparent fluctuation, as exists in a fatty abdomen, embraces
three characteristics of an ovarian tumor. The sounds re-
turned on percussion are also so masked by the superincum-
bent layer of fat that they may lead the unpracticed ear into
error, for they are seldom resonant; being semi-resonant, or
almost dull, they may be mistaken for the dull sounds noticed
in ovarian eysts. By making strong and deep pressure, how-
ever, with one finger, and using pretty forcible percussion,
the resonant sound may be more plainly evolved ; or by turn-
ing the patient upon the sides, and percussing the lumbar
and inguinal regions in that position, where also the adipose
tissue is less developed, more satistactory results may be
obtained.

Should there be any doubt thus far as to the character of
the case, it may probably be cleared up by the following
procedure: grasp the walls of the abdomen with the hands, If
they be hypertrophied by fat, the hands will be filled with large rolls
of lissue, which can be liffed off from the muscular parietes and
moved lo and fro over their surface, while at the same time an
estimate may be made of the amount of enlargement beneath
the adipose wall, and within the cavity. In ovarian tumor,
as a general rule, the integnment is comparatively thin, and
the same manipulation will prove that the tumor is not out-
gide of the muscular wall, but within the abdominal cavity.
Still, an exceptional case may sometimes occur where an
ovarian tumor may be found within the cavity of an abdomen
having fatty walls. In this case an examination of the patient,
when placed on her side, in the lumbar and inguinal regions,
with particular attention to the sounds elicited by percussion,
will enable the surgeon to arrive at a correct diagnosis. Ac-
cording to my experience, however, an ovarian tumor is rarely
so associated, except in the early period of its history, or while
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of diminutive size. DBut the same remark will not apply to
uterine fibroids, which are not unfrequently found in fat
women. In the latter case, an examination per vaginam,
and with the uterine sound, will generally lead to their
detection. In uncomplicated fatty enlargement alone, the
toucher is also a valuable aid in diagnosis, as the relations of
the uterus to the pelvis or to surrounding parts are in no wise
affected by it.
The following cases will illustrate these points:

a. Case CXXVIIL.—Adipose hypertrophy of the abdominal
wall mistaken for an ovarian tumor. February 19th, 1863, I
was requested by Dr. R., of Ohio, to see his wife, whom he
believed to be suffering from an ovarian tumor, and whom
he had brought to this city for the purpose of consulting me.
At the suggestion of Dr. W, then of Philadelphia, a surgeon
in the army, he had been treating her for some time with
iodine, but without any advantageous results.

She was a ruddy, hale, hearty-looking woman, the very
picture of health, very fat, and about thirty years old. She
had three children,—the last one being born a short time
before in a Southern prison. She was confined the same
night on which she was taken prisoner, and the child was
dead-born. She recovered well, but afterward complained
of pain in the left ovarian region. She had beem growing
rapidly larger, but the increase was general, not contined to
the region of the abdomen.

Struck by her perfectly healthful appearance, I inferred
that there must be some mistake about her condition.

I, however, examined her carefully in company with her
husband. She was placed first in a recumbent position on
her back with the abdomen exposed, Percussion returned a
feebly resonant, almost dull sound over the whole anterior
surface of the abdomen. There was a considerable promi-
nence, but it was loose, flabby, and had a dough-like elas-
ticity. No nodules, ridges, or inequalities of surface, or of
texture, could be detected. There were no signs of fluctua-
tion : only a peculiar kind of vibration or tremulousness was
present on percussing the abdomen. Upon grasping the cu-
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taneous layer with the hands, large rolls of fat could be lifted
away from the muscular walls, beneath which the abdomen
was estimated to be of no unusual size. On changing her
position to either side, so as to allow the most fatty portion
of the abdominal wall to gravitate from the lumbar and
inguinal regions, and then making deep pressure with the
outstretched finger over these regions, and percussing on it,
a distinetly resonant sound was evolved from both sides. No
tumor could be felt in these positions by the most careful
examination.

The nterus was found in a proper position, of the natural
size, and quite movable. The sound entered the normal dis-
tance, The pelvis was free. The os tines having a velvety
feel, a speculum examination was made: it revealed a con-
dition of granular inflammation, which accounted for the
ovarian pain.

The diagnosis was positive against the existence of ovarian
or other form of tumor, to the great delight of both the doctor
and his wife.

At the meeting of the American Medical Association held
in May, 1872, I met Dr. R., who informed me that about two
years after his visit to Philadelphia in 1863, his wife died
rather suddenly. An autopsy was made. Death was caused
by an abseess of the liver, and both ovaries were found to be
normal.

b, Case CXXIX.,—Adipose hypertrophy of the abdominal wall
mistaken for an ovarian tumor ; all arrangements made for ovari-
otomy. October 25th, 1865, I visited the *“ Home of the Aged
and Infirm,” New York, by invitation of the managers of
that institution, for the purpose of removing an ovarian
tumor from one of the inmates. A physician of consider-
able experience in abdominal tumors had examined the pa-
tient, had decided upon its character, had corresponded with
me in reference to the operation, had invited several physi-
cians to be present, and had completed all the preliminary
preparations for the operation,

The patient was Miss A. C.,, aged fifty-two years, and blind




HYPERTROPHY OF THE ABDOMINAL WALLS, 401

from birth. She had always enjoyed good health, and had
menstruated regularly until one year before, when she had
an attack of flooding, at which time the menses ceased al-
together.

I found the patient to be a large and very fat woman, with
a great quantity of fatty deposit in the subeutaneous tissue
of the abdominal wall. = All the signs characterizing the
preceding case were well marked in this, and not the least
evidence of an abdominal tumor could be detected. The
prominence of the abdomen, with the masked sounds on per-
cussion, had, no doubt, deceived her intelligent physician.
An examination per vaginam discovered an enlarged uterus,
the sound entering nearly four inches. This was the only
morbid condition that could be discovered.

The attending physician and those assembled to assist in
the operation were all disappointed and surprised at the
announcement of my diagnosis: that there was no ovarian
tumor, and nothing but an adipose hypertrophy of the ab-
dominal wall.

¢. Casg CXXX.—Adipose hypertroply of the abdominal wall
mistaken for an ovarian tumor; a day fized for an operation.
May 3d, 1871, while at San Frauncisco, California, in attend-
ance upon the meeting of the American Medical Association,
I visited the California State Woman’s Hospital, by special
invitation of the surgeon in charge, to examine a case of
ovarian tumor, the removal of which had been fixed for
Monday following, May 8th. Dr. John Morris, of Baltimore,
accompanied me. On arriving at the hospital, however, in
consequence of a misunderstanding as to the time of the
appointment, the attending surgeon was not present. We
passed through the wards, guided by the nurse, who pointed
out to us a very corpulent woman as the patient to be operated
on for the removal of an ovarian tumor. The whole appear-
ance and physiognomy of the patient were so expressive of
the most perfect health, that I immediately turned to Dr.
Morris and remarked that the patient could not be the sub-
ject of an ovarian tumor, or of any very serious trouble.
No examination was made on that day.
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Next day [ visited the hospital with the surgeon in charge,
who,in giving me a history of the case, stated that Dr. Storer,
of Boston, then in San Francisco, had examined the patient,
and had agreed with him that it was a case of tumor, and that
they had fixed on the succeeding Monday for ovariotomy.

The patient, as before stated, was a very large, corpulent
woman, with a fatty, protuberant abdomen, about forty years
old, and had grown rapidly fat. On examination, the uterus
was found to be normal. The pelvis was free. The functions
of life were perfect. All the signs peculiar to an abdomen
loaded with fat, and heretofore described, were well marked.
I was perfectly satisfied that there was no tumor. There may
have been a fatty omentum, but there was certainly no tumor.

In consequence of this diagnosis, the operation was not
performed.

It is unnecessary to continue these illustrations, as the
symptoms are pretty uniform in all cases of fatty enlarge-
ment. The cases resembling tumor and pregnancy are by
no means unfrequent. As a general rule, those cases that
mislead the surgeon are associated with some form of uterine
trouble, which, usually producing more or less distress and
inconvenience, causes both patient and physician to attribute
their occurrence to the existence of a tumor, as evidenced
by the increase in size.

There is, however, another condition of the abdominal
wall, aceompanied sometimes by enormous hypertrophy, cal-
culated to lead to error of diagnosis, but which is exceed-
ingly rare. I will record two instances, one of which is most
extraordinary :

d. Casge CXXXIL.— Hypertrophy of the muscular wall of the
left side of the abdomen, resembling e tumor. June 25th, 1869,
I examined Mrs. C. H. L. at the office of Dr. John Morris,
Baltimore, Maryland. She was forty years old, and had six
children, the youngest two years old. Menstruation com-
menced at the age of fifteen, and was always regular. She
was married at twenty-seven years of age,

She was a large though not a fat woman, with a very
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protuberant and pendulous abdomen, but otherwise uni-
form in shape. When in a recumbent position, the per-
eussion gound was dull over the whole left side, whether she
was on her back or sides, and resonant elsewhere. Very
little adipose tissue could be discovered beneath the skin, as
the latter was quite thin and could be readily gathered up
from the subeutaneous tissue. The arms and legs were not
unusually large, and by no means corresponded with the size
of the abdomen. When the walls on the right side of the
abdomen were deeply grasped by the hands, the muscular
parietes could be seized and lifted np, and seemed compara-
tively thin ; while those on the left side could not be grasped,
the parts beneath the skin being very thick, unyielding, and
somewhat painful. Though both sides were so different to
the tonch, to the eye they were alike. Nothing abnormal
could be detected within the cavity of the abdomen, and the
hypertrophy appeared to be confined to the parietes of the
abdomen on the left side, beneath the skin. The uterus was
small, and healthy. The pelvis was free,

Diagnosis.—Hypertrophy of the muscular wall of the left
side of the abdomen,.

This patient became pregnant afterward, and miscarried
with a dead child.

e. Casg CXXXIIL—FElephantiasis of the abdominal wall, pro-
ducing enormous enlargement of the abdomen, mistaken for an ovarian
tumor. August 12th, 1868, I visited Mrs. J. L., of Mount
Eagle, Centre County, Pennsylvania, in consultation with
Dr. E. Parry, of Lock Haven, and T. Rothrock, of Howard,
of the same county. The case had excited intense interest,
and several physicians had seen the patient. All pronounced
it a case of abdominal tumor, and some of them an ovarian
tumor. Some recommended ovariotomy, and seemed willing
to attempt it, while others thought the removal of the tumor
was impracticable.

The patient was sixty years old, the mother of twelve chil-
dren, the youngest one grown up. She was a woman of
small stature, and at the time of marriage weighed only one
hundred and eleven pounds. Up to the time I saw her she
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had always enjoyed excellent health, notwithstanding her
great size,

When about fifty years of age, she began to increase in
size, and ever after continued to grow larger. For some
time before I saw her she thought that she was losing flesh
in the upper portion of the body, while the abdomen con-
tinued to enlarge. I found her sitting up on a chair, with
her immense abdomen projected far in front of her and sup-
ported on another chair, so that the seat of the chair was
wholly occupied. She was perfectly happy and cheerful, free
from pain, and had the physiognomy of good health. The
face, hands, and feet were of ordinary size, but elsewhere
she was enormous. The shoulders, arms, hips, thighs, and
legs were greatly enlarged by what I considered adipose
deposit, but the tissue was very flabby and soft; while the
abdomen itself seemed to get its enormous size from hyper-
trophy of the dermoid tissue, apart from any adipose deposit.
On attempting to grasp the abdominal wall, it was found to
be impossible, in consequence of its inelasticity. The cutis
vera itself seemed to be thickened, varying from four to eight
and ten inches. To its entire depth it was hard, rigid, and
inelastic; and it was so hypertrophied that the hair follicles
were scattered over the surface, with intervals of from one-
half to one inch between them, and the follicles themselves
were large enough to be seen across the room. There was no
@dema anywhere to account for the size, and the abdomen
was firm and resisting, and of great weight. The umbilicus
was retracted, and of such a depth that the index-finger could
be passed in its whole length, as into the finger of a glove.

When in bed, she could only lie upon the sides, in conse-
quence of the great size and weight of the abdomen. She
required to be turned from side to side several times during
the night, and, as she could not accomplish this herself, her
husband, who occupied another bed in the same room, would
aid her by seizing the huge mass and hoisting it over her to
the other side of the bed.

I examined her per vaginam while she lay in bed. The
uterus was small, movable, and in proper position; the
vagina natural. :
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Digestion, defecation, urination, and all the vital funetions
were regular,

The following measurements were taken: round the waist,
forty-five inches; round the abdomen, ninety-two inches;
from one superior spinous process of the ilium to the other,
across the abdomen, sixty-four inches ; from sternum to um-
bilicus, twenty-two inches; from umbilicus to pubes, forty-
three inches; round the thigh, thirty-six inches; round the
calf of the leg, twenty-three inches; round the arm, fifteen
inches. Weight, four hundred and fifty-five pounds. It may
be stated, as a mere matter of curiosity, that her husband
weighed two hundred and eighty-one pounds!

Diagnosis.—Elephantiasis of the abdominal wall.

The following particulars were communicated to me after-
ward by Dr. Parry : ¢ October 24th, 1868, she had an attack

Fig. 27.

of hemiplegia, with loss of sensation on the right side; her
sight and hearing returned fully in about two weeks, and
her speech partially. She improved so much by the 7th of
January, 1869, as to be able to sit up. October 4th, 1869,
she had an attack of apoplexy, and died next day. No post-
mortem examination was allowed.

Figure 27 will afford a good idea of this remarkable case.



CHAPTER XXIIL
ADHESIONS.

As the questions of General and Differential Diagnosis
have been so extensively considered in reference to the
operation of ovariotomy, it will be proper, before conclud-
ing our subject, to point out the indications of adhesions,
and their bearing upon the propriety of an operation. Upon
this question, however, I think the large mass of the pro-
fession is at fault, in magnifying the importance of adhesions
and in dreading to encounter them. Parietal adhesions cer-
tainly involve no vital organs, and in the large majority of
cases may be separated with perfect impunity. The tender,
delicate, and susceptible peritoneum no longer exists as such;
its character has been altered. DP’hysiologically it is not peri-
toneum, and its pathologieal change renders it less liable to
take on traumatic inflammation than the unaltered healthy
membrane. Parietal adhesions complicate an operation, but,
in general, do not unfavorably affect its results. This ob-
servation, however, will not apply to all cases. Vascular
parietal adhesions when separated may cause hemorrhage,
which is usuvally under our control, and subsequent septi-
cemia,—a rather rare occurrence. Even omental adhesions,
which are quite as common as parietal, are not so serious as
is generally supposed, and, when properly managed, do not
greatly affect the results of an operation. Operators of large
experience, I think, will agree in these views, and the ob-
jections will be found to originate with those who have little
or no experience in ovariotomy. There are other forms of
adbesions, however, which are very grave, but fortunately
more rare. I allude to visceral adhesions. These, while
they augment the dangers of an operation, do not always
forbid its completion. Ovariotomy has been successful in

(406)
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cases complicated with the most extensive visceral adhesions,
such as those between the tumor and the intestines, the
bladder, the uterus, the liver, ete. Indeed, it is surprising
to see how rapidly a patient will sometimes recover after a
most desperate operation, involving, to a great extent, the
most vital abdominal organs. And, on the other hand, it is
equally surprising to find a fatal termination sometimes fol-
lowing the removal of a simple non-adherent eyst, which
would seem to offer the best prospects of success.

In the consideration of this subject it will be well to make
the following division :

A. Ovarian tumors without adhesions.

B. Ovarian tumors with parietal adhesions.
C. Ovarian tumors with omental adhesions.
D. Ovarian tumors with visceral adhesions.

Is it possible to diagnosticate the existence of these
several conditions? And, if it is possible, will it be proper
and advantageous, in considering the propriety of ovario-
tomy, to regard these several forms of adhesions as bar-
riers to an operation, in view of our past experience in the
results of such operations? These questions will now be
considered.

A. Non-adherent ovarian tumor,—In deciding the ques-
tion of adhesions, both the history of the case and the physical
examination of the patient are important. If the tumor has
originated without pain, and, throughout its whole develop-
ment to the present time, has been unaccompanied by sutfer-
ing; if, when small, or reduced in size by tapping, it could
be pushed about, or it rolled from side to side on changing
the position of the body; if, when it completely fills the ab-
domen, it can be, even slightly, shifted in position without
carrying the walls of the abdomen with it, or if the walls
can be lifted from and moved over the tumor; if deep in-
gpirations are accompanied by downward motions of the
tumor ; if, upon attempting to rise from the supine to the
erect position, without the aid of the arms, an oval projection
is formed in the umbilical region; and if, on palpation and
pressure, the abdomen is free from pain: the inferences would
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be strongly in favor of a tumor non-adherent,—at least to the
walls of the abdomen.

If, in addition, the functions of life are properly performed,
—the appetite and digestion are good ; the tongue is natural ;
skin is soft ; breathing is unimpeded ; pulse is regular and not
too frequent ; the renal, intestinal, and uterine functions are
normal ; and there is no constitutional disturbance or general
dyscrasia : we may also infer that the tumor is free from omen-
tal and wisceral adhesions.

Finally, if, upon a vaginal, vesical, and rectal examination,
we find that the pelvis is entirely free from an unyielding
tumor; that the pelvie organs are all ér sifu ; that the uterus
is healthy and easily movable, and that it and the tumor can
be moved about without the one aftfecting the other: we may
conclude that there are no pelvic adhesions or complications.

Ovariotomy, in such a case, offers the very best results, and
better, in my opinion, than any other established capital oper-
ation in surgery.

Caseg CXXXIIL—A non-adherent ovarian cyst; operation ;
recovery, May 18th, 1870, Mrs. M. consulted me at my office
in reference to an abdominal enlargement. She was forty
years old; first menstruated at the age of fifteen years, and
had always been regular. She married at the age of twenty ;
had two children, the youngest being sixteen years of age,
and two miscarriages when two months advanced in preg-
nancy, the last about four years before I saw her.

The enlargement of the abdomen commenced in the spring
of 1868. She never had pain, and had no funectional derange-
ment. IHer general health was good. Her attention was
first drawn to her condition in consequence of her clothes
becoming tighter at the waist, The increase in size was
gradual.

She was as large as a woman at the full period of preg-
nancy. The shape of the abdomen was uniform ; fluctuation
was distinet ; the pelvis was free; uterus was in sifu, and the
gound entered two and a half inches. Indeed, all the above
indications of a non-adherent tumor existed. There was
resonance in the left hypochondriae and lumbar regions.
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Diagnosis.—Unilocular ovarian tumor of the right ovary,
free from adhesions.

May 26th, 1870, ovariotomy was performed; an incision of
two and a half inches was made, and eighteen pints of fluid
removed, the emptied non-adherent eyst was readily with-
drawn, the operation was completed, the wound was dressed,
and the patient was placed in bed, in less than fifteen minutes.
The operation was followed by a rapid and uninterrupted
recovery.

B. Ovarian tumor with parietal adhesions.—The early
history of an adherent tumor may correspond with that of
one non-adherent ; but if we are told that in the course of its
development the patient had been seized with abdominal
pain, accompanied by fever and other derangements of the
system, local or general peritonitis may be apprehended, and
adhesions may have occurred as the result of the inlamma-
tion. If the tumor, when small, is not capable of being dis-
placed from its bed by ordinary pressure, or by changing the
position of the body ; or, when large, it is impossible to move
it to the smallest extent without pulling the walls of the ab-
domen with it ; if the abdominal walls cannot be lifted from
the tumor, or moved over it ; if deep inspirations do not alter
the relative position of the tumor and the abdominal parietes;
or if the contraction of the recti muscles fails in producing
the oval projection in the nmbilical region; and if the abdo-
men is sore to pressure, or with motion: it is right to infer
the presence of adhesions. In manipulating the abdomen,
a sensation of crepitus, resembling the crackling of leather,
may occasionally be noticed, which is described as a sure in-
dication of adhesions, but which is by no means reliable, as
in some cases it exists in a most marked degree in non-
adherent tumor. The same may be said of bruit de frotte-
ment when it is detected by auscultation. Still, they may be
taken as signs of adhesions, the result of recent inflamma-
tion. These peculiar sensations and sounds, in the excep-
tional cases just referred to, may depend upon some condi-
tion within the tumor itself, when adhesions are not associated
with them.
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Even in the absence of pre-existing symptoms of inflamma-
tion, the presence of adhesions may be inferred in cases of
enormous growths., Extreme distention alone, causing un-
interrupted and great pressure between the surfaces, impair-
ing the tone and action of the abdominal museles, and thereby
destroying attrition and motion between those surtaces, will
bring them in such close contact that strong adhesions may
occur from the pressure, independent of inflammatory causes.
The same effects may result from a course of tight bandaging,
even where the tumor is not of extraordinary size, pressure of
a bandage having the same effect as the pressure of the
tumor. In illustration of the effects of pressure I will cite
the following case:

Casg CXXXIV.—An ovarian tumor, with strong parietal ad-
hesions arising from the effects of tight bandaging ; ovariolomy ;
recovery. QOectober 12th, 1866, I examined Miss M. T., of the
city of New York. She was twenty-three years of age; first
menstruated at the age of sixteen, and has always been regu-
lar, at intervals of three weeks. She was in the habit of
wearing very tight bandages, in order to arrest the progress
of the abdominal enlargement. The bandage was worn as
tightly as it could be drawn, and yet she had become so habitu-
ated to it that it was worn with comfort.

She was much larger than a woman at the full period of
pregnancy; measuring round the waist twenty-nine inches,
round the umbilicus forty-one inches, from sternum to um-
bilicus eleven inches, from sternum to pubes twenty-three
inches, and between the two superior spinous processes of
the ilia twenty-six inches.  All the signs of a unilocular ova-
rian cyst were present, with some hard deposits in its walls.
Fluetuation was distinet. The uterus was small and movable,
and the sound entered only half an inch. There had been no
evidences of inflammatory action, but signs of parietal adhe-
gions existed, which were diagnosticated as the result of the
tight bandaging.

October 31st, 1866, I operated on Miss T., assisted by Drs.
Peaslee, Janvierre, Brown, Field, Peters, of New York City,
Clarke, of Brooklyn, and Cutter, of Newark. It required
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an incision about six inches in length. The abdominal wall
and cyst wall were both thin, and so intimately united by ad-
hesions as to obscure the usnal line of demarkation between
them. The incigion, consequently, instead of being carried
through the abdominal parietes only, divided those of the
eyst, and gave exit to a dense, chocolate-colored fluid. In
attempting to separate the cyst from the wall of the abdomen,
it was almost impossible to distinguish one from the other
at the line of incision, as they were so intimately united.
I persevered, however, until I separated the layers, and
finally succeeded in stripping the cyst wall from the whole
inner surface of the abdomen, to which it was attached by
the strongest adhesions. Other attachments existed. The
patient recovered.

In the consideration of adhesions, the character of the
tumor itself should be taken into account. A malignant
growth is very apt to attach itself to everything with which it
comes in contact. A simple ovarian cyst, as a general rule,
is not so likely to form adhesions as a compound eyst, as the
latter usually is more largely and unequally developed, and
the dangers of inflammation are multiplied. In multilocular
tumors, when the symmetry of the abdomen is maintained,
there is less probability of adhesions than in those cases
accompanied by great inequality of surface and contour.

Tapping furnishes considerable aid in determining the
existence or non-existence of parietal adhesions. A non-
adherent unilocular eyst, on being emptied, will collapse;
its walls will fall together and recede from parts previously
occupied. Parts that were dull on percussion now become
resonant, and the dullness is confined to the lower portion of
the abdomen. On deeply grasping the central portion of the
abdomen, the cyst wall may be taken up between the thumb
and fingers, and may be felt slipping away from the grasp
as it recedes. If the cyst wall be very thin, however, the
grasp will not so readily detect it, and the abdominal wall
will sink in more, after tapping. As the eyst again refills, its
boundaries will be more clearly marked, and contined to the
lower portion of the abdomen ; and as the fluid accumulates,
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the resonance around its periphery will be uniform, being
most deficient on the side from which the tumor originates.
The tumor, as it again develops, will be capable of being
moved to a greater or less extent as it enlarges. These con-
ditions will exist until it again assumes its former size.

An adherent unilocular eyst will not recede from the ab-
dominal wall after being tapped. The dullness on percussion
will be more extended, and the peripheral resonance masked
or less decided. The slipping of the cyst from the grasp
will not be so evident. The refilling of the cyst will be more
diffused, and the inereasing tumor less movable, and not so
well marked in its contour until a later period. The ab-
dominal wall immediately after tapping has usually a more
doughy or cedematous appearance and feeling, and does not
sink to the same extent in its upper portion.

In considering the propriety of ovariotomy, too much
weight has been given to the presence of parietal adhesions.
Many operations, I fear, have been abandoned in their
incipient stage, in consequence of the existence of adhesions,
when they might have been safely completed. Although
complicating an operation, they offer no positive objections
to it, and do not greatly diminish the favorable results,
Hemorrhage from the walls of the abdomen is usnally under
control ; septiceemia arising from torn, dead tissue is a remote
cirecumstance ; and inflammation, as a consequence of such
adhesions, is very rare. The peritonenm, as has been stated,
has already undergone inflammatory action. Its physio-
logical condition has entirely changed. It no longer is the
tender, sensitive membrane capable of being readily in-
flamed. It in reality is not a normal serous membrane, but
an altered structure, not very liable to inflammatory action.
Hence, when parietal adhesions exist, peritonitis need not
be regarded as a serious objection in considering the pro-
priety of an operation.

C. Ovarian tumor with omental adhesions.—The
omentum is very frequently adherent to an ovarian tumor,
and particularly to the multilocular form. It may be attached
by a single fasciculus to any part of the tumor, generally to
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its superior, lateral, or anterior face, and may stretch, cord-
like, over the whole front of the tumor and be inserted into
the pelvic portion of it. Or, it may be spread over the whole
anterior superior portion of the mass like a fan, and be
attached to every part over which it is expanded. I know
of no means by which such adhesions may be positively
diagnosticated. I am disposed, however, to look for them
in all cases of large tumors, accompanied by resonance on
percussion over the upper border of the abdomen, and par-
ticularly when associated with epigastric distress or colicky
pains. Usually, the omentum when adherent becomes ex-
tremely vascular, and presents a rather formidable appear-
ance. Omental adhesions, however, do not forbid the com-
pletion of an operation, even when of the most extensive
character, nor do they very seriously affect its resnlt, unless
the stomach or colon is intimately implicated. Whatever
may be the uses of the omentum, it would seem that a large
portion of it may be removed without impairing the vital
powers, or very materially atfecting the success of an opera-
tion. Bo that, even could we be certain of the existence of
omental adhesions, they need not weigh much in the con-
sideration of the propriety of an operation.

Case CXXXV.—An ovarian tumor with very extensive omental
adhesions, and with other complications ; ovariotomy ; recovery.
May 1st, 1868, I visited New York to meet Professors Elliott
and Van Buren in consultation in the case of Mrs, S. W, H.,
of SBan Francisco, California. She was thirty-four years old,
had three children, was always regular until after the appear-
ance of the tumor, after which there was a tendency to
menorrhagia. The disease had existed about three years,
the size of the abdomen sometimes diminishing and again
inereasing.

The abdomen was larger than that of a woman at the full
period of gestation, irregular in shape, with a decided sulcus
ranning obliquely across the abdomen from the left hypo-
chondrium toward the right inguinal region, apparently divid-
ing the tumor into two large cysts. The track of this sulcus
was hard and resisting. The veins over the right side of the

27
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abdomen were engorged and large. The right inguninal
region was occupied by solid deposits, which extended to the
linea alba. Fluctuation was distinet everywhere, as in a uni-
locular cyst, even across the suleus. The upper portion of
the pelvis was occupied by abnormal tissue. The uterus was
congested. The sound entered one inch.

Dr. Van Buren stated that her pulse had never been below
one hundred per minute, and had been as high as one hun-
dred and forty, and quite compressible; and that her tongue
had been red and coated.

It was agreed to tap the patient, for the purpoese of aiding
the diagnosis, and also to afford her an opportunity to regain
her strength by tonies, good diet, and out-door exercise.
Accordingly the large trocar was entered to the left of the
linea alba, and twenty-eight pints of very dark, olive-colored
fluid were drawn away. It was somewhat opaque, adhesive,
and coagulated by heat. When collected in the tub it looked
almost black.

The tapping proved that there was but one large eyst, with
a polyeystic mass, flat in shape, and as large as an ut‘dmary
saucer, occupying the right inguinal region.

DhlgllDSlS —OQvarian tunmr

Mrs. H. came to Philadelphia, and I operated upon her,
June 17th, 1868, in the presence of Drs. George Maulsby,
U. 8. N., J. L. Atlee, of Lancaster, T. P. Christ, of Chester,
W. F. Atlee, Burpee, Keen, Mears, Cohen, and Landis, of
Philadelphia. An incision was made through the linea alba
about five or gix inches in length, and the cyst emptied.
Several parietal adhesions were next separated. The omen-
tum was then brought into view. It was thickened and
highly vascular, with immense and engorged vessels, and
was spread over the whole anterior surface of the tumor
like a fan, and strongly attached. It was stripped off and
placed in the hands of an assistant, in order to control the
hemorrhage until the operation was completed. The tumor
was now separated from the sides of the abdominal wall,
from the brim of the pelvis, and from the bladder, and its
pedicle, which was attached to the right side of the uterus,
clamped and severed.
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The hypertrophied and engorged omentum was now spread
out upon a napkin to examine for bleeding vessels; but there
was such a general oozing of blood that it was deemed best
to divide the mass into three fasciculi, and embrace each one
in a ligature, so as to secure all the bleeding vessels. This
was done, and five or six inches of the omentum, beyond the
ligatures, were removed. The three omental stumps were
gsecured by needles in the track of the wound, which in
other respects was dressed as usual. The patient made a
rapid recovery.

D. Qvarian tumor with visceral adhesions,—Visceral
adhesions, while they are the rarest, are the most fatal com-
plications of ovarian tumors. When a patient, during the
development and existence of an ovarian tumor, has been
free from pain, free from funetional derangement, with pretty
good general health, and without rapid emaciation, it may
be inferred that the tumor has no important connections with
the abdominal or pelvic organs. If, however, she has suffered
at any time severe abdominal pain, accompanied by fever,
indicating local or general peritonitis; if she is troubled
with grave hepatie, gastrie, or enteric symptoms, in the
ghape of jaundice, dyspepsia, stomatitis, colic, diarrheea, or
tormina of the bowels; and if she emaciates rapidly and
becomes an®mic; and if, with these, there is a frequent,
small, and irritable pulse, and an anxious, distressed coun-
tenance, with inability to sleep: we may infer the presence
of visceral adhesions. These troubles are sometimes the
result of ruptures of the cyst wall, looding the peritoneal
cavity with irritating fluids, producing the most violent symp-
toms, which, if they do not terminate in death, end in exten-
give adhesions between the tumor and abdominal and pelvie
organs. In all such cases we should suspect the gravest com-
plications.

The adhesions which occur in the pelvis, and which should
be classed under the above head, can be more certainly diag-
nosticated. The uterus may be displaced more or less, some-
times elevated beyond reach into the eavity of the abdomen,
the vagina being drawn upward with it into a cone, or funnel-
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shaped tube, leading to it. In the majority of cases the uterus
will be found elongated, as measured by the sound. The
bladder may also be displaced, dragged to one or other side,
or upward, and its functions more or less deranged. The
pelvis may be partially or wholly occupied by the tumor,
which is usually fixed and immovable. One or both of the
lower extremities are generally swollen and cdematous, and
the one that is first swollen usually corresponds with the
ovary affected.

These adhesions of an ovarian tumor to the abdominal
and pelvic organs are certainly of the utmost importance in
considering the propriety of a surgical operation, while at
the same time they constitute the very cases that terminate
in death most rapidly when left to their own course. Should
such adhesions positively forbid an operation ? I think not.
Recoveries, under such circumstances, are sufficiently fre-
quent to warrant it. Of all the organs, the intestinal canal
is most frequently implicated, and from its very nature forms
the most formidable complication ; but even this, to the extent
of several feet, may be so detached from the mass that a
patient may recover.

Case CXXXVI.—An ovarian tumor with extensive adhesions
of the infestines ; ovariotomy ; recovery. September 4th, 1867,
I visited the city of New York to see Miss II. O., in con-
sultation with Dr. James Anderson. She was nineteen years
of age, and had always enjoyed good health until the latter
part of February, 1867, when she noticed an enlargement in
the lower part of the abdomen, which gradually increased
through March ; and in the early part of April, near a men-
strual period, she was suddenly attacked with extreme pain
in the lower portion of the abdomen, accompanied by vio-
lent peritonitis, from which, under the care of Dr. Anderson,
she recovered. About two weeks after she was taken in
precisely the same way, and again recovered. This was re-
peated again in about two weeks, but in a much more aggra-
vated form and with more serious results. All the attacks
were so sudden that five minutes did not elapse before the
most acute symptoms supervened. After the last seizure,
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her abdomen enlarged rapidly and became dropsical; and
on the 6th of August she was tapped by Dr. Van Buren of
twenty-six pints of sero-purulent fluid, which by the micro-
scope was found to contain nothing but pus and epithelial
cells. It was represented as quite opaque, and yellowish in
color, and ran through the canula freely. The abdomen
collapsed, and no tumor was discovered. Dr. Van Buren
properly explained these attacks on the supposition that they
originated through the rupture of cysts, and the flooding of
the peritoneal cavity by their contents. Drs. Emmett, Elliott,
and Peaslee had also visited the patient.

I examined her in company with the Drs. Anderson,
senior and junior. She was much larger than a woman at
full period, measuring forty-six inches round the umbilicus.
Although tapped only four weeks before, she was larger than
she was then. The xiphoid cartilage was tilted up at an
angle of forty-five degrees. The only resonance on per-
cussion was over the borders of the chest above the swelling.
Fluctuation was distinct everywhere, as in a unilocular cyst.
No ridges or nodules could be discovered by palpation. The
lower limbs, particularly the left one, were swollen. Dr. A.
says this was the case previously to tapping, but afterward
the swelling disappeared, and that she recovered well from
the operation. Menstruation had occurred but once after
April.

The patient had been corpulent; but was now emaciated
and anwmic, and her general system very much broken down.

I tapped her, and drew off two large pailfuls of opaque,
pus-colored fluid, which did not coagulate to any extent by
boiling. It ran freely through a large canula, and toward
the last had a couple of small dark clots in it. As the fluid
was discharged I could feel the end of the canula rubbing
against a tumor back of it, which was followed by a slight
discharge of blood. While engaged in tapping her, I per-
cussed the abdomen several times, and found that the reso-
nant points were always above the border of the swelling
as the latter diminished. After all the fluid was drawn off]
a very careful examination was made. The abdomen did not
collapse as in ascites or in unilocular eyst, but was prominent
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from the umbilicus down. I could detect movable masses,
like multilocular tumors, oceupying that part of the abdo-
men, and also portions of a eyst above the umbilicus,

The patient, having always objected to an examination per
vaginam, was by her consent now placed under the influence
of an ansesthetic for that purpose. The hymen was firm; the
os central, and somewhat thickened; the cervix full and
flexed, so that the sound entered only one inch. A mass in
the left inguinal region could be moved without disturbing
the uterus; but one in the right side carried the uterus with
it. Otherwise the pelvis was free.

I took a specimen of the fluid with me to Philadelphia,
and had it examined by Dr. Drysdale. Ile discovered the
characteristic granular cell of ovarian fluid in large quanti-
ties. Although resembling purulent fluid, it contained
scarcely any of the pus corpusele.

September 18th, I visited New York for the purpose of
operating. The abdomen of the patient had again increased
to nearly the same size as when last tapped; her general
health had greatly declined; strength had rapidly dimin-
ished ; she had become very cachectic; the tongue was quite
red; the pulse was so small and frequent as scarcely to be
felt, and ranging from one hundred and forty to one hundred
and fifty per minute.

The following gentlemen had assembled at the house of
the patient: ¢ Mr. T. Spencer Wells, of London, England;
Drs. Julius Nicolaysen, of Christiania, Norway ; 8. Fitch, of
Portland, Maine; Andersons, senior and junior, T. 8. Fitch,
Fordyce Barker, Elliott, Thomas, Emmett, Burrall, and
Fetter, of New York.

At my request, Mr. Wells kindly examined the patient,
and coincided with me in the opinion that extirpation was
the only remedy.

An incision, seven or eight inches in length, was made
down to a very thin eyst,and two bucketfuls of fluid, like
that removed at the tapping, were removed. The cyst was
so intimately incorporated with the abdominal wall, and so
thin and fragile, that it was impossible to separate it without
tearing. The difficulties of the operation increased as it
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progressed, as the tumor seemed to have attached itself to
every point with which it came in contact. Extensive coils
of intestines, both large and small, were imbedded in the
walls of the cyst. Indeed,the tumor seemed to be composed
of intestines and eyst wall welded together. Instead of tear-
ing through the adhesions between the bowel and eyst, I
allowed a portion of the cyst wall to remain attached to
the intestines, and in doing so did not interfere with the
integrity of the viscera. Several feet of the intestines were
treated in this way. In the posterior wall of the tumor
were other eysts, containing a chocolate-colored fluid. After
the tumor was removed, the implicated intestines were care-
fully examined, and the internal lining membrane of the
attached cyst wall was stripped off, allowing the peritoneal
and fibrous coats to remain. There was considerable oozing
of venous blood, but only one vessel in the coat of the bowel
required a ligature, for which a linen thread was used and
cut off' close.

Notwithstanding the extreme prostration of this patient,
and the extensive parietal and visceral adhesions, she en-
tirely recovered and regained her health.

The intestinal canal is generally found adherent to the
superior, posterior, or lateral portions of the tumor, and very
rarely to the anterior surface. DBut when, on percussion, a
resonant sound is detected at a fixed point in front of an
ovarian tumor, in every position of the body, it may safely
be inferred that it depends upon the presence of an adherent
bowel.

The bladder, when adherent, is usually attached to the
anterior inferior surface of the tumor and drawn upward by
it into the hypogastric region; and this may be diagnosti-
cated by the sound being introduced into the organ when
empty and when full, and finding that it passed to the same
point under both cirenmstances.

E. Ovarian tumor with parietal, omental, and vis-
ceral adhesions. In some cases we may find all these
forms of adhesions—parietal, omental, and visceral—coex-
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isting in the same case, to a greater or less extent. And
yet, with all these complications, ovariotomy may be per-
formed with success, and the patient saved from impending
death.

Casg CXXXVIL—An ovarian tumor strongly adherent to the
walls of the abdomen, to the omentum, to the intestines, and to the
liver ; ovariotomy ; recovery ; afterward delivered twice of healthy
children at full period. May 22d, 1867, I was consulted by
Mrs. T. C., aged twenty-nine years. She first menstruated
at the age of fourteen, after which the menses were sus-
pended for ten months, and again returned and were regu-
lar. She married at the age of twenty-two years; had three
children, the youngest being eight months old and at the
breast.

Her abdomen was very large. It began to increase in size
ten months before, when she was seven months pregnant,
and grew very rapidly. The shape was uniform, fluctuation
was distinet, and it was free from nodules or ridges. The
uterus was in sifu, the sound entered two and a half inches;
and the pelvis was free. She measured round the waist
thirty-five inches, round the umbilicus fifty-one inches, from
sternum to umbilicus sixteen inches, from sternum to pubes
twenty-seven inches, and between the two superior spinous
processes thirty-two inches,

May 23d, I tapped her, removing fifty-tive pints of thick,
porter-colored fluid, which was coagulated by heat. After
tapping, several small masses could be felt in the lower part
of the abdomen, which were movable.

June 28th, 1867, I removed the tumor in the presence of
Drs. Drysdale, Burpee, Keen, Brinton, Stewart, Caldwell,
McDowell, Spooner, Hoffman, and Mustin. After making
an incision, and removing by the trocar several gallons of
chocolate-colored fluid, I attempted to dislodge the emptied
eyst, but found it everywhere strongly adherent to the walls
of the abdomen and to the adjacent viscera. Indeed, in the
upper part of the abdomen, a large portion of the cyst wall
was so firmly united to the liver that it was detached from
the tumor and allowed to remain. After finally breaking
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up all the parietal adhesions, and detaching the visceral
adhesions in the upper part of the abdominal cavity, allow-
ing portions of the cyst wall to remain, the tumor was rolled
out with the omentum and colon still attached to it. These
omental and intestinal adhesions were so close and vascular
that it was thought best to allow fragments of the cyst to
remain, rather than to tear them away. Another portion of
the omentum was torn off, secured by a ligature, retrenched,
and afterward fastened in the upper part of the wound. The
tumor was attached to the right side by a thick pedicle,
having the enlarged Fallopian tube embraced in it. The
clamp was applied and the tumor removed. Considerable
bleeding occurred, particularly in the right hypochondriac
region, directly from the vicinity of the liver. On inspeet-
ing the lower surface of the liver, it was found to be quite
ragged, as if the tumor had been strongly adherent to it.
Exposure to the air caused the ocozing of blood gradually to
cease.

The operation was followed by great and prolonged gastric
irritability, but the patient had a perfect recovery. She
became pregnant, and gave easy birth, at full time, to a fine
child, October 31st, 1868; and again in August, 1871.

In the chapter on General Diagnosis, there is another
instance, Case IIL., of the recovery of a patient after ovari-
otomy, where the tumor was universally adherent and im-
bedded in a layer of lymph. The operation was performed
on the 2Tth of July, 1870, and she gave birth to a child
February 29th, 1872,



CHAPTER XXIIL

PATHOLOGY OF CYSTIC TUMORS OF THE OVARY.

Durine the past three years I have had the opportunity,
through the courtesy of the author, of assisting in a large
number of his operations, and of examining some of the
specimens, with their contents, after removal. Until a very
recent period the examinations were not conducted with
reference to the preparation of any article on the subject of
ovarian pathology; this work had been assigned to another
gentleman, who received the specimens immediately upon
removal, and by whom investigations were made with the
view of contributing a chapter to this book. IIl health,
however, prevented the completion of the part assigned
him, and I agreed, at the request of the author, to supply,
as best I could, the deficiency.

The morbid specimens of the ovary which have been ex-
amined have embraced all the well-known varieties of cystic
degeneration, with a few examples of malignant disease. Of
the latter, the most frequent form met with has been that
described by Rokitansky as alveolar cancer of the ovary;
the next in frequency were specimens of medullary or en-
cephaloid ; and lastly, there was one specimen of scirrhous
or hard cancer (fibro-carcinoma), the description of which
will be found on page 392,

The colloid and medullary varieties were associated with
cystic degeneration, whilst the scirrhous tumor belonged to
the class of solid tumors of the ovary.

Of those specimens belonging to the class of encysted
tumors proper of the owvary, the most frequent have been
the multilocular or proliferous variety ; the next in number
were those known as the multiple; and most rare were the
simple or unilocular cysts.

(422)
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The frequency in ocecurrence of the different varieties of
tumors of the ovary, benign and malignant, has been ob-
served to maintain the proportion noted above in the former
operations of Dr. Atlee, and accords, so far as can be deter-
mined from the authorities consulted, with the observations
of other ovariotomists.

To the casual observer, and one unfamiliar with the mode
of development of cystic growths of the ovary, it may ap-
pear strange that the simplest form should be recorded as
that most rarely encountered in the operations of extirpa-
tion. The explanation of this fact may be found in the
lateness of the period at which operative procedures are
resorted to in the disease. It has been, and is now largely,
the custom on the part of attending physicians to advise
patients who are subjects of cystic disease of the ovary, to
postpone operative interference until there is evidence of
implication of the general health. When the disease has
progressed to this stage of its development, it is believed
that a progressive change has occurred in the mode of growth
of the eyst,—it having passed from the condition of a simple
to that of a complex form,—because of a new impetus having
been imparted to the degenerative action. On the other
hand, late investigations by Rindfeisch have seemed to prove
that *the simple cysts are not simple from the beginning,
but have arisen only by the continued fusion of adjacent
cysts: all eystoids (cysts) are multilocular at the commence-
ment.”

Whichever view is accepted, the fact appears still to re-
main, that there is a period in the development of all cystic
tumors of the ovary when they are simple in character, and
it depends, therefore, upon the time at which the surgeon in-
terferes whether he has to deal with a simple or a complex
form of tumor. Experience has shown, in this respect, that
operations performed early in the development of the disease
are more frequently successful on account of the simple char-
acter of the tumor.

With these preliminary remarks upon the relative fre-
quency in the oceurrence of the different forms of ovarian
tumors, we shall proceed to a description of those varieties
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which have come under observation, and, conformably to
the design of the author, confine ourselves principally to
an examination into the characters of those recognized as
suitable for extirpation. These embrace the simple or unilo-
cular, the multiple, and the multilocular or proliferous cysts.

The simple or unilocular eyst.—In this form of eyst the
ovary is occupied by a single cell or cyst with fluid contents,
which may have been developed in the superficial portions
of the organ, near to the surface, or in the interior. In the
event of its being of superficial origin, the tumor forces its way
out, leaving the mass of the ovarian structure behind, which
becomes incorporated in the wall of the eyst,—usunally in the
posterior portion. If the cystic degeneration begins in the
interior of the ovary, a uniform distention in all directions
takes place, by means of which the ovarian structure is often
entirely obliterated. Sometimes in these cases the remains
of the organ can be traced more frequently in those instances
in which the ecystic growth is superficial. According to
Farre (**The Ovary,” in Todd’s Cyclopadia of Anatomy and
Physiology), an infallible guide, by which the observer is con-
ducted to any portion of the ovary remaining unchanged, is
found in the Fallopian tube, which is spread out over the
sac, and one of the fimbris is closely adherent to that portion
beneath which the remainder of the healthy structure lies.

Coats of the cysts.— Whether developed internally or ex-
ternally, the walls of the cysts are formed of the same strue-
tures, differing frequently, however, in density and thickness;
this latter condition, no doubt, varies according to the locality
of the cyst in the early period of its development,—whether
or not it has embraced equally the mass of the ovarian sub-
stance in its walls.

The coats of the cysts are usually described as consisting
of three,—the external or serous, the middle or fibrous, and
the internal or epithelial lining membrane.

The external serous coat is derived from the peritonenm,
—that portion forming the broad ligament,—and may be
partial or entire, according to the point of origin of the cyst.
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In the simple, uncomplicated form of eyst, the surface of the
gerous coat is smooth and glistening, free from any signs of
inflammatory adhesions, and possessing the thickness of the
normal membrane. DBeneath this coat may be traced the
Fallopian tube,—either running in close contact with the
surface of the tumor, and entering, as it were, into the com-
position of the external coat, or, as observed in a recent speci-
men, embraced by the folds of the broad ligament and
separated from the surface of the tumor for some distance.
In the specimen above alluded to it was also observed that
the fimbriated extremities floated free.

The middle tunie is fibrous in structure, and consists essen-
tially of the * tunica albuginea,” the proper covering of the
ovary. It is extremely dense and firm, and affords a strong
supporting tunic to the distended cyst. It varies greatly in
thickness and density, these conditions having relation to
the size of the cyst and the quantity of fluid contents, In
the simple form of eyst this tunic is usually not very thick,
and presents a uniformity in its density which is not geun-
erally found in cysts of the multilocular variety. The micro-
scope shows it to be formed of inelastic fibrous tissue min-
gled with granules; its gross appearances are those of a
coarse fibrous structure, which can, with some difficulty, be
separated into laminz. In order to accommodate itself to
the increasing size of the cyst, and to oppose a firm but
yielding barrier to the pressure exerted by the constantly
increasing contents of the sae, it appears to be endowed
with the power of forming new tissue, by means of which
its integrity is preserved. Owing to this condition of cor-
relative hypertrophy which exists in this coat, the rupture of
an ovarian cyst is of infrequent occurrence, and the disten-
tion of the walls which takes place by the enormous accu-
mulation of fluid has attracted the attention of all observers.

This middle fibrous coat is in some instances extremely
vascular, receiving into its substance and between the exter-
nal and internal coats the numerous ramifications of the
ovarian arteries and veins.

Of all the tunics of the ovarian cyst, that which differs
most in appearance and is subjected to greater changes is
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the internal or epithelial. In the unilocular form of tumor
this internal lining membrane is usually found smooth, soft,
and uniform in appearance. Sometimes it is thrown into
folds, which become obliterated when the cyst is distended
with fluid. Again, its surface may be marked by lines or
bands, which we believe to be the remains of the walls of
eysts, either of a secondary order of formation or of the
multiple form. These cysts, having ruptured and poured
their contents into the larger cyst, are obliterated, and their
walls are removed by a process of slow absorption. Occa-
gionally an opportunity is afforded to examine these cysts
before the process is entirely terminated, when there may
be seen a number of pockets or cavities, the walls of which
are undergoing absorption. Among the specimens examined
by us there were several simple eysts in which this condition
was distinetly traced. (See Fig. 28.)

Examined by the microscope, this inner membrane is
found to be composed of flattened epithelial cells, arranged
in one or more layers, upon a basement-membrane of con-
nective-tissue fibres. In old cysts, and, according to our
observation, more frequently in compound cysts, tlie epi-
thelial coat frequently presents discolored patches of a
yellowish tinge. These patches indicate a state of fatty
degeneration in the lining cells, by reason of which they are
thrown off, and become mingled with the contents of the
sac. If regeneration of the epithelial cells does not occur,
the basement-membrane of connective tissue iz left bare,
and may become, as stated by Wilson Fox (Med.-Chirurg.
Trans., vol. xlvii.), the seat of further changes. These
changes may result either in a cartilaginous formation or in
what has been desecribed as calcification of the walls. From
our observations, we are also inclined to believe there is a
constant process of decay and renewal oceurring in the epi-
thelial lining membrane of ovarian cysts, by means of which
epithelial cells become a part of the contents. In unilocular
cysts this process does not appear to be so active as in the
multilocular variety; and hence it occurs that among the
contents of the former are fewer of these cells, and the
fluid is therefore thinner and less complex in character,
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These cells, after being thrown off, and possibly to a degree
prior to their separation, lose their characteristic forms, and
assume those which are regarded by some as diagnostic of
ovarian fluids. These alterations, we presume, may take
place by the attrition and disintegrating influences to which
they are subjected.

In unilocular cysts the inner coat does not usunally appear
to be closely adherent to the middle coat, and is frequently
quite thin,—so much so that the arterial and venous trunks
and branches are plainly visible.

The multiple c¢yst.—Under this name is deseribed that
form of cyst which is simple in character, and ditfers from
the unilocular variety in the respeet that there is a develop-
ment of more than one cyst in the substance of the ovary,
As we shall see hereafter, these eysts are developed in
precisely the same manner as the single form, and, patho-
logically considered, they are identical. The alterations in
the coats of these cysts (which are of course the same as in
the single variety) differ but little from those which are
found to exist in the kind just described. If any occur,
they are usually found in the condition of the internal lining
membrane, and these do not involve any changes of structure
produced merely by dehiscence of the walls of the aggre-
gated single cysts. This dehiscence of the walls of the cysts
results from the reciprocal pressure exerted by the coincident
enlargement which occurs ; and, as it frequently happens that
a number of cysts are formed, the appearances may deceive
as to the true character of the growth, a multiple cyst being
mistaken for one of the multidcular variety.

If examined in the early stages of development, the char-
acter of the multiple cyst can be clearly traced; it will be
found to be composed of an aggregation of single cysts oc-
cupying the substance of the ovary, each distinctly separated
by intervening ovarian stroma. The number of these growths
may differ, amounting from one to a dozen or more; they
also vary in size and shape, owing to the period of time at
which the morbid impulse has been imparted, and the amount
of pressure which they have exerted upon each other,
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The external appearance of the multiple eyst varies, being
frequently irregular and nodnlated, owing to the develop-
ment of eysts in the substance of the ovary near to the sur-
face; as least resistance is offered externally they develop in
this direction, and form exogenous cysts. In patients with
attenuated abdominal walls, these growths may be readily
felt by deep pressure, and thus evidence is afforded in re-
gard to the character of the tumor.

So far as the influence exerted upon the patient is con-
cerned, we may regard the multiple cyst as liable to pro-
duce graver complications than the uniloeular, and which
at the same time are much less grave than those caused by
the multilocular variety.

The multilocular cyst.—Above we have endeavored to
deseribe the simpler forms of ovarian cysts,—the unilocular
or simple, and the multiple varieties. We now come to the
description of the more complex form, that known as the
multilocular, compound, or proliferons. This variety differs
essentially from those we have deseribed in that it embraces
a class of cysts composed of one large or parent sae, with
numerous smaller cysts developed within and upon its walls,
Within the smaller or secondary cysts there may be devel-
oped a third order, thus rendering the tumor most complex
in character. In this form of eyst the various tunies, to a
greater or less extent, undergo changes. By reason of the
proneness on the part of these cysts to form adhesions to
the parts and organs adjacent, the external serous mem-
brane is frequently thickened and roughened. Sometimes
these adhesions are so intimate as to cause great difficulty in
determining the line of demarkation. Again, they may be
go firm as to require a great amount of force to separate
them. The serous membrane, therefore, instead of possessing
the smooth, glistening surface of the simple eyst, is found
considerably altered both in structure and appearance.

The middle fibrous ecoat also exhibits changes, in the shape
of an increase in thickness and density, which may be uni-
form or which may ocecur at different points. This hyper-
trophy may be the result of inflammatory action, or it may

3
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be conservative in character: the result of the effort made
to resist the constantly inereasing pressure of the acenmulat-
ing fluid. Sometimes this coat undergoes fatty degeneration
at points, and in this way, it is thought, the rupture of ovarian
eysts is accomplished. As was before noted, it may exhibit
patches of cartilaginous or caleareous degeneration.

In no form of eyst is the internal lining membrane more
largely affected than in this, Obviously it is altered, in ap-
pearance and arrangement, by the growths which form the
distinguishing features of cysts of this character. Sometimes
it is observed to be rough and thick,—marked at various
points by what may be deseribed as cieatrices, left by the
rupture of the eysts developed npon the walls. Again, there
may be bands of varying length stretched over the surface,
which we are disposed to regard as the remains of the walls
of the secondary cysts which have ruptured, undergoing a
process of slow absorption. In a specimen recently under
examination, there was found at one point a thin, transparent
scale resembling very mueh in appearance the thin, trans-
parent elastic plates of mica. It was firmly attached to the
surface, and could only be detached in pieces. Its character
was not definitely determined, but it was thought to be a
precipitate from the fluid; which, however, in this instance,
was thin, but slightly albuminous, and wanted the usual
physical and microscopic characters of ovarian fluids.

The interior of the multilocular eyst presents different ap-
pearances, according to the character of the secondary cysts
of which 1t is composed. Hodgkin (Lectures on Morbid
Anatomy, vol. 1., 1836) describes three varieties,—the pedun-
culated, the intermediate or standard, and the flatiened and
broad-based form of secondary cysts. This classification em-
braces all the forms of secondary growths which are found in
multilocular eysts. They are, no matter under what form
developed, always permanently attached to the walls of the
superior or parent cyst, and are covered by a continnation of
the lining membrane of this cyst, which is reflected upon
them. The three varieties may be found to exist in the same
specimen, and they may be developed both as endogenous
and exogenous growths. Within these cysts of the second

28



430 DIAGNOSIS OF OVARIAN TUMORS.

and third variety are found eystic formations of a third order.
These tertiary cysts are developed from the internal surface
of the secondary cysts in the same manner as the latter arise
from the surface of the superior or parent cyst, and they also
have reflected over them the lining membrane of the cyst in
which they originate. In many instances they assume the
characters of the secondary cysts, in that they may arise by
broad or narrow bases.

The pedunculated variety of the secondary order of cysts
embraces all those which arise by narrow bases or peduncles.
They are usually developed in clusters, to which fact, it is
thonght by some, they owe their pedunculated character, by
the pressure to which they are subjected in the process of
development. We have met with examples of isolated pe-
dunculated cysts, and have found them larger than those
growing in clusters. This form of cyst may grow by slender
pedicles from the walls of the parent sac, or a cluster may
arise by a common pedicle. Farre (loc. cit.) has observed
that they are more frequently found as tertiary growths in
the secondary cysts. They may terminate in a single cyst,
or have a number of stems upon which are developed nu-
merous cysts. The appearances presented by these clusters
of small eysts have given to them the name of dendritic
processes, and the pedicles are dense and firnt, containing a
prolongation of the fibrous coat of the primary eyst.

From the pedunculated variety we pass to the desecription
of that designated by Hodgkin as the intermediate. The
cysts belonging to this class are larger than those just de-
scribed, and are sessile in character. They are spoken of
as being “rounded elevations projecting into the interior of
the prineipal sac.” They have as a covering the lining
membrane of the primary eyst, and vary greatly in size and
number. Frequently their walls are very thin, and their
contents pellueid. As they increase in size, they encroach
upon the cavity of the parent cyst, sometinies nearly causing
its obliteration. As a rule, they are unequally developed,
and it often happens that those most distended force them-
selves outward, and thus give rise to the uneven character
of the external surface of the tumor. As has been stated

b J ey T Bk

i




MULTILOCULAR CYSTS. 431

above, a tertiary order of cysts is frequently found devel-
oped in the inferior cysts of this variety. Dy reason of the
pressure exerted by the tertiary cysts, which become greatly
distended by their fluid contents, the walls of the inferior
eysts are often ruptured, and pour their contents into the
superior cyst. It is also thought that these cysts sometimes
exert sufficient force by their distention to cause a rupture
even of the walls of the superior cyst, thus liberating its
contents.

The last variety of secondary formations, the broad-based
cysts, differ from the preceding in the fact that they do not
form distinct projections into the cavity of the superior eyst,
but are observed to form, as it were, a thickening of the
parietes; they seem as if developed between the walls of the

Fig. 28.

parent cyst, and, by their growth, cause them to separate, so
as to make themselves apparent both internally and exter-
nally. They form shut cavities, just as in the other varieties,
and have developed within them frequently a tertiary order
of cysts with broad bases. By reason of their mode of de-
velopment, they appear to occupy so completely the parietes
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of the parent cyst as to permit the formation of but a small
eavity in it.

From the deseriptions of the pedunculated and standard
order of secondary cysts given above, it will be evident that
the broad-based variety is the extreme type of development.
A progressive change in the mode of attachment to the pari-
etes of the superior cyst is observed as we pass from the
peduneulated to the broad-based variety, which, while it is
distinctive, does not seem to involve any difference in the
character of the mode of development.

Fig. 28 affords a good idea of the appearances presented
by the internal lining membrane of a multilocular e¢yst. The
drawing was made from a specimen suecessiully removed by
Dr. Atlee. At A, A is seen the lining membrane ; B, B, B,
elusters of secondary eysts, with thin walls and pellucid
contents,—some are pedunculated, and others belong to the
intermediate variety. C, C, C mark the positions of cysts
of the secondary order whose walls have ruptured and are
undergoing slow absorption.

Fig. 29 is a drawing made from the
same specimen, and shows in a very
clear manner the arrangement of the
primary, secondary, and tertiary for-
mations in multilocular eysts. C re-
presents the internal lining membrane
cut away over B, the secondary cyst
of the broad-based variety, from the
floor of which springs the tertiary cyst
A, by a somewhat broad pedicle.

Fig. 29.

The pedicle of ovarian cysts.—It would seem proper, in
describing the various forms of cysts developed in the ovary,

to make some allusion to this important part, the pedicle.
Surgically considered, it claims the highest consideration;
and the proper method of its treatment has been, and still
is, a subject of earnest investigation on the part of ovari-
otomists.

The examination of a number of specimens will show a
great difference in its character, and we think it may be
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stated as a rule that it varies according to the character of
the cystic growth. We have, however, met with exceptions
to this general statement in our observations,—finding a
simple pedicle developed in connection with a most complex
growth, and the reverse. In some instances it will be found
to be a simple cord. In one case it was =0 small as not to
require the application of the clamp, a knot being made in
it, which was suflicient to control hemorrhage, and the whole
returned to the abdomen. In other cases it has been found
thin and broad, permitting of easy compression between the
bars of the elamp; and again thick and broad, containing
much dense tissue. The wvascularity of the pedicle varies
greatly : sometimes it seems to be entirely devoid of vessels,
and again it contains numerous large ones.

In unilocular cysts it is usually narrow; if broad, it is thin
and membranous, and gquite compressible. In multilocular
growths, on the contrary, it is frequently broad, dense, and
extremely vascular.

If the entire ovary is involved in the cyst, the pedicle will
be composed of the Fallopian tube, the proper ligament of
the ovary, possibly a portion of the round ligament, with the
broad ligament which embraces these between its folds.

The vascular supply of ovarian cysts.—The vascular
supply of ovarian cystsisobtained from the ovarian (spermatie)
arteries and their anastomosing branches. These are two
small arteries which take their origin from the abdominal
aorta, and, passing in between the laminw of the broad liga-
ments, are distributed to the ovaries. When the ovaries
undergo cystic degeneration, these vessels enlarge, and their
branches are greatly multiplied, forming an extensive vascu-
lar network in and between the coats of the cyst. Where
adhesions have formed, uniting the cyst to the abdominal
parietes or the surrounding viscera, it derives nourishment
also from the vessels which pass to it through the adhesions,
As has been stated above, the vessels ramify in the fibrous
tunie, passing from it to the internal lining membrane, which
thus receives a large supply of blood. From these vessels
18 derived the fluid portion of the contents of the cyst, which
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escapes into the cavity of the cyst by the process of trans-
udation.

In those cases where the pedicle has been found small and
non-vascular, the cysts have been simple in character, or
adhesions have formed from which they have derived nourish-
ment. We have observed that, as would appear to be natural,
the more complex the character of the growth, and the greater
its development, the larger has been the blood-supply. In
two instances it has oceurred to us to meet with specimens
in which there has been marked twisting in the pedicle, so
much so as to interfere with, if not entirely impede, the
passage of blood to the eyst, and accompanying this condi-
tion of the pedicle we have observed an apparent interrup-
tion in its development, \

In multiloeular eysts, the blood-vessels pass to the second-
ary and tertiary formations, and can be distinetly seen form-
ing a rich network of delicate vessels in their thin walls.

The great vascularity which is observed to exist in some
ovarian cysts affords an explanation of the extremely rapid
accumulation of their fluid contents after tapping,—large
quantities collecting in a short space of time.

The origin of cystic tumors of the ovary.—Having
briefly described the cystic formations of the ovary, it remains
to examine into their origin, embracing under this head their
locality, and the cause which develops them. In this rela-
tion we shall confine ourselves to an investigation into the
origin of those forms above described,—the unilocular, mul-
tiple, and multilocular varieties,

In reference to the determination of the point of origin
of these various forms, we think it will be generally con-
ceded that, so far as the first and second are concerned, the
researches of recent pathologists have in no way modified
the views entertained by the majority of the older observers.
In respect to the third variety, explanations have been offered,
by means of which it is proposed to account for the develop-
ment of the secondary and tertiary formations in a manner
not hitherto considered.

The fact that in the healthy ovary there exist, preformed,
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natural cysts, in the Graafian follicles themselves, would ap-
pear to present an easy solution to the question in relation
to the origin of the enlarged cysts which constitute ovarian
cystic disease. We have but to suppose that some morbid
impulse is imparted to the natural cyst, through which its
development and normal functions are interrupted, and we
have at once the point of departure of the metamorphosis
which results in the formation of these abnormal growths.

Although not entertained by all, still the opinion, that
these cysts originate in the Graafian vesicle, is accepted by
the majority of pathologists as correct and satisfactory.
Rokitansky, who made this question a subject of special in-
vestigation, was willing to accept this view so far as it ac-
counted for the formation of simple ¢ysts whose number did
not exceed the number of Graafian follicles usunally found in
the ovary; this number is stated by anatomists generally to
vary from fifteen to twenty. When the morbid cysts, there-
fore, exceeded this number, he believed the view of their
taking origin in the follicle to be insufficient, and regarded
them as new formations, adventitions growths, which were
developed from primary cells or nueclei. His later researches,
however, enabled him to confirm the views entertained in
reference to the follicular origin of the cysts, and, in fact, to
offer absolute proof of their correctness, in that he found
altered ova in those in the beginning stage of distention.

Wedl, who has also made this subject a matter of special
investigation, rejects the idea of their origin in the Graafian
follicle, and locates their commencement in the enlarging of
areolar spaces.

According to the opinions above cited, ovarian cysts may
originate in simple dilatation of a Graafian follicle from cells
or nuclei, or in the areolar spaces. The weight of evidence
seems to incline to the belief that in the dilatation of the
Graafian follicle we have most frequently the origin of cystie
degeneration of the ovary.

The origin of simple and multiple eysts.—So far as
these forms are concerned, the follicular theory of develop-
ment affords a satisfactory explanation of their origin and



436 DIAGNOSIS OF OVARIAN TUMORS.

growth. We have, however, recently met with specimens in
which it appeared probable that the cystic degeneration took
origin outside of the Graafian follicles, in newly-created
spaces, or possibly in pre-existing cavitiesin the areolar tissue.
In the simple or unilocular variety the morbid impulse is
imparted to a single follicle, which, expanding uniformly,
involves the substance of the ovary, and, if located interiorly,
condenses it so as to have it form, as 1t were, one of the cov-
erings or coats, If the follicle involved is situated in the
superficial portion of the organ, it may develop externally,
having the rest of the ovary as a mere appendage.

Fig. 30.

Fig. 30 exhibits the arrangement of the coats of a uni-
locular eyst, which has taken its origin in a Graafian follicle.
It will be observed that the stroma of the ovary is represented
as forming one of the tunics of the cyst. It is usual to de-
geribe but three coats or tunies as constituting the walls of
ovarian cysts,—the internal, middle, and external. The
ovarian stroma can be frequently traced between the internal
and middle coats, and to all intents forms a covering.

In the multiple form of eyst there occurs a simultaneous
distention of a number of follicles, so that, instead of one,
we observe a number occupying the substance of the ovary.
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These differ in size by reason of difference in date of begin-

ning, but are in every respect identical with the simple cyst.
They constitute, as before stated, merely an aggregation of
gingle cysts.

Fig. 31 (Farre) represents the ovary occupied by a number
of single eysts, constituting the multiple variety ; each eyst is
separately developed, a portion of ovarian stromaintervening.
From this drawing it will be readily seen how the walls of
these cysts come in contact, and how they may open into
each other by absorption. It will also be observed that they
give to the tumor an irregular outline, the superficial cysts
being developed externally.

The origin of multilocular cysts.—Owing to the manner
in which the gsecondary and tertiary formations of this variety
are developed, some difficulty presents itself in the endeavor
to apply to them the theory of follicular origin. When it was
believed that the number of Graafian follicles in the ovary
was limited, it seemed impossible to explain their development
in this way. Now, however, that the microscope has conclu-
sively shown the number of healthy vesicles to be unlimited,
this difficulty is to a great extent removed. If the arrange-
ment, which the secondary growths assume, is not consistent
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with the idea of their development from individual follicles,
we may find a satisfactory explanation in the discovery made
by DBarry, “that the walls of a Graafian follicle in a natural
state often contain numerous follicles of a second order.” It
is not difficult to suppose that these ¢ follicles of a second
order” may be impressed by the same morbid impulse as is
imparted to the Graafian follicle, and thus originate the
secondary growths which are the distinetive features of this
form of cyst. Lebert has offered what appears to be a plans-
ible interpretation of their mode of development, the ex-
planation that there exists in an organ to which a eystic
impulse has been given a marked tendency to the antogenons
formation of cysts. This would seem to offer a ready explana-
tion for the development of the tertiary forms, which, as has
been stated above, originate from the walls of the secondary
cysts.

Rokitansky has further suggested, as the most common
method of origin, the formation of cysts by the breaking up
of the stroma of the ovary into loculi, which are formed by
membranous bands uniting at their angles, and which con-
tain colloid or gelatinous matters. These are closely allied
in character to the variety described as arising in the spaces
of the areolar tissue.

Among the specimens lately examined by us there was
one in which an arrangement similar to that just deseribed
appeared to exist, associated, however, with formations of
cysts which were manifestly developed in a different manner.
This specimen was distinetly compound in character, having
a very large parent cyst, with quite a large secondary growth
projecting into its cavity, and a large mass of eysts occupying
the posterior portion of the tumor. The parent sae contained
a great quantity of colloid matter of a brownish or brownish-
black color, while the large secondary cyst was filled with
colloid substance of a honey color.,

Within the secondary cyst there was a pedunculated ter-
tiary formation about the size and shape of a fresh fig, which
contained a gelatinous substance of the same color and char-
acter as that found in the parent sae. Microscopie examina-
tion of the walls of the secondary and fertiary growths
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showed that they consisted of a lamina of fibrous tissue
lined on the interior by a layer of epithelial cells of the
polygonal variety. The internal lining membrane of the
parent eyst exhibited the same character of cells.

In the multilocular mass the cysts were of various sizes,
and their contents varied in ecolor and consistence. The
mass appeared to be developed in the walls of the parent sac,
producing, as it were, a marked thickening. The arrange-
ment of the cysts also differed. Some were contained within
trabeculse, formed by bands of tissue, out of which they
could be readily dissected and removed intact. In other
instances they arose as tertiary growths from the walls of
secondary cysts.

Besides the methods of origin above referred to, others
have been suggested by different pathologists with a view
to offer what they deem to be a more satisfactory explanation
of the mode of development of the complex varieties of cystic
tumors. From our observations we are inclined to believe that
in the follicular theory will be found an explanation of the
modes of origin of the simpler and of some of the complex

varieties. With respeet to some of the latter, however, we
believe that their origin must be sought in some of the other
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methods which have been suggested and which appear to
be sufficient,.

Fig. 82 (Farre) exhibits the interior of a multiloenlar
eyst. The massesof secondary growths are shown projecting
iuto the cavity of the parent sac.

The cause of cystic formations of the ovary.—So far
as the history obtained from patients is concerned, the
evidence adduced in reference to the cause which sets in
motion the impulse to eystic degeneration is to a great ex-
tent negative. In the majority of the cases in which we
have endeavored to obtain an exact history of the develop-
ment and progress of the disease, we have found that
its existence was unknown until it had so far progressed
as to make itself manifest only by an increase in the size of
the abdomen. Or, to make a more accurate statement, there
could not be obtained, by the most direct interrogation, any
history pointing to the early involvement of the ovaries, and
this, we think, accords with the experience of all those who
have made this subject a matter of special investigation.

Assuming, as we do, the Graafian follicle to be the seat
of cystic degenerations occurring in the ovary, let us examine
into the causes by reason of which it may possibly be diverted
from the completion of its normal funetion, and degenerate
into a eyst. As is well known, the follicles of the ovary are
imbedded in a stroma, which is in turn inclosed in a more or
less dense fibrous tunie (tunica albuginea), covered externally
by a reflection of the peritoneum. In the normal process of
development these vesicles approach the surface of the organ,
and take a position just beneath and in contact with the
fibrous investment above mentioned. DBy degrees the fibres
of the ovarian coverings separate, and the wall of the follicle
itself becomes thinner, until, finally, the laceration of all
takes place, and the ovum escapes. Now, in examining this
process through which the ovam is set free, it will be ob-
gerved that it is somewhat complicated in character, and, for
its complete fullillment, it is essential that there should be
a proper correspondence between the force which causes the
follicle to rupture and the condition of the investing tunics
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which permits of their ready laceration. A disturbing ele-
ment may exist either in the follicle or in the coverings,—in
the former, interfering with its maturation, and thus giving
rise to degenerative action; or, in the latter, inducing such
changes as resist the separation of their fibres and lacera-
tion in obedience to the force exerted by the mature follicle.

It is quite obvious that the changes which oceur in the
tunies ean be more readily appreciated than those which
take place in the follicle itself, and it iz not unlikely that
they contribute largely to the causes of cystic degeneration.
These changes may consist in a hyperplasia of the tunics,
the result of inflammation, forming, according to Rindfleisch,
“an inflammatory thickened capsule, which opposes a greater
resistance than the normal to the forees which otherwise pro-
duce the bursting of the follicle.” Ile further explains the
non-bursting of the follicle in this manner: “ The amount of
fluid contained in the follicle may continunally increase. The
increasing pressure in the interior, far from bursting the
follicle, rather produces a further reactive thickening of the
capsule,so that the disturbance enters upon a eirculus vitio-
sus, whose future effects we most probably may expect to be
the ovarian cyst.”

According to Farre (loe. cit.), the researches of Darry,
made some time ago, showed that “multitudes of ovisacs
perish without acecomplishing their final purpose at all, and
it is thought probable by the former that these, in preference
to other and more healthy follicles, become the seat of sub-
sequent morbid changes.”

In the interruptions to the proper completion of ovulation,
whether due to hyperplasia of the tunics of the ovary or to
the non-development of the ovisacs, we think is found, to a
great extent, the cause of the cystic degenerations of the
ovary.



CHAPTER XXIV.

DROPSICAL FLUIDS OF THE ABDOMEN; THEIR PHYSICAL PROPER-
TIEZ; CHEMICAL ANALYSIS; MICROSCOPIC APPEARANCE AND
DIAGNOSTIC VALUE; BASED ON THE EXAMINATION OF SEVERAL
HUNDRED BPECIMEXNS.

Tue great number of fluids removed by Dr. W, L. Atlee
from patients laboring under different forms of abdominal
dropsy presenting an unusually favorable opportunity for
the investigation of these products of disease, I commenced,
in the year 1853, their chemical and microscopical examina-
tion.

At the time that my attention was first directed to this
subject, I made a careful search for its literature, but, with
the exception of the papers published by J. Hughes Bennett
in the Ed, Med. and Surg. Journal, vol. Ixv., 1846, found
that very little had been written concerning these fluids, and
scarcely any attention paid to their characteristics, except
their chemical composition and general appearance. Even
the deseriptions given of these were often rendered worthless
by the uncertainty which hung over the origin of the fluids;
for although many of them were obtained by tapping the
abdomen, and pronounced ovarian, ascitic, ete., yet the diag-
nosis may have been faulty, and was not always made certain
by any further history of the case, by an operation, or an
antopsy. And now, in taking up the matter again, and
hurriedly writing this chapter, as has been done while en-
gaged in a laborious practice, the time has not been sufficient
to make a thorough search of the medical journals for papers
published since then, and it may be that valuable informa-
tion has been thus overlooked. DBut that this subject has
not received the attention it merited, may be inferred from
the writings of even the more recent authors. Thus, Prof.

(442)
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Simpson observes, ¢“There are no deductions of any practical
import, so far as I know, to be drawn from the contained or
evacuated fluid.”* And others have expressed themselves
just as decidedly, as unbelievers in their diagnostic value.

That this field has been left ungleaned by the vast num-
ber of workers in our profession, must be attributed to the
difficulty of obtaining specimens numerous enough to afford
any decided conclusions. I may therefore consider myself
fortunate in having had the opportunity of obtaining results
which, it is believed, will prove of the greatest service in this
difficult branch of diagnosis.

In selecting specimens to illustrate the facts brought
forward in this chapter, only those have been used the
source of which is certainly known and proved; and to show
that there has been abundant material trom which to choose,
it may be stated that up to the present time I have examined
several hundred dropsical fluids, analyzed a large number
of them, and have made a careful drawing of their microscopie
appearance with the aid of the camera lucida. In making
these drawings, the same magnifying power has been used in
all, which was a one-fifth objective; this, with the eye-piece,
giving a power of three hundred and fifty diameters.

In the chemical examination, the principal object kept in
view has been to make the method followed as plain and
easy of execution as could be done without interfering with
the correctness of the analysis, so that the same plan might
be adopted in the investigations of others; thus, by compari-
gon of results, making them of practical value to our profes-
sion. For this purpose the outlines of a plan for analysing
these fluids have been given, which are to be regarded as
merely indicating the method which has been followed in
making these examinations, without giving the minute
details, which can be found in Simon’s Chemistry ot Man,
Griffith’s Practical Manual of the Blood and Urine, or Bow-
man’s Medical Chemistry.

An analysis, thus performed, will acquaint us with the
principal constituents of the fluid, and this is all that is prac-

# Clinical Lectures on Diseases of Women, p, 307,
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tically important for us to know. If, however, the dropsy is
the result of disease of the kidneys, or liver, of course we
should, in addition, seek for the peculiar produets found in
the blood in the diseased conditions of these organs, such as
urea, or the constituents of the bile, and which we should
naturally infer would exist in fluids derived from the blood ;
but it would be a waste of time to search for them in ovarian
fluid, or in the fluid of ascites depending on mere effusion,
when these organs are in a healthy condition. It has also
been thonght unnecessary to point ont the methods of ascer-
taining the exact variety or modification of albumen con-
tained in ovarian fluids, such as the metalbumen and paral-
bumen of Prof. Scherer, as their practical importance has
not yet been determined. In fact, “In consequence of the
immense labor attendant upon a complete analysis of these
fluids, it becomes expedient to confine our attention to their
most important constituents, in the same manner as the
mineralogist .seeks only to determine the proportion of ore
in a given quantity of a mineral, or the vegetable analyst to
ascertain the proportions of sugar, gum, starch, and albumen,
while he neglects the non-nutritive substances, the fibre,
acids, resins, coloring matters, ete.”’*

In looking at the apparently barren results of numberless
analyses of these organic fluids, practical men of ounr profes-
sion have sneered at such labors as useless; but it is hoped
it will be proved in these pages that at least one point has
been gained, and that in the chemical examination of these
fluids, more particularly when assisted by the microscope, we
have a valuable aid to diagnosis, and one nearly infallible.

General remarks concerning dropsical fluids and
their examination.—When a dropsical fluid is given us to
examine we must note:

1st. Iis color, odor, and general appearance, such as its trans-
pareney or opacity, and the absence or presence of a deposit,
or any substance floating in it, as cholesterine, floceuli,
or a coagulum of fibrin. Also the consistence of the fluid,

* Simon's Chemistry of Man, p. 82.°
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as its thinness or thickness, its viscidity, or its gelatinous
character, :

2d. Iis specific gravify.—This must be obtained either with
the specific gravity bottle, which is the best, or with a good
urinometer or hydrometer, the accuracy of which is known.

3d. [fis acidity or alkalinity, or its being neutral, which is
to be determined by its reaction with turmeric and red and
blue litmus papers.

4th. The amount of waler and of solid matfer.—Weigh five
hundred grains* of the fluid in a poreelain capsule, place on
a water-bath, or in a drying oven, and evaporate to dryness.
Weigh the solid matter left. We thus obtain the amount of
water and of solid residue.

5th. The amount of fibrin.—When fibrin is present, weigh
the liguid, then filter it and wash the fibrin left on the filter
with water, alcohol, and ether; having well dried it, weigh
and calculate how much would be contained in one thousand
grains.

6th. The amount of albumen.—Test for albumen by boiling.
Should the fluid be alkaline, first neutralize with acetic acid
and then boil.

When albumen is present, weigh five hundred grains of
the fluid, slightly acidify with acetic acid, and boil, and,
when the albumen is in small quantity, filter with a filter of
which the weight is known. Wash the albumen with ether,
aleohol, and water slightly acidulated with hydrochlorie acid,
in succession. Then dry and weigh, deducting the weight
of the filter.

Should there be a large amount of albumen, it is better to
coagulate and evaporate to dryness, then pulverize, place on
a filter and proceed as before.

Tth. The analysis of the solid residue [after Griflith]. (1)
Pulverize the residue left after the evaporation of the water
(see above), place on a filter and treat with boiling ether until
all the fat is removed. The ethereal solution, which should
be collected in a capsule, is then to be heated to expel the
ether, and weighed to obtain the amount of fat.

—_— = — —

* 500 grains are used in place ol 1000, to expedite the process,

29
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(2) Treat the residue on the filter with boiling distilled
water, which dissolves the alkaline salts and extractive matters
and holds them in solution (a), and leaves the albumen and
earthy salts (b) on the filter.

(3) Evaporate the solution (a) to dryness, and weigh the
dry residue; pulverize this and exhaust it with alcohol, which
dissolves the chlorides of potassium and sodium with some
extractive matter. Ewvaporate the alcoholic solution to dry-
ness, and weigh to obtain the amount of chlorides of potas-
sinm and sodium. If any extractive matter is present,
incinerate, which will dissipate it, and then weigh.

(4) To the portion left undissolved by the alecohol add
acetic acid until it is saturated, evaporate to dryness, and
again add alechol, which dissolves the acetate of soda;
evaporate this solution to dryness, and incinerate. We thus
obtain the carbonate of soda.

(5) The residue left unacted upon by the acetic acid and
aleohol congists of the phosphate and sulphate of soda.

By deducting the weight of the salts from the original
weight of the dry residue of (a), we obtain the amount of
extractive matters. :

(6) Incinerate the insoluble portion (b) left on the filter
and burn off the albumen, which leaves the earthy salts.

If it is not considered necessary or desirable to make a
thorough examination of the fluid, or if the time ecannot be
gpared, a rough estimate of the amount of albumen contained
in the specimen may be obtained by boiling, or adding nitrie
acid or the bichloride of mercury: then all after obtaining
its specific gravity may be omitted, and the microscopic
appearance at once noted.

8th. [is mieroscopic examination.—The fluid should be
examined by the microseope as soon as possible after its
removal from the abdomen, as decomposition generally
occurs in these substances very rapidly, especially in warm
weather, and may destroy the structure of the cells. But
this does not always happen, for I have examined fluids
several weeks after they have been taken from the body, and
could readily detect their peculiar microscopic characters.

The examination of dropsical fluids is very simple. A
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drop or two of the specimen is transferred, by means of a
glass rod or a small pipette, from the vessel containing it to
a glass slide; the drop is then covered with a piece of thin
glass, placed under the microscope, and examined. By
raising the edge of the thin glass cover we can introduce
acetic acid, ether, ammonia, iodine, or any reagent we may
wish to employ, and watch the result.

When we find the fluid almost free from cells, several
ounces of it should be placed in a conical glass, and allowed
to stand for six or eight hours, when a pipette, with a finger
covering its upper end, should be introduced to the bottom
of the glass; the finger should then be a little raised, and a
small quantity of the fluid allowed to enter the tube. Dy
replacing the finger we can then transfer the deposit to the
glass slide. In this way we can detect, with certainty, the
presence of even a very small number of cells in a fluid.

Fluid of ascites.—The most frequent form of abdominal
dropsy met with is asecites, and the fluid of this being the one
which is oftenest submitted to us for examination, naturally
leads us to consider it first,

Ascific fluid is generally odorless, limpid, of a pale straw
color, very thin, and free from sediment, but frequently con-
tains a small coagulum of fibrin. All these properties,
however, are subject to variation in different specimens,

Odor.—It is very rare to meet with a fluid of this kind
having an appreciable odor when just removed from the
body, but sometimes it has a well-marked animal smell,
Occasionally a fluid is met having a putrescent odor. When
we find a specimen possessing this peculiarity, we can at once
perceive, from its offensiveness, that it is owing to decomposi-
tion. This sometimes oceurs in consequence of an admixture
with air, which has found entrance into the abdominal cavity.
The soup-like or osmazome odor I have never detected in
this variety of dropsical fluid.

Transparency.—Instead of the clear fluid which we usunally
gsee we may find it turbid like whey, or milky like starch-
water, or so clouded by the produets of inflammation as to
resemble soap-suds, or even rendered perfectly opaque by
the amount of these matters which it contains,
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Color.—This also varies, depending to a great extent on
the amount of blood or coloring-matter of bile united with
it. Thus it may be of a pale straw color, or of a deep yellow
tinged with green, or of a light red, a deep red, in fact all
the shades of color which sernm would obtain by mixing in
different proportions with blood or bile,

Consistence.— A variation in the consistence of these fluids
is also found, but a thick ascitic fluid is comparatively rare,
and when met with, will be seen to depend for this peculiarity
upon the amount of inflammatory products contained in it.

Seediments, ete.—The solids which we find in the form of
sediments, and held suspended in these fluids, wvary in
quantity and quality; thus, we may have a transparent fluid
perfectly free from deposit, another may show a small
coagulum, another a very large coagulum, resulting from the
amount of fibrin contained in them, another may present a
copious flaky deposit, while still another may be so loaded
with purulent matter as to resemble pus.

General chemical characters.— The reaction of these fluids is
generally alkaline, rarely neutral.

Their specific gravity varies from 1008 to 1032, from 1016
to 1020 being nfl;enest met with.

The chemical properties of ascitic fluids, like their physical,
also differ. This is most strikingly displayed in the variation
in the amount of albumen which they contain. We may
find such a small quantity present as to merely render the
fluid milky when boiled, or on the addition of nitrie acid;
or it may become thickened and perfectly opaque when
boiled; or, if the amount of albumen is very great, w
may find it become nearly solid when submitted to the same
test.

The quantity of fibrin also differs very materially in the
various specimens of these fluids, and may vary from a barely
perceptible filmy coagulum to a dense coagulum filling one-
half of the containing vessel.

The salts found in these, as in all animal fluids, differ in
amount in all of the specimens examined, but a well-marked
peculiarity is seen in the excess of chloride of sodium con-
tained in the fluids free from inflammatory products.
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The quantity of fatty matters present is generally small,
and in most cases is a mere trace.

Gleneral mieroscopic characlers.—Many of the specimens are
free from objects, a clear liguid only being seen; others con-
tain a few epithelial cells which have often a shrivelled
appearance, while in those produced by irritation, we find,
in addition to the epithelial cells, blood corpuseles, oil
globules, and occasionally a cell which resembles the pus
cell in appearance. When the effusion is the result of
inflammation, or when inflammation has oceurred during the
continnanece of another form of eftusion, pus cells and other
produets peculiar to this condition are seen. In old effusions
crystals of cholesterine are sometimes found.

The varieties in the color, consistence, ete., of these fluids
are not without practical interest, for we find that many of
these peculiarities are frequently associated with, or de-
pendent upon, the diseased conditions giving rise to the
effusion, and are so well marked that they indicate a natural
division of the subject, which will be followed in deseribing
the fluids. For this purpose we may divide ascitic fluids into
three varieties:

1st. That of simple effusion, depending upon an obstructed
eireulation,

2d. Effusion depending wpon an irritation of the peritoneum,
independent of vascular obstruction, as, for instance, by a fibroid
tumor of the uterus.

8d. Effusion depending on inflamination of the periloneum,

1st. Ascitic fluid of simple cffusion.—In effusion depending
upon an obstructed circulation, as in some forms of disease
of the heart, liver, spleen, or kidneys, or the pressure of a
tumor upon the large vessels, ete., we find a clear, thin fluid
of a pale straw color, free from fibrin, or, if present, in very
small quantity, and containing no sediment. The specific
gravity is low, and the amount of contained albumen com-
paratively small.

Microscopic characters—A clear fluid is seen, sometimes
entirely free from objects, at others containing a few epithe-
lial cells, oil globules, and blood corpuseles, which are often
only found after a prolonged search. This scarcity, and in



450 DIAGNOSIS OF OVARIAN TUMORS.

many instances, entire absence of cells, is the most striking
feature in the microscopic appearance of these fluids.

The peculiarities of this form of ascites are shown in the
following cases:

Casg CXXXVIIL—August 21st, 1860. C. P., a feeble, ca-
cheelic womean, twenty years old ; abdominal dropsy of four months’
duration, which was proven fo depend on a diseased liver by a post-
mortem examination one year later. 1 removed from this patient,
by tapping, twenty-two quarts of a thin, pale straw-colored
fluid, containing no deposit or coagulum after standing
several hours. The fluid was alkaline, specific gravity 1012,
Acetic acid caused it to become cloudy, and boiling coagu-
lated it so that it became white and opaque.

On analysis it yielded, in one thousand grains,—

Grains,
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The salts consisted almost entirely of chloride of sodinum.
Microscopic examination proved the fluid to be free from cells.

Case CXXXIX.—September 18th, 1855. E. L., aged forty-
three years. Disease of liver following intermittent fever, resulting
in dropsy, and death in two years. Autopsy vevealing a greatly
enlarged, fatty liver. The fluid removed from this woman was
thin, nearly transparent, and of a light straw color tinged
with green. On standing a small coagulum formed in it.
Its reaction was neutral. Specific gravity 1010. One thou-
sand grains contained,—

Grainz.
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The salts in this, as in the last, consisted almost entirely
of chloride of sodium.
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Fig. 33.

Mieroscopic examination revealed epithelial cells and oil glob-
ules, which are represented in the drawing (Fig. 33).
2d. Ascitic fluid, the effusion depending upon irritation of the
- peritoneum.—This form of eflusion depends upon an irritation
of the peritoneum produced by the presence of a fibroid
tumor of the uterus, or by any growth which merely irritates
the surface without producing inflammation or obstructing
the circulation. In this variety we find the fluid transparent,
thin, and usually darker in color than the last; but in this
respect it differs very much, and we may find it of all shades
from a pale straw to a deep amber color. It always contains
a coagulum of fibrin, often of considerable size, and is fre-
quently mixed with blood. This fluid has a higher specific
gravity than the one last described, and is richer in albumen.
Microscopic characters.—In this we find not only the epithe-
lial cell derived from the peritoneum, but blood corpuscles
and oil globules. Specimens of the fluid are ocecasionally
met with, containing objects, in addition to these cells, which
in size and appearance resemble the pus cell, but which show
no nuclei on adding acetie acid. Their surface is generally
granular, but occasionally appears finely wrinkled. They
differ from the ovarian granular cell in being semi-opaque,
in their appearance, which does not present the clearly
defined granules of the ovarian cell, and in their being of a
uniform size, one-two-thousandth of an inch in diameter.
They are represented in the centre of Fig. 34. These cells
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Fig. 34.
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are here described particularly, not that they are believed to
be peculiar to this fluid, but in order to guard against an
error in diagnosis, as they have been mistaken for the ovarian
cell. In this variety we are also likely to meet with cells
belonging to the growth producing the effusion, especially
if the tumor is of a malignant nature.

Case CXL.—September 28th, 1854, Mrs. M. Asciles, the resull
of an abdominal {umor., The fluid was thin, transparent, and
of a light straw color. After standing a few hours a coagulum
formed in it. Its reaction was alkaline. Specific gravity 1020.

On analysis it yielded in one thousand grains,—

(irains.
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Microscopic examination—The fluid was clear, and contained
some small coagula of fibrin, a few degenerated epithelial
cells of a dark yellow color and destitute of nucleus, and oil
globules,

Case CXLI—Miss D. Ascifes, resulting from the presence of
a_fibroid tumor of the wlerus. This was a thin, transparent fluid,
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of a dark amber color, and contained a coagulum. Alkaline
reaction. Specific gravity 1020. When boiled it became
nearly solid.

The analysis gave,—

Graing,
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Microscopic appearance.—It contained epithelial ecells, blood
corpuscles, oil globules, and a number of the cells resembling
pus cells which are described in the general microscopie
characters of this variety of fluid, and are accurately repre-
sented in the drawing of this specimen (Fig. 34). No change
in the appearance of these cells was perceived on adding
acetic acid.

od. dscitic fluid the result of inflammation of the peritonewm.—
In this variety the fluid differs in all its properties from the
two last described. It is much thicker and more viscid than
either of the others, is always clondy, more or less turbid,
and frequently opaque. In color it may resemble whey, or
soapy water, or be of a whitish-yellow, or greenish-yellow,
like pus. A deposit is always present, and it is in this kind
that we occasionally meet with a heavy animal odor, and, at
times, the odor of decomposition,

Its specific gravity is higher than in the other varieties,
and it contains a much larger proportion of albumen. The
fibrin, if the fluid has been removed in the early stage of the
inflammation, is abundant and semi-transparent, but if with-
drawn when the disease has become chronie, is in thick
opaque clots, or more frequently in the form of flakes.

Microscopic characlers.—The microscope shows this fluid to
be rich in objects, and although the pus cells are the most
abundant, yet epithelial cells, Gluge’s cells, granular matter,
blood corpuscles, cell débris, oil globules, and erystals of cho-
lesterine may all be present.

Case CXLII.—April 21st,1855. Miss M. Chronic peritonitis,
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produced by the growth of an abdominal tumor. The fluid was
thick, viscid, perfectly opaque, and of a greenish-yellow color,
resembling pus in appearance. It had a heavy, sickening
odor. Onstanding, it separated into a clear yellow fluid and
a creamy deposit. Alkaline; specific gravity 1032. It con-

tained in one thousand grains,— N

Girains.
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Microscopie examination.—A cloudy fluid containing a few
epithelial cells, oil globules, erystals of cholesterine, and cell
débris, was seen, but the field was principally occupied by
pus cells, which displayed their nuclei on adding acetic acid.
(See Fig. 35.)

This variety resembles many specimens of ovarian fluid
in its physical, chemical, and microscopical characters. They
are therefore liable to be mistaken for each other, but the
microscope will determine the diagnosis. If on the addition
of acetic acid the cells become transparent and show their
nuclei, the fluid is pus. If, on the contrary, no change is
produced in the cell, except to render it a little more transpa-
rent and display more clearly its granular form, the fluid is
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ovarian. Such are the different kinds of ascitic fluid most
frequently met with, but in addition to these well-marked
varieties we find others having mixed properties, and bearing
some resemblance to each of the three, being as it were com-
pounds of two or all of them.

Fluid of peritoneal cysts, or cysts of the broad
ligaments.—Resembling ascitic fluid in many of its proper-
ties, but differing widely from it in others, is the fluid removed
from the cysts of the broad ligaments. As it runs from the
canula the fluid in this peculiar form of dropsy is perfecily
colorless, transparent and thin, like pure wafer, and presents this
appearance also when viewed in bulk, as in a tub or bucket,
into which it has been poured. Butwhen placed in a test-tube,
and held up to the light, it is frequently seen to be very slightly
opalescent, as if a drop of milk had been diffused through it.
Its specific gravity is very low, ranging from 1004 to 1009.
Its reaction is feebly alkaline. When boiled it sometimes
becomes a little cloudy; generally, however, it remains clear,
but if acetic acid is added before boiling, it invariably clouds,
showing that the small amount of albumen present is in the
form of an albuminate. Its further chemical examination
proves it to be rich in chloride of sodium,—in fact, this is the
principal solid constituent found in it.

Microseopic characters.—A few epithelial cells are sometimes
discovered, but generally the microscope proves the fluid to
be perfectly free from objects.

Case CXLIIL.—J. ., February 22d, 1855. This was a
transparent, thin, colorless flnid, very slightly opalesecent when
viewed by transmitted light. Its reaction was alkaline. Spe-
cific gravity 1004. No opacity was produced by nitric acid,
nor on boiling after adding the acid.

In one thousand grains it contained,—

Grains,
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The residue left after the evaporation of the water consisted
almost entirely of chloride of sodium, there being but a trace
of other salts.



456 DIAGNOSIS OF OVARIAN TUMORS,

Mieroscopic erxamination.—A perfectly clear flnid, contain-
ing a few oil globules and epithelial cells. (See Fig. 36.)

Fig. 86.

Case CXLIV.—March 1st, 1872. Mrs. W., aged thirly
years. Cyst of broad ligaments ; twenty-three pints of fluid re-
moved by tapping ; subsequent medical treatment ; no refurn of the
dropsy.

The fluid removed was thin, clear and colorless as water,
but when placed in a bottle and held up to the light appeared
as if a drop of milk had been mixed with it. It remained
clear when boiled, but the addition of nitrie acid produced a
cloudiness. Its reaction was alkaline. Its specific gravity
1008.

In one thousand grains it contained,—

Graing.
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Microscopic examination showed it to be entirely free from
objects.

The above cases aresufficient to show that the peculiarities
of this fluid are its close resemblance to pure water in appear-
ance, its low specific gravity, and the small amount of organie
matter contained in it. '
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Ovarian fluids.—In no other dropsical fluids do we find
such diversity in all of the physical characters as we do in
these. In addition to this, we discover in them many pecu-
liarities, which will be pointed out in describing their proper-
ties, and the knowledge of which is useful as an aid in
establishing our diagnosis.

Odor.—In most of these fluids, when freshly drawn from
the body, there is an animal odor, in some very faint, but
in others so strong as to attract the attention to it at once.
In a few specimens this has resembled that peculiar smell
called the soup-like or osmazome,

Transparency.—They are rarely clear, generally more or less
cloudy, sometimes turbid, and frequently opaque.

Color.—This varies from being almost colorless like white of
ege, or clear-starch, or whitish like starch-water, through the
various shades of yellow, red, and green, to a dark olive, or
a dark chocolate-brown, and in rare cases has been seen as
black as ink.

Consistence.—They may be nearly as thin as water, or like
a thin syrup, or mucilage, or oil, or as thick as molasses, or
ropy, like white of egg or soft-soap, or even so thick as to
refuse to flow throngh the ecanula, and resembling jelly; but
no matter what their consistence may be, when rubbed
between the fingers they are found to be sticky and viscid,
and often have a slimy feel.

Sediments, efc.—A sediment is almost invariably present in
these fluids, and if not formed at once, occurs after standing
a few hours. This sediment is usually more viscid than the
fluid itself, and often resembles pus in appearance. A deposit
of thick, opaque floceuli, which may be white or colored, is
also common. Cholesterine is often present, ditfused through
the fluid in the form of glistening plates or crystals, which
may be in such quantities and so large as to be seen with the
naked eye, and frequently form a pellicle on the surface.

The reaction of these fluids is usually alkaline, but some-
times neutral. The specific gravity in the specimens which
have been examined has ranged from 1009 to 1045, about
two-thirds of them being over 1020.

Chemical characters.—The chemical constituents of ovarian
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are almost the same as those found in other dropsieal fluids.
They consist principally of albumen, extractive matters, fat,
and salts united with water. DBut these differ from the other
fluids in the excessive gquantity of solid matter which they
contain, for in analyzing them it will be found that there
is a very large amount of solid residue left after evapo-
ration, reaching in some cases to one-tenth of the whole
weight of the fluid. This excess of solids is mainly owing
to the great amount of albumen, or its modifications, which
they hold in solution.

Another constituent found in larger amount in ovarian
than in other dropsical fluids is fat, in its various forms.

But the most important chemical point of difference
between these and most of the other dropsical flnids is the
fact that ovarian fluids contain no fibrin, when inflammation of
the cyst, or hemorrhage into it, has not occurred.

Microscopic characters.—The microscope usually displays a
number of granular cells, Fig. 87, E, some free granular
matter, C, and small oil globules, B; and frequently, in
addition to these, epithelial cells of various forms, A, and
erystals of cholesterine, ). These, together with blood cor-
puscles, I, the inflammatory globules of Gluge, I, the pus
cell, G I, and disintegrated blood and other cells, may all
be sometimes seen floating in either a clear or a turbid fluid.

To find them all present in one specimen, however, is
rare; more commonly we can disecover but three or four
of them in the fluid. But, no matter what other cells may be
present or absent, the cell which is almost {nvariably found in these
Sluids is the granular cell.

This granular cell, in ovarian fluid, is generally round, but
sometimes a little oval in form, is very delicate, transparent,
and contains a number of fine granules, but no nuclens. The
granules have a clear, well-defined outline. These cells differ
greatly in size, but the structure is always the same. They
may be seen as small as the one-five-thonsandth of an inch
in diameter, and from this to the one-two-thousandth of an
inch; in some instances I have found them much larger,
but the size most commonly met with is about that of a pus
cell.
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The addition of acetic acid causes the granules to become
more distinct, while the cell becomes more transparent.
When etheris added the granules become nearly transparent,
but the appearance of the cell is not changed. (Fig. 37, E.)

Fig. 37.
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This granular cell may be distingnished from the pus cell,
lymph corpuscle, white blood cell, and other cells which
resemble them, both by the appearance of the cell and by
its behavior with acetic acid,

The pus and other cells, G, which have just been named,
have often a distinectly granular appearance ; but the granules
are not so clearly defined as in the granular cell found in
ovarian disease, owing to the partial opacity of these cells;
and, when the granular cell of ovarian disease and the pus
cell are placed together under the microscope, this difference
is very apparent. In addition to the opacity of these cells,
we frequently find their cell wall appearing wrinkled rather
than granular; and further, in the fresh state, they are often
seen to contain a body resembling a nucleus,
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But, if there is doubt as to the nature of the cell, the ad-
dition of acetic acid dispels it; for, if it is a pus cell, or any
of the cells named above, it will, on adding this acid, be seen
to increase in size, become very transparent, and nuclei,
varying in number from one to four, will become visible.
(See G, pus cell before adding acid; and H, pus cell after
adding acid.) BShould the cell, however, be an ovarian
granular cell, the addition of this acid will merely increase
its transparency and show the granules more distinctly.

This ovarian granular cell I consider as diagnostic of
ovarian dropsy, and have seldom failed to find it in this
fluid, except in some of the earlier cases, where it probably
existed but was overlooked from inexperience in the ex-
amination of these specimens.

The next important cell revealed by the microscope is the
epithelial. Of this, many varieties are found, such as the
columnar, tessellated, ete., some of them in a sound, healthy
condition, but more in a state of fatty degeneration. The
drawing, A, shows the forms of these cells most frequently
seen in the fluids which have been examined. When we
consider that these cells are derived from the epithelial
lining of the walls of the cysts, we might naturally expect
to see them in all ovarian fluids, yet they are frequently
absent, but, when present, are valuable as an aid in diag-
nosis,

The compound granular cell, I, the granule cell of Paget
and others, or inflammation eorpusele of Gluge, is also occa-
sionally present in these fluids, and might possibly be mis-
taken for the ovarian granular cell; but it is not difficult to
distinguish them from each other. Gluge’s cell is usnally
much larger and more opaque than the ovarian cell, and has
the appearance of an aggregation of minute oil globules,
sometimes inclosed in a cell wall, and at others deficient in
this respect. The granules are coarser, and vary in size,
while the granules of the ovarian cell are more uniform and
very small. By comparing them in the drawing, these
differences will be apparent. Again, the behavior of these
cells on the addition of ether will at once decide the ques-
tion; for, while the ovarian granular cell remains nearly
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unaffected by it, or, at most, has its granules made paler, the
cell of Gluge loses its granular appearance, and sometimes
entirely disappears through the solution of its contents by
the ether.

The only crystalline form seen in ovarian flnid is chol-
esterine. This is often present in great quantities, and the
crystals are frequently so large, that they give a glistening
or sparkling appearance to the fluid, and on rising to the
surface may be seen with the unaided eye. Dut this sub-
stance is not peculiar to ovarian fluids, for it may be found
in the fluid of ascites, although far more rarely.

These are the principal objects seen with the microscope
in ovarian fluids, when the cyst has not been inflamed. If
this has occurred, however, in addition to the objects already
mentioned, we meet with the products of inflammation, as
the pus cell, ete.

Examples of the varieties of ovarian fluids most commonly
met with will be found in the following cases:

Casg CXLV.—December 5th, 1855. Mrs. H. Fluid ob-
tained from an ovarian cyst by paracentesis abdominis ; subsequent
operation and removal of the fumor. This was an odorless, semi-
transparent, thick, viscid fluid, resembled honey in ecolor,
and contained flocculi. It was so glairy that it could be
drawn out in strings. A deposit of white flakes formed on
standing. Its reaction was alkaline. Its specific gravity
was 1022,

In one thousand grains it contained,—

Grains.
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Microseopic examination.—In a liquid, cloudy from granular
matter, floated epithelial cells, which had undergone fatty
degeneration, and the clear, granular ovarian cell. The
flakes were composed of an aggregation of these same
objects.

3l
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Case CXLVI.—February Tih, 1856. Mrs. C.  Fluid from
an ovarian eyst, oblained by tapping ; the patient afterwards
operated upon and the tumor removed.

An odorless, thick, opaque flnid of a grayish-yellow color,
and contained no deposit. It had a glutinousfeel when rubbed
between the fingers; when boiled it almost entirely coag-
ulated. Its reaction was alkalive; specific gravity, 1032,

In one thousand grains it contained,—

Giraing,
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Microscopic examination.—The field was covered with the
ovarian granular cells, granular matter, oil globules, and
blood corpuscles.

Case CXLVIL—August 6ih, 1856, Miss S. C.  Fluid laken
Srom an ovarian cyst by tapping ; the tumor afterwards removed by
an operation.  In consistence this fluid resembled a thin
mucilage. It was a pale straw color, cloudy and turbid,
with white flakes floating in it. On standing, a copious de-
posit occurred. It became opaque and white when boiled,
but did not solidify.

Its reaction was nentral; its specific gravity was 1010.

In one thousand grains it contained,—
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Microseopic evamination revealed degenerated epithelial cells,

ovarian granular cells of various sizes, some of them very

large, and erystals of cholesterine in abundance. The flakes
consisted of cholesterine, granular cells, and oil globules held
together by some viscid substance. :
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Case CXLVIIL.—May 15th, 1856. Mrs. B. Fluid ob-
tained by tapping an ovarian cyst ; the tumor subsequently removed
by an eperation. A wery thick, glutinous, opaque, whitish-
yellow fluid, having a decided animal odor; examined
immediately after its removal from the abdomen, and then
contained no sediment. When boiled, it coagulated so com-
pletely that the test-tube could be inverted without spilling
a drop.

Its reaction was neutral ; specific gravity, 1022,

In one thousand grains it contained,—

Grrnins.
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Microscopie eramination.—The ovarian granular cells and
granular matter were the only objects seen.

Case CXLIX.—May 1st, 1856, Mrs. MeG. Fluid taken
from an ovarian cyst by tapping ; the tumor afterwards removed
by an operation. An odorless, thick, glutinous or ropy,
opaque, chocolate-colored fluid, containing no deposit when
first removed. When boiled it became nearly solid, and
coagulated like a thick jelly.

Its reaction was neutral; specific gravity, 1025.

In one thousand grains it contained,—

firains.
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Microscopic examinalion revealed the ovarian granular cell,
granular matter, and oil globules.

It will be noticed that in describing ovarian fluids no
mention has been made of the substances sometimes found
in the fluids of dermoid eysts ot the ovary, such as teeth, hair,
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bones, various forms of solidified fat, ete. These objects
have, however, been already treated of in another part of
the volume.

Fluid of fibro-cystic tumors of the uterus.—A deserip-
tion of this fluid sufficiently minute to identify and separate

it from other forms of dropsical fluid has never, that I am
aware of, been published. Vogel* has, indeed, deseribed a
fluid resembling this as constantly found in what he terms
fibrinous dropsy; but his desecription fails to apply to this
fluid in several important particulars, two of which may be
noticed here. Iirst, he states that the fluid of fibrinous
dropsy is more commonly found than that of the serous
form, and may be met with in any of the serous cavities;
second, that * some time afler its discharge the whole fluid gen-
erally coagulates,” In both of these points it differs from
the flnid under consideration, for this is rarely met with, and
only in connection with fibro-cystic tumors of the uterus, and
when withdrawn from the body coagulates at once.

That this fluid possesses characteristics sufficiently well
marked to merit a separate consideration is shown in the fact
that it contains a larger amount of fibrin than is found in
any other abdominal dropsical fluid, besides having other
peculiarities which will be noticed in describing it.

As it runs from the canula it resembles in its general
appearance the fluid of asecites. It is transparent and of a
deep amber color when not mixed with blood. If it is ex-
amined immediately when drawn from the body, it is quite
thin, but quickly the whole fluid coagulates firmly, and in this
differs from all other forms of abdominal dropsical fluid. This
coagnlation of the fluid is so thorough that a bottle filled
with it may be inverted without spilling a drop. After
standing a few hours the coagulum shrinks, and the mass
separates into two parts: a coagulum, which may be almost
colorless, or yellow, or red, depending on the amount of
blood present in the fluid, and a thinner portion, which in
appearance resembles the fluid of ascites.

# Pathological Anatomy of the Human Bedy, by Julius Vogel, p. 53.

Fy
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Chemical eharacters.—The chemiecal composition of this fluid
is almost identical with that of the second variety of ascitie
fluid, and differs mainly from it in the greater amount of fibrin
and albumen which this contains. By comparing it with the
fluid portion of the blood deprived of its corpuscles, it will
be seen that in both its physical and chemical properties this
fluid resembles the liquor sanguinis; that it is the result of
direct effusion of this liquid, which has subsequently under-
gone change, there can be but little doubt.

Microscopic characters.—Although we find but few cells in
this fluid, yet it contains one peculiar to it, and which, in
view of its diagnostic value, is of great importance,—the
fibre cell, which is represented in the drawing. (Fig. 38, A.)

Fig. 58,

This cell owes its origin to the growth from which the
fluid is obtained, and is not met with in any other abdominal
dropsical fluid. In addition to the fibre cell, epithelial cells,
of large size, and oil globules are frequently seen. The fol-
lowing case gave a well-marked specimen of this fluid:

Mrs. E. A. B. (see Case LXXVL, p. 263.) It was a dark
straw- or amber-colored fluid, which, although quite thin
when drawn, coagulated firmly in a few minutes, so that
a bottle which had been filled with it could be held with its
mouth down without spilling. After some hours it separated
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into two parts, a coagulum and a fluid. The fluid portion,
when boiled, entirely coagulated.

Its reaction was alkaline; specific gravity, 1020,

One thousand grains contained,—

(Frains.
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Microscopic examinalion.—Floating in a clear liguid were
seen a few fibre cells, some large epithelial cells, and oil

globules. (Fig. 38.)

Amniotic fluid.—When the amnion is in a healthy condi-
tion it contains an albuminous fluid, the liguor amnii. The
amount of this varies even in the normal state of the mem-
brane,and may be present to the extent of three or four pounds
without being considered morbid,* or properly spoken of as
dropsical. DBut it sometimes accumulates in snch enormous
quantities as to constitute a true dropsy of the amnion, and
may then be considered under the head of dropsical flnids.
The chief reason, however, for describing it here is the fact
that pregnancy iz sometimes mistaken for ovarian and other
dropsies, tapping performed, and the flnid submitted to us
for an opinion concerning its nature,

The liquor amnii, when not mixed with meconium, blood,
or the remains of a dead feetus, is usnally a thin fluid of a
pale straw color, turbid, contains floceuli suspended in it,
and has some resemblance to whey. It has a well-marked
odor, which is peculiar, and has been compared to that of
the spermatic fluid. On standing, a deposit oceurs. The
consistence, color, odor, turbidity, the amount of contained
flocculi, and its chemical composition vary considerably in
different specimens and in the different periods of pregnancy.

Chemical characters—Its reaction is alkaline ; specific grav-
ity, 1005 to 1010. It contains no fibrin, and a variable amount

- - —

* Cazeaux’s Midwifery, p. 287.
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of albumen. Acetic acid produces a cloudiness, and it be-
comes opaque when boiled.

Microscopic characters.—Epithelial cells of large size, which
appear wrinkled and creased, are oceasionally seen, but more
frequently a smaller, tessellated epithelial cell, far gone in
fatty degeneration, is present (Fig 39, B), together with oil

globules and irregular masses, which are the flocculi. On
adding ether, these masses are dissolved and prove to be fat,
containing epithelial cells.

Casg CL.—May 11th, 1856. See Case LX., p. 213. This
fluid was brought to me to examine by Dr. A. L., who had
removed it, by tapping, a few days previous, from what he
gupposed to be an ovarian tumor. It was as thin as water,
and clondy, of a dirty light straw color, contained a deposit
of focculi, and had the odor of decomposition. It became
oparue on adding acetic acid and when boiled.

I'ts reaction was alkaline; specific gravity, 1010,

In one thousand grains it contained,—

Girains.
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Microsecopic examination.—The large epithelial eells which
have been mentioned were present in great abundance;
blood corpuscles and oil globules were also seen. (Fig 39, A.)

In thus concluding the description of the principal dropsi-
cal fluids of the abdomen, it may be stated that time has not
permitted the consideration of others which are occasionally
met with, but far more rarely, such as the fluid from hydatid
cysts, cysts of the kidneys and liver, retained menstrual
fluid, ete.




CHAPTER XXV,

CONCLUDING REMARKS.

THE discussion of the subject of the diagnosis of ovarian
tumors, both general and differential, will here terminate.
Considerable space has been given to it, but the question is
of such paramount importance, in reference to ovariotomy,
that it is worthy of the fullest consideration. In treating it
I have drawn only on my own experience; and, therefore,
the subject is not exhausted. But I have written of *“that
which I do know,” and I flatter myself that what I have
presented will go far toward enlightening the profession on
a question that has been considered obscure.

The difficulties of diagnosis have been universally brought
forward as the greatest objection to ovariotomy; and yet, in
reviewing the foregoing pages, it will be seen that these
difficulties, in the large majority of instances, did not exist
so much in the cases themselves, as in the want of care and
want of tact manifested by the observer. In abdominal
tumors, as in other diseases, the members of our profession
are too prone to jump at a conelusion, and hastily pronounce
a diagnosis without carefully weighing all the positive and
negative testimony bearing upon a case. A want of experi-
ence, also, may lead to error, even with the greatest caution
of the surgeon: as in all other diseases, so in these, it re-
quires frequent opportunities of observation to make one an
expert in detecting one form of tumor from another. The
novice is not expected to know, and his mistakes in the
diagnosis of any disease should not be recorded as any evi-
dence of the difficulty of deciding upon the real character
of such affection. Even the oldest practitioner, whose
opinions are justly regarded as authority, must necessarily
be occasionally at fault, when traveling over strange grounds

(469)
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that he has never cunltivated. Diseases must be seen in order
to be recognized, and must be compared, and that re-
peatedly, with congenerous affections, in order to be distin-
guished. Ovarian tumors form no exception to this truism.
Hence no surgeon, old or young, who has had but few oppor-
tunities of investigating abdominal tumors, should be too
harshly criticised for making a false diagnosis in this class
of diseases; nor should a failure, under such circumstances,
be regarded as belonging to the difficulties of diagnosis.
However obscure a case might seem to the inexperienced,
or however deceptive to the careless observer, it would be
plain to the expert. It is so in all classes of disease; and
hence, as we grow old in the profession, particularly in a
large and dense population, specialties necessarily force them-
selves upon us. The young physician, who unsunally starts
out as a general practitioner, attending to all branches of
medicine and surgery, will find that, as he accumulates ex-
perience, his success in the treatment of certain diseases will
be greater than it is in others, and that his reputation will be
in proportion to his suecess; and, as a consequence, his just
fame for the treatment of a certain class of diseases will, in
a large city, attract so great a number of patients that, in
self-defense, he will have to abandon other branches of his
profession, as his time i1s monopolized by a special class of
sufferers. In this way, and without any intention on his
part, originates the true and well-eduecated specialist, having
a reputation based upon ample observation and experience.
The opinion of such a one is properly deferred to as authorita-
tive by his professional brethren. An estimate of the difhi-
culties of diagnosis can only be made when cgses are presented
to such professional experts.

I am sure that ovarian tumors can be recognized, and dis-
tinguished from other abdominal enlargements, as readily as
can the several diseases of the brain, or of the chest, or of
the heart, or of the nervous system; and although errors of
diagnosis may occasionally occur in the former, they are not
more frequent than in the latter affections. Who does not
know that, during the exacerbations of remittent fever, the
symptoms may sometimes be mistalken for idiopathic inflam-

e i
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mation of the brain? or the hydrocephaloid of Marshall Hall
be mistaken for typhoid fever, or infantile remittent ? or how
rarely can we make a positive diagnosis between tubercular
and ordinary meningitis? Can we, at all times, make a dif-
ferential diagnosis between acute softening of the brain and
cerebral hemorrhage or tumor? or between paroxysms of
hysteria and epilepsy? And how often are abdominal hys-
teria and hyperssthesia taken for peritonitis! Such queries
might be extended to include the diseases of every organ in
the body with similar results, showing that difficulties of
diagnosis afford no argument why these diseases should not
be treated, and showing, also, that ovarian tumors, upon the
same rule, should not be excluded from the resources of the
profession.

Even in other surgical diseases there have been very grave
errors of diagnosis: encephaloid, aneurism, and hernia have
all been mistaken for abscess, and the lancet plunged into
them! Tuberculosis of the hip-joint has not unfrequently
been confounded with sprains and rheumatism of the ileo-
femoral articulations; or with psoas abscess; or with purn-
lent collections in the vicinity of the hip and upper part of
the thigh; or with inflammation of the periosteum of the
great trochanter! Fracture of the neck of the thigh-bone has
been mistaken for dislocation ; or has existed without having
been detected, even by the most careful examination! Blad-
ders have been cut for stone when no stone was present, and
testicles have been removed, in mistake, in cases of hydro-
cele! Tumors, located over an artery, have been treated for
aneurisms ! These and other instances show that the diagnosis
is at fault in numerous affections not connected with the
ovary, and yet surgical interference is not forbidden by the
oceurrence of such mistakes. These errors, fortunately, are
infrequent in the practice of experts, and should be looked
upon merely as exceptions establishing a general rule, which
rule, also, should properly embrace the operation of ovari-
otomy. .
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Abdomen, colloid tumor of, mistaken
for ovarian dropsy, 372.
resembling ovarian tumor,
874.
eystic tumors of, 129,
dropsical fluids of the, 442.
examination of, in a recumbent
position, 44.
in a sitting position, 40.
form of, in tumor of the ovary, 42.
general remarks concerning drop-
sical fluids of the, 444.
hypertrophy of the muscular wall
of, resembling a tumor, 402,
malignant tumors of, 36G8.
following recovery from ova-
riotomy, 88,
resembling an ovarian tu-
mor, 368,
shape of, before and after tapping,
5.
too tight to fluctnate, 52.
Abdominal cavity, inflammatory de-
psits in, 349,
inflammatory deposits
one year after ovariolomy,
S56.
inflammatory deposits
followed by an ovarian tu-
mor, 351-358.
inflammatory deposits in,
mistaken for an ovarian
tumaor, 350, 351.
enadelphia, 201,
rictes, muscular derangement
of, 348.
tumor formed by a single unsym-
metrical kidney, 322,
tumer, pregnancy mistaken for,
206-213.
viscera, enlargement of, 311.
wall, hypertrophy of, 397
mistaken for am ovarian
tumor, 3909-401,
elephantiasis of, mistaken for
ovarian tumor, 403,
Abscess, lumbar, 366.

in,

in,

Abscess, mistaken for an ovarian tu-
mor, 366,
pelvie, 560,
psoas, 366,
Acenmulation of faees in the intes-
tines, 339,
caused by the pressure of a
malignant tumor, 343.
mistaken for a tumor, 340-
245,
ox-gall in, 340-345.
of gas in the intestines, 346,
mistaken for a tumor, 346,
247.
of strawberry seeds in the sig-
moid flexure mistaken for
a tumor, 342,
Acephaloeyst hydatids, 169.
Acidity of dropsical fluids, 445,
Adhesions, 406,
omental, 413,
parietal, 409,
omental and viseceral, 419,
vizeeral, 415,
' Adipose hypertrophy of the abdominal
wall, 307.
mistaken for an ovarian tu-
_ mor, 399-401,
| Albumen in ascitic fluid, 58, 445.
in ovarian fluid, 57, 445.
heat test of, 58.
nitric acid test of, 58,
Alkalinity of dropsical fluids, 445.
Amnii liquor, examination of, S09.
Amnion, dropsy of, 304,
associated with quadruplets,

306.

associated with twins, 305-
307.

mistaken for abdominal

dropsy, 307.
tapped, 308,
Amniotie fluid, examination of, 213,
S04, 466, 467.
Amount of albumen in dropsical
fHuids, 445,
of fibrin in dropsical fluids, 445,
of solid matter indropsical fluids,

445,
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Amount of water in dropsical fluids,
445, :
Anatomical deseription of a dermoid
cyst of the ovary, 174 |
of a monstrosity by inclu- |
gion, 199.
Acscites, G4,
caused by visceral obstruection,
resembling  multilocular
ovarian tumor, 82-89,
coexizling with ovarian tumaor, 64,
depending on visceral obstruc-
tion, resembling unilocular
ovarian tumor, 79-82.
diagnosis of, from ovarian tumor,
G4-6G6.
following tubercular peritonitis,
resembling simple ovarian
cyst, T2-T8. i
resembling multilocular ovarian |
tumor, 82.
resembling uniloeular ovarian |
tumor, T2. .
simulated by air in an ovarian |
cyzt, 67, I
solid malignant tumor of the
ovary accompanying, 386-
200,
Ascitic fluid, 447.
albumen in, 58.
color of, 448,
consistence of, 448,
depending upon inflammation of
the peritonenm, 453,
microscopic character of,

453.
irritation of the peritoneum,
451,
microscopic characters
of, 451.

examination of, 86.
general chemical characters of,
448,
microscopic characters of]
449.
masking an ovarian tumor, 54,
odor of, 447.
sediments in, 448,
of simple effusion, 449,
microscopic characters of,
449.
tranzsparency of, 447,

B.

Bilocular tumor, diagnosticated by
paracentesiz, 57.
Bladder, distended urinary, 336.
distended urinary, mistaken for
an ovarian tumor, 337,

INDEX.

Bladder, gangrene of, 202,
in the way of tapping, 49.
mistaken for a cystic tumor an
excized, 306,
prolapsus of, in ovarian tumors, 46.
Blood eellz in ovarian fluid, 59.
Bowels, tumor of, mistaken for an
ovarian tumor, 334.
Broad ligament, cysts of the, 107-118.
concentrie, 124-128,
fluid of, 455,
loeality of, 124.
tapping in, 128.

C.

Catamenia in ovarian tumors, 35.
Caunse of eystic formations of the
ovary, 440.
Cell forms in ovarian flnid, 59.
ovarian granular cell, 457, 458,
Character of fluctuation in differential
diagnosis, 65.
of fluid of eysts of the broad liga-
ment, 117, 455,
of fibro-cystic uterine tu-
mors, 284, 465,
Chemieal character of the fluid, 57T.
of amuniotic fluid, 406,
of ascitic fluid, 448,
of fluid of eysts of the broad
ligament, 455.
of fibro-eystic tumors of
the uterus, 465,
of ovarian Huid, 457,
Cholesterine in the fluid of hepatic
cyst, 134,
of an ovarian eyst, 59.
Coats of cysts, 424,
Colloid tumor of the abdomen mis-
taken for ovarian dropsy,
873,
resembling an ovarian tu-
maor, 374,
of the ovary resembling an ova-
rian cyst, 879,
Color of aseitic fluid, 448.
of dropsical fluids, 444,
of ovarian fluids, 457.
Communication between the bowel
and an ovarian cyst, 69.
Conecentric cysts of the broad liga-
ments, 1294-128,
Conecluding remarks, 469.
Consistence of ascitic fluid, 448,
of ovarian fluids, 457.
Constitutional symptoms in ovarian
tumors, 32
Countenanee, expression of, in ova-
rian tumors, 35
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Curvature, spinal, 366.
Cystic diseasze of the kidney, 145.
mistaken for an ovarian tu-
mor, 320,
formations of the ovary, cause of,
440.
tumors of the abdomen, 129,
tumors of the ovary, origin of,
454,
pathology of, 422,
Cysts of the broad hgnment 107-118.
becoming the receptacle of |
ovarian fluid, 120.
character of the fluid of, 116-
118, 455.
concentrie, 124-128.
diagnosis of, 118, 119.
distingunished from owvarian

by tapping, 108, 109, 115,
116.

examination of fluid of, 115.
locality of, 124,
pathology of, 120.
points of identity with uni-
locular ovarian eystin, 107.
gigns of, 107.
tapping in, 128,
as a therapeutic agent,
128,
hepatie, 150.
cholesterine in, 154,
echinoeoques in, 133.
traumatic, 136.
of the kidney, 138.
examination of fluid of, 140. |
ovarian, air Il'llEI].'I'IIlk'LtIIIf_"IIbthEb,
67.
ascites following tubercular
peritonitis resembling, 72-
78.
causing rectocele, 395, -
coats of, 424.
dermoid, 171.
multilocular, 428,
origin of, 437,
multiple, 427.
origin of, 435.
pedicle of, 432,
simple or unilocular, 424.
origin of, 435.
vascular supply of, 433,
peritoneal inflammatory, 160.
examination of fluid of, 163,
uterine, 144.
injected with iodine, 149,
tapping in, 147.
tapped, no return of fluid for
several years, 155, 158,
therapeutic  considerations,
1564,
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Cystocele, mistaken for a tumor and
excised, 396,

D.

Deposits, inflammatory, in pelvie and
abdominal cavities, 349.
Derangement of the abdominal pit-
I'Ii."ti!'b, muscular, 348,
Dermoid eyst of the ovary, 171,
anatomical examination of,
174.
discharging ifs contents
through the bladder, 185.
examination of hair taken
from n, 176,
tapping in, 173, 177, 181.
bodies resembling mus-
tard-seed removed by,
177.
with an axial twist in the
pedicle, 191.
without a pedicle, 188,
tumors, 171.

| Diagnosis of cysts of the broad liga-

ment, 117, 118.
differential, Ga.
between ovarian tumors and
acephaloeyst hydatids, 169, .
between ovarian tumors and
azcites, fGd.
and cysts of the broad
ligament, 107.
and dermoid tumors, 171,
and extra-uterine feta-
tion, 197.
and fibro-cystic tumors,
263,
and hard fibroid fumors,
243,
and hepatic cysts, 130.
and other eystic tumors
of the abdomen, 129.
and peritoneal inflam-
matory eysts, 160,
and pregnancy, 203,
and uterine cysts, 145,
240.
character of luctuation in, G6.
form of abdomen in, 65.
palpation in, 65.
percussion in, 65.
general, 29.
of uterine tumors, sound in the,
241.
Diagnostic value of the fluid of the
cysts of the broad lignment, 118,
Dilatation of the stomach ruuumhhug
a unilocular ovarian tumor, 813,
Distended urinary bladder, 336,
mistaken for an ovarian tu-

Cystocele, 304.

mor, 337,
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Double uterus, 298,
Dropsical fluids of the abdomen, gen-
eral remarks coneerning,
444,
their general properties;
chemical analysis ; micro-
scopic appearance and di-
agnostic value; based on
the examination of several
hundred specimens, 442,
acidity or alkalinity of, 445.
amount of albumen in, 445.
amount of fibrin in, 445,
amount of water and of solid
matter in, 445,
analysis of the solid residue in,
445.
chemical examination of, 445.
color, odor, and general appear-
ance of, 444,
miecroscopie examination of, 446,
specific gravity of, 445.
Dropsy of the amnion, 304.
associated with quadruplets,

a06.,
with twins, 305-307.
mistanken for abdominal
dropsy, 307.

tapped, S08.
ovarian, pregnancy coexisting
with, 220.
Dry tapping, 52.

E.

Early period of ovarian tumor, 29,
Echinocoques in a hepatie cyst, 138,

Elephantiasis of the abdominal wall |

mistaken for an ovarian tumor,
403.
Emaciation in ovarian tumors, 33.
Emboitement, 201.
Enadelphia, abdominal, 201.
Enlargement of the abdominal vis-
cera, 311,
wall, 397
mistaken for an ovarian
tumor, 399, 401.
of the kidney, cystie, mistaken for
an ovarian tumor, 320,
of the liver mistaken for an ova-
rian tumor, 320,
of the spleen mistaken for an
ovarian tumor, 315-317.
Epigenesiz, epithelial, in ovarian tis-
sue, 60, G1.
Epistaxis, uterine, 40,
Epithelial cell in ovarian fluid, 59.
Examination of abdomen in a recum-
bent position, 44.
in a sitling position, 40.

INDEX.

Examination of amniotic fluid, S09.
of ascitic fluid, 86.
of a deriluid cyst of the ovary,
174.
of drups‘}'il!:nl fluids, microscopic,
4 #
of fluid taken from a cyst of the
broad ligament, 115.
from a eyst of the kidney,
140.
from a fibro-cystic tumor,
265, 273, 280, 288.
from an ovarian cyst, 227,
998, 233.
from a peritoneal inflamma-
tory cyst, 163,
from a uterine cyst, 153,
of hair from a dermoid cyst, 176,
of liquor amnii, 213.
of a solid malignant tumor of the
ovury, 392,
of urine in cystic disease of the
kidney, 143.
_pl}siliml of the patient during,

Execision of a |I!‘1}T.I"lld'm5 bladder, 396.
]"aIpﬂ'S?llﬂﬂ of countenance 1I'.I UTHT]HH
tumaor, 36.
Extraaut.eriue fretation, 193,
gastrotomy in, 196,

F.

| Fees, accumulation of, caused by the
pressure of a malignant
tumor, 343,
in the intestines, 559,
mistaken for an ovarian tu-
mor, 340, 345,
ox-gall in, 340, 345,
and strawberry-seeds, accumula-
tion of, miztaken for a tu-
mor, 342,
Fibrin, amount of, in dropsical fluids,
4435,
Fibro-carcinoma of the ovary, 393.
Fibro-eystic uterine tumors, character
of fluid of, 284, 464,
diagnosis of 262,
examination of fluid of, 265,
273, 280, 288.
lel.lit.:." f.:-f, 269.
Fibroid tumors of the uterus, 243.
becoming eystic, 145.
Fibrous tumor of the ovary, 259.
Floating kidney mistaken for an ova-
rian tumor, 324, 326.
Fluctuation, 41,
charncter of, in differential diag-
no=is, Ga.
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Fluetuation in ovarian tumors during
their early period, 31.
Fluid, amniotic, 466,
examination of, 213, 309.
ascitic, examination of, 86.
of ascites, 447.
of eysts of the broad ligament,
character of, 118, 455.
examination of, 115, 455.
of cysts of the kidney, examina-
tion of, 140.
diagnostic of ovarian disease, G0.
of a fibro-cystic uterine tumor,
character of, 284, 404,
examination of, 265, 273, 280,
288.
menstrual retention of, 296.
mistaken for an ovarian tu-
mor, 208, 296,
ovarian, albumen in, 57.
cell forms in, 59.
chemical character of, H7.
examination of, 227, 228, 233,
microscopical character of),
A
occupying a cyst of the broad
ligament, 120.
in the peritoneal eavity, 94,
08, 100.
physical characters of, 56.
of a peritoneal inflammatory cyst,
examination of, 163.
too thick to flow through the
canula, 55.
of a uterine ey=t, 153.
Fluids of the abdomen, 442,
Feeetation, extra-uterine, 293.
gastrotomy in, 196.
Form of abdomen in differential diag-
nosis, G,
in ovarian tumors, 42,

G.

Gangrene of the bladder, 202,
Gas, accumulation of, in the intes-
tines, 546,
mistaken for a tumor, 346,
347.
Gnlstrntmn}' in extra-uterine feetation,
0.
General appearance of dropsical fluids,
444.
General remarks concerning dropsical
fluids, and their examination, 444.
Germs, incasing of, 201.
E}luge's inflammatory ecorpuscle in
ovarian fluid, 59,
Granular cell, ovarian, 59, 457, 458.
matter in ovarian fluid, 59.
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H.

Hair of a dermoid cyst, examination
of, 176.

Hard fibreid tumors of the uterus, 243.

Heat test for albumen, 58.

Hepatic eysts, 130.

cholesterine in, 134.
cocxisting with pregnancy, 130.
echinocoques in, 183,

History and physieal signs of an ova-
rian tumor contradicting each other,
45.

How to use a trocar, 51.

Hydatidsz, acephalocyst, 169.

Hypertrophy of the abdominsal wall,

a07.

mistaken for an ovarian tu-

mor, $99-401.

of the liver, mistaken for an ova-
rian tumor, 320.

of the muscular wall of the abdo-
men, resembling a tumor,
402,

of the spleen, mistaken for an
ovarian tumor, 315-317.

Ii

Incasing of germs, 201.
Inflammatory eysts, peritoneal, 160.
deposits in the abdominal
cavity followed by an ova-
rian tumor, 351-353.
mizstaken for an ovarian tu-
mor, 350, 351.
in the pelvic and abdominal
cavities, 349,
oceurring one year after
ovariotomy, 356,
Intestines, aceumulation of fmces in
the, 339.
of gas in the, 546.
Todine injected into a uterine cyst, 149,

El‘

Kidney, eyst of, 138,
examination of fluid of, 140.
cystic enlargement of, mistaken
for an ovarian tumor, 320,
floating, mistaken for an ovarian
tumor, 524, 326,
single unsymmetrieal, forming
an abdominal tumor, 322

LI

Lancet for tapping ovarian tumors,
48.

51
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Large trocar for tapping ovarian tu-
mors, 47.

Ligament, broad, cysts of the, 107,
118.

Liquor amnii, examination of, 213,
209, ;
Liver, hypertrophy of, mistaken for
an ovarian tumor, 320.

traumatic cyst of the, 136,
Locality of cysts of the broad liga-
ment, 124,
of fibro-cystic uterine tumors, 269.
Lumbar absceszz, 366.
mistaken for an ovarian tu-
mor, 366,

M.

Malignant tugnurs of the abdomen,
Sh8.
causing an accumulation of
fieces, 845,
in a child, resembling an
ovarian tumor, 383.
following recovery from ova-
riotomy, 388,
resemlrliugun ovariantumor,
S68.
of the ovary, causing ascites,
486, et
mistaken 1or precnanc
ag1. preg ¥
solid, accompanied by
ascites, 390,
solid, examination of]
592,
Menstrual fluid, retention of, 296.
mistaken for an ovarian tu-
mor, 206, 303,
Menstruation, regular, after the re-
\ moval of both ovaries, 85,
a6, 87, 38.
one ovary, the other being
diseazed, 25, 39.
Metrotaxis, 40.
Microscopic characters of amniotic
fluid, 467.
of ascitic fluid, 449.
the effusion depending
upon irritation of the
peritoneam, 451.
the result of inflamma-
tion of the peritoneum,
454,
of simple effusion, 449.
of dropsical fluids, 446.
of fluid of cysts of the broad
ligament, 455
of fluid of fibro-cystic tumors
of the uterus, 465,
of ovarian fluids, 457.

INDEX.

Mobility of ovarian tumors, 81.
Monstrosity by inclusion, 198.
deseription of, 199,
Multilocular ovarian tumor, 428,
ascites resembling a, B2.
causing rectocele, 395,
mistaken for a fibro-eystic
tumor, 290,
origin of, 427,
resembling an omental tu-
mor, 329,
Multiple ovarian tumor, 427,
Muscular derangement of the abdomi-
nal parietes, 348.
wall of the abdomen, hypertro-
EE]J .';T of, resembling a tumor,

Hn—

Nitrie acid test for albumen, 58,
Non-adherent ovarian tumor, 407,
Non-vascular pedicle, torn off, 34,
 Notumor’ found in ovariotomy, 47.

0.

Odor of ascitic fluid, 447.
of dropsical fluids, 444.
of ovarian fluid, 457,
0il globules in ovarian fluid, 59.
Omental adhesions, 412,
tumor mistaken for an ovarian
tumor, 326.
Origin of eystic tumors of the ovary,

of multilocular cysts, 437.
of simple and multiple cysts, 435.
Ovarian cyst adherent to the iliac
fossa, S0.
air in, resembling ascites, 68.
causing rectocele, 395.
regnancy coexisting with
: a%-, EEIZE'r =
pyogenie, 83.
simple, ascites fullowing tu-
bercular peritonitiz, re-
sembling a, 72, 78.
fluid, albumen in, 57.
blood eell in, 59.
cell forms in, 59.
chemical charaecterof, 57, 457.
cholesterine in, 59.
color of, 457.
consistence of, 457.
epithelial cells in, 59.
examination of, 227, 228, 233.
Gluge’s inflammatory cor-
puscles in, H4.
granular cell in, 59.
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Ovarian fluid, granular matter in, 50.
in the peritoneal cavity, 94,
98, 100,
microscopical characters of,
58, 457.
occupying a eyst of the broad
ligament, 120,
odor of, 457.
oil globules in, 59.
physical characters ﬂf .
pus cell in, 59.
after addmg acetic acid,
a4
sediments in, 457.
transparency of, 457,
granular cell, 457, 458.
pregnaney, 193.
tissue, epithelial epigenesis in, 60,
61.
tumor, ascites coexisting with,
89, 107
catamenia in, 35.
constitutional symptoms at-
tending, 32.
ﬂmgn-::rah from ascites, 64.
differential diagnosiz of, 3.
dizcovered by tapping, 32.
early period of, 29.
emaciation in, 23,
expression of countenance in,
35.
fluctuation in, 31, 41.
form of abdomen in, 42,

freedom from constitutional |

disturbance in, 32.
general diagnosis of, 29.
lancet for tapping, 48,
masked by surrounding as-
citic fluid, 54.
mistaken for a fibro-cystic
tumaor, 290,
resembling an omental
tumor, 529,
mistaken for pregnaney, 216.
mobility of, 51.
multilocular, ascites cansed
by visceral obstruction re-
sembling, 82, 89,
non-adherent, 407.
non-vascular pedicle of, torn
off, 84.
palpation in, 40,
pedicle of, 432,
percussion in, 40.
sound in early period of,
51

position of, in relation to the
vizcera, 40.
during the early period,
al1.
of uterns in, 45.
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Ovarian tumor, pregnancy mistaken
for, 21‘3 214.
pl‘DlllpHE of bladder with, 46.
of vagina with, 46,
signs of the right or left
ovary in, 44,
tapping in, 47.
uring pregnanc
296 >
trocar for tapping, 47T,
unilocular, ascites resemb-
ling, 72.
ascites depending on vis-
ceral obstruction, re-
sembling, 107.
resembling cysts of the
broad ligament, 107.
uterine sound for examining,
4.
vascular supply of, 433.
with omental adhesions, 412.
with parietal adhesions, 404.
with parietal, omental, and
vizceral adhezionsz, 419.
with wizeeral adheszions, 415,
Ovariotomy performed during preg-
nancy, 223,
' Ovary, cause of eystic formations of
the, 440.
colloid tumor of, resembling an
ovarian cyst, 379.
eystic tumors of, origin of,
434,
dermoid eysts of the, 171.
fibro-carcinoma of the, 393,
fibrous tumor of the, 259,
pathology of eystie tumors
of the, 423,
which, dizeazed, 44.
Ox-gall for the removal of indurated
froces, 340, 345,

in,

P,

Palpation in differential diagnosis, 64.
in tumors of the ovary, 40.
Parietal adhesions, 408,
omental and visceral adhesions,

419.
Patholory of eystic tumors of the
ovary, 422,
of eysts of the bread ligament,
118,

Patient, position of, in tapping, 48.
Peculiar bodies, resemhling mustard-
seed, removed from a dermoid cyst
by tnppuw 177.
Pedicle of ovarian cysts, 432,
of an ovarian tumor, non-vaseu-
lar, torn off, 34,
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Pelvie cavity, inflammatory deposits
in, 549.
tumor and abscess, 360.
appearing two hours after
delivery, 361.
caused by a rupture of the
Hudic artery, 564
following parturition, mis-
taken for an ovarian tu-
mor, S6d,
suddenly appearing inde-
pendently of parturition,
262,
Percussion in differential diagnosis,
G5,
in tumors of the ovary, 31, 40,
Peritoneal inflammatory cysts, 160.
examination of fluid of, 163.
Pervious urachus, 50.
Physical characters of the fluid of
cysts of the broad ligament,
117.
of fibro-cystic tumors, 289.
of retained menses, 299,
of ovarian dropsy, 56.
signs contradicting the early his-
tory of an ovarian tumor,
45.
Point selected for tapping, 49.
Fozition of patient during examina-
tion, 43,
tapping, 48.
of tumor in relation to the vis-
cera, 40,
Pregnancy, 203.
after the removal of one ovary,
35.
associated with an hepatic cyst,
150,
coexisting with ovarian dropsy,
220.
malignant tumor mistaken for,
a81.
mistaken for an abdominal tu-
mor, 206, 213.
for an ovarian tumor, 213,
214.
ovarian, 193.
tumor mistaken for, 216.
ovariotomy performed during,
229,
signs of, 204, 206.
tubal, 193.
Pregnant uterus, sound passed into,
without causing miscarriage,
220, 287.
tapping a, 213, 231.
Pressure of a malignant tumor caus-
ing an aceumulation of feces, 543,
Prolapsed bladder excised, 396.
Prolapsus of the bladder, 46.

INDEX.

Prolapsus of the vagina, 46.

Psoas abzcess, 366.

Pus cell in ovarian fluid, 59.
after adding acetic acid, 59.

Pyogenic ovarian eyst, 85.

Q.

Quadruplets aszociated with dropsy of
the amnion, 306.

R.

Rectocele, 304,
caused by an ovarian tumor, 395.
Remarks, concluding, 469.
Retention of the menstrual fluid, 296.
mistaken for an ovarian tu-
mor, 206, 303,
Retroverted uterns, 292,
a tumor mistaken for a, 294,

S.

Sediments in ascitic fluid, 445,
in ovarian fluids, 457.
Shape of the abdomen before tapping,
53,
Signs of pregnancy, 204, 206.
Simple and multiple cysts, origin. of,
435,
or unilocular cyst, 424,
Single unsymmetrical kidney forming
an abdominal tumor, 322,
Solid malignant tumor of the ovary,
examination of, 392,
accompanied by ascites, 390.
matter, amount of, in dropsical
fluids, 445.
residue of dropsical fluids, analy-
sis of 445,
Sound, uterine, in the diagnosis of
uterine tumors, 241.
in the examinationof ovarian
tumors, 4.
passed into a pregnant uterus
without causing miscar-
riage, 229, 237.
Specific gravity of dropsical fluids,
445, ;
Spinal curvature, 366.
Spleen, enlargement of, mistaken for
an ovarian tumor, 315, 317.
Stomach, dilatation of, resembling a
unilocular ovarian tumor, 312.
Strawberry-seedz, accumulation of,
mistaken for a tumor, 342,
Symptoms, constitutional, freedom
from, in ovarian tumors, 32.
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T,

Tactus eruditus, 62, 389.
Tapping, 47. ;
cysts of the broad ligament, a
therapeutic agent, 128.
dermoid cysts of the ovary, 173,
177, 181.
dropsy of the amnion, 308.
dry, 52. y
how to use the trocar in, 51.
imperfect in consequence of vis-
cidity of the fluid, 55.
ovarian cysts, 47.
during pregnancy, 225.
in the iliac fossa, 30.
point to be selected in, 49.
position of patient in, 48.
pregnant uterus, 2138, 231.
shape of the abdomen before and
after, 53.
trocar for, 47.
uterine cysts, 147.
no return of fluid for several
years, 155, 157, 158.
Therapeutical considerations in uter-
ine cysts, 154,
Transparency of ascitic fluid, 447.
of ovarian fluid, 457.
Traumatic cyst of the liver, 136.
Trocar for tapping, 47.
how to use the, 51.
Tubal pregnancy, 193.
Tumor of the abdomen, colloid, mis-

taken for ovarian
dropsy, 372.

resembling ovarian tu-
mor, 374,

cystie, 129,
formed by a single unsym-
metrical kidney, 322,
malignant, 368,
resembling an ovarian
tumor, 368.
in a child, 383.
prgﬁﬂucy mistaken for, 206,
mistaken for a retroverted uterus,
204.
of the bowels mistaken for an
ovarian tumor, 334.
omental, mistaken for an ovarian
tumor, 526,
ovarian, air in, simulating as-
cites, 68,
azcites coexisting with, 89,
107,
caused by visceral ob-
struction resembling
multilocular, 82, 89.
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Tumor, ovarian, caused by visceral
obstruction resembling
unilocular, 79, 82,

bilocular, diagnosticated by
tapping, 57.

catamenia in, 35,

colleid, resembling an ova-
rian cyst, 379.

dermoid, 171.

diagnosis of, from azeites, 64.

diagnosticated by tapping,32.

differential diagnosis in, 63.

early period of, 29.

emaciation in, 33.

expreszion of countenancein,
34,

fibrous, 259.

fluctuation in, 31, 41.

form of abdomen in, 42.

freedom from constitutional
gymptoms in, 32,

general diagnosis of, 20,

lancet for tapping, 48.

malignant, causing ascites,

miztaken for pregnancy,
381. == ?
masked by surrounding as-
citic fluid, 54.
mistaken for pregnancy, 216.
mobility of, 31.
multilocular, ascitez resem-
bling, 82.
ascites cauzed by vizeeral
obstruction resem-
bling, 82, 89,
mistaken for a fibro-cys-
tic tumor, 290.
resemabling  an omental
tumor, 329.
non-adherent, 407.
palpation in, 40.
percussion in, 81-40.
position during early period
of, 81.
position of uterus in, 45.
position of the viscera in, 40.
pregnancy coexisting with,
220.
pregnancy mistaken for, 213.
pm?apat: of the bladder in, 46.
prolapse of the vagina in, 46.
tapping, 47.
during pregnancy, 225.
trocar for tapping, 47.

unilocular, ascites resems-
bling, 72.

depending on visceral

obstruction resem-

bling, 79, 82.
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Tumor, ovarian, unilocular, resem-
bling eysts of the broad
ligament, 107.

uterine sound for examining,
4.
with omental adhezions, 412,
with parietal adhesions, 409.
with parietal, omental, and
visceral adhesions, 419.
with visceral adhezions, 415,
of the uterus, 240,
fibro-cystice, character of the
fluid of, 284,
dingnosiz of, 262,
examination of fluid of]|
965, 278, 280, 288.
locality of, 269.
fibroid, 243.
becoming cystic, 145. |
uterine, gound in the diagno- |
sis of, 241. !
pelvie, 360, |
appearing two hours after
delivery, 861.
caused by a rupture of the
pudie artery, S64.
following parturition, mis-
taken for an ovarian tu-

maor, 363,

suddenly appearing inde-
pendently of parturition,
62,

Twins associated with dropsy of the
amnion, 305, 307.

U.

Unilocular ovarian tumor, 107, 424,
ascites resembling, 72, 79, 82.
resembling eysts of the broad

ligament, 107.

Unsymmetrical kidney, single, form-

ing an abdominal tumor, 322,
Urinary bladder, distended, 326,
mistaken for an owarian tu-
mor, 337,
pouch in the linea alba divided
by the knife during ova-
riotomy, 50,
Urine in cystic disease of the kidney,
examination of, 143.

Uterine cysts, 145.
examination of flnid of, 153.
injected with iodine, 149.
tapping a, 147.

no return of fluid for
several years after,
155, 158.
therapentical econsiderations
in, 154

INDEX.

Uterine, sound in the examination of
ovarian tumors, 46.
in the diagnosis of uterine
tumers, 241,
tumor, 240.
fibro-eystic, character of the
fluid of, 284
examination of fluid of,
265, 273, 280, 288.
locality of, 269.
fibroid, 243.
becoming cystic, 145.
sound in the tﬁagnusis of, 241.
Uterus, cysts of the, 145,

examination of fluid of, 153.

injected with iodine, 149.

tapping, 147.

no return of fluid for
several  years after,
155, 158.
therapeutical considerations
in, 154.
double, 206.
epistaxis of, 40.
fluid of fibro-cystic tumors of the,
464, '
position of, in ovarian tumors, 45.
pregnant, sound passed into, with-
out causing miscarriage,
229, 237,
retroversion of the, 202,

a tumor mistaken for, 294.
tapping a pregnant, 213, 231.
tumor of the, 240.

fibro-cystie, character of the

fluid of, 284.
examination of fluid of,
265, 273, 280, 288,
locality of, 269.
fibroid, 243.
becoming cystie, 145.
sound in the diagnosis of, 241,

V.
Vagina, prolapsus of, in ovarian tu-
mor, 4([;_
Vascular supply of ovarian eysts, 433,
Viscera, abdominal, enlargement of,
311.
Visceral adhesions, 415.

W.

Wall, abdominal, hypertrophy of,
397.

Water, amount of, in dropsieal fluids,
445,

epistaxis, 40.

Which ovary is diseased, 44.




























