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INTRODUCTION.

Proressor WINCKEL'S treatise upon diseases of women was
issued in Leipsic one year ago. Its author is recognized as one
of the most eminent and able among European teachers of ob-
stetries and gynecology, and has been a most industrious con-
tributor to the literature of these subjects, only one of his volumes,
however, having, previous to the present, been translated into
English—that upon the Pathology and Treatment of Childbed, the
translator being Dr. James R. Chadwick, of Boston. Neverthe-
less, oceasional articles from his pen have been published in Am-
erican medical journals, so that, even independently of his larger
works, his name is well known to the American profession, and
to some the opportunity of personal acquaintance was afforded
during his visit to this country last summer, such aequaintance
impressing them with the fact that he was a man of far more
than ordirary ability, attainments and force. -

The student of obstetrics and diseases of women cannot fail
to recognize that many of the most valuable contributions to
these subjects come from Germany ; blot out the work done by
German obstetricians and gynecologists in the last twenty, or in
the last ten years, and the field of knowledge in these depart-
ments of medicine would be materially lessened, and some of the
most important advances lost. It is not my purpose to inquire
into the reasons for this condition, but observant physicians can-
not fail to recognize the fact.

It seemed, therefore, peculiarly suitable to present to those
members of the American profession interested in the study of
diseases of women a work upon the subject which is at once the
most recent and one of the best that has been issued in Germany,
a work rich in large and intelligent personal experience, and at
the same time rich in reference to the study of others, a work by
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one who in his practical duties combines the teaching of obstet-
ries and gynecology, two departments of medical study and prac-
tice that are so intimately connected.

Some of the special merits of the work will be briefly men-
tioned. One is, the importance given to pathological anatomy,
and thus a firmer foundation made for thorough kuowledge ;
only by the knowledge thus acquired can we learn correctly to
discriminate between diseases, and arrive in many instances at
the appropriate application of therapeutic agents.

While the volume does not neglect the most recent advances
in gynecological surgery, it is eminently conservative in much of
its teaching, and it gives great importance to gynecological
medicine. There is something quite fascinating in a successful
abdominal section, for example, with the removal of the uterine
appendages, and the exhibition of the trophies so quickly won,
to a medical society, that doubtless such operations are sometimes
done in cases in which patient and continued medical treat-
ment would have effected a cure, and in other cases in which the
mutilation brings no good result. The physician will find in this
volume no encouragement for such reckless laparotomies, and
the duty of conservative men in the profession is to endeavor
to restrict the operations, whether called by the name of Battey,
Hegar, or Tait, within narrower and more clearly-defined limits.
The profession will surely give heed to this demand of the hour,
when such an incident as that narrated recently® by Sir Spencer
Wells comes to the light, while probably some similar ones
remain concealed ; in such case there ought to'be no hesitation
in prompt and positive censure: “And it is only when omne
hears such well-authenticated, revolting stories as that of a young
lady who, in good health, leaves her home, goes to London or
some provineial town, happens to have a trifling indisposition,
consults , Who troubling himself only to draw out the avowal
that her periods were accompanied by ¢ quelque malaise,’ on the
spot insists upon odphorectomy, and in a few days after does it,
that the mystery of some statistics is unveiled.” Very justly Sir
Spencer suggests that warnings are neither ill-timed nor imper-
tinent.

* American Journal of the Medical Sciences, 1886.
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It certainly seems marvellous that the ovaries, or tubes, or
both, are, in the opinion of some operators, so frequently and
so gravely diseased that extirpation is the only cure. Nature is
sadly at fault if she gives woman organs essential for her sexual
life that are thus subject to grave maladies that often before she
reaches even the meridian of that life, those organs must be taken
away ; or else medicine iz sadly deficient in curative m=ans. There
are too many hapless vietims of this bold surgery, women who
‘have lost their ovaries, for example, no better of pains and aches
and nervous disorders than they were before being operated upon
—in some instances, not only the ovaries removed, but a second
operation done for the removal of the stump of the pedicle—to
permit one to think odphorectomy has so large a field as some of
its friends have given it. Many of the profession can remember
when division of the cervix was, under the inspiration of Sir
James Simpson, a frequent operation, but now it is rarely per-
formed. So, too, they well remember when extirpation of the
clitoris was regarded by one of the ablest men in the London
profession, and one of the most brilliant operators, the late Baker
Brown, as a certain cure for various nervous disorders, but swift
and terrible punishment from the profession fell upon him, and
the operation by which he was so fascinated is now rarely done. I
do not believe that removal of the uterine appendages will go the
way of splitting the cervix or of clitoridectomy, yet the indiea-
tions for it will be more distinetly defined, and more limited, than
at present ; some indieations now accepted will be entirely rejected.
The student of this work will adopt the conservative teaching of
its author, and endeavor by medical means to cure some maladies
of organs which, according to others, demand instant extirpation
of the diseased structures, only resorting to radical treatment
when these means fail and life or health is seriously imperilled ;
as cannon are spoken of as the wltima ratio requm, so ought re-
moval of ovaries or tubes to be held by conservative men in the
profession as the final resource.

The many illustrations, all of them new, and most of them
remarkably good, add to the value of the work. Many diseases of
the genital organs, not mentioned in our English text-books at
least, are here deseribed, and the classification given greatly facili-
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tates the study of all. While the author has omitted an account
of genito-urinary fistule in the female, and the operations these
lesions require, the omission is more than compensated by the
chapters upon diseases of the mammze, instruction thus given
that will meet a more general want than that pertaining to the
former.

No one can read and thoroughly study this volume without
deriving not only much important practical information, but also.
finding his views of gynecology growing larger, and the super-
structure resting upon a broader and firmer foundation.

As Americans, we may be justly proud of what our country-
men have done in promoting a knowledge of diseases of women.
The four names, however, which, in virtue of original work,
adding to therapeutical resources in the treatment of diseases of
women, will probably shine with the most enduring lustre, are those
of McDowell, Sims, Emmet and Battey. In 1809, MecDowell,
living in an obscure Kentucky village, first demonstrated the
practicabilily of removing ovaries that had undergone cystic
degeneration, and thus was the author of the greatest surgical
beneficence of the century, and one of the grandest achievements
of all the centuries. Nearly fifty years passed before Marion
Sims, as the fruit of his brilliant genius and patient perseverance,
demonstrated the curability of genito-urinary fistulee in the fe-
male, and became the founder of the American school of gyne-
cology. His work, too, was at least begun in a comparatively
obscure part of the country, and distant from any of the great
centres of population. Professor Winckel, as*will be seen in a
moment, gives him ample praise for his great accomplishment,
and for the wide influence he exerted upon the progress of gyne-
cology.

Emmet and Battey have made important additions to gyne-
cological surgical therapeutics, but I refrain from special eon-
sideration of these additions.

Professor Winckel, in the introduction to his work, attributes
the remarkable development of gynecology which has taken
place in scarcely more than a generation, to a gradually grow-
ing surgical tendency, and in this connection makes the fol-
lowing statement: “ We are indebted to the American, Marion
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Sims, more than to any one else, for a large part of our knowl-
edge of, and progress in the treatment of diseases of women.”
He further says that, “ it is worthy of remark that vesico-vaginal
fistulse excited the ambition of two such men as Sims and Simon,
causing them to devote all their energies to the cure of these
lesions which hitherto had been considered almost incurable.
This operation demanded not only great patience and perse-
verance but, from the very nature of the case, led to improved
methods of exposing the internal genital organs, drawing down
the uterus, and the application of sutures to it, to the vagina and
the bladder.”

He finds other causes for its progress in the increased number
of successful ovariotomies in England and Germany occurring
soon after the advance by Sims and Simon, and in the value of the
bimanual method of examination as pointed out by Holst. About
this time the remarkable work of Sims, Clinical Notes on Ulerine
Surgery, appeared, a work which immediately acquired great
popularity. In considering the causes of this remarkable popu-
larity, he attributes it, apart from the many new facts which
were described in the most original manner, to the very attractive
history of the development of his ideas, the mistakes which he
at first made, the means by which he reached the goal, and the
many accidents which led him on to the accomplishment of his
purposes. “Some, however, were so impressed by the various
cases presented, the greatness of the material, and by his suceess,
that they doubted the truth of his statements. But, whoever
tested those statements, results and methods—and certainly all
go did who had the opportunity—soon saw that nothing but the
plain truth had been told, and were astonished at the numerous
and careful observations and practical remarks made by Sims;
the clearness with which he saw what was to be accomplished,
and his certainty of method.”

“Great men stamp upon their generation the impress of their
minds. It does not, therefore, appear remarkable that two such
eminent men as Sims and Simon, who, in fact, were surgeons
giving special attention to diseases of the female sexual organs,
exerted such an influence upon gynecological practice that the
then prevalent conservative methods were replaced by a remark-
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able surgical teudency which rapidly became popular. The
progress would, however, have been much less rapid had not
Lister shown the value of antiseptics in surgery.”

After referring to Battey’s and Hegar’s odphorectomies, and
to Freund’s and Czerny’s hysterectomies, Winckel remarks: “It
now seemed that a safe and justifiable operation had been de-
vised for all dizeases of the female. Accounts of laparotomies
and castrations appeared by the hundred, though in former years
these operations had scarcely been attempted. But where there
is much light there are also many dark shadows. The general
adoption of Listerism in surgical gynecology caused laparotomy
to be thought a panacea for all disorders of the female sex, and
large ovarian tumors and uterine myomata are no longer the sole
indications, but the operation has been proposed and done for
ovaralgia, pelvic adhesions, and even for displacement of the
uterus as retroflexion, prolapse and inversion. It may be further
stated that whenever a woman has suffered for a considerable
time from pelvic disorder, recourse is had to laparotomy if the
ordinary gynecological treatment fails to give prompt relief.
This statement is sustained by the report of operations performed
by Tait, and presented to the London International Congress in
London, in 1881, It is, in fact, performing experiments usually
restricted to the lower animals upon a woman, and it is not
strange that Tait so energetically opposes vivisection.”

“The readiness with which laparotomy is now resorted to leads
to errors in diagnosis. The careful and thorough examinations
essential to a differential diagnosis becomes tirésome when one is
able to have the tumor in hand and examine it after an abdominal
incision.”

Other judicious remarks follow, and then there is given a case
which almost parallels that quoted from Wells: “ What if one
gynecologist examines a young girl, and declares that she has
no abdominal tumor, but afterwards another makes an ineision
into the abdomen, and, though finding no tumor, proceeds to
extirpate the ovaries because he sees a few small cysts upon
them, and she is castrated? This is not a hypothetical case, for
such operations have been frequently performed.” He also states
that so many are doing odphorectomies the mortality cannot
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be known, because many unsuccessful cases are not reported ;
nor do we know the general therapeutic results, for like reason.
There might be added to this source of error in arriving at the
value of the operation, that which arises from the fact that some
of the patients that have had their ovaries removed, do not con-
tinue to report their condition to the operators, who, honestly
believing these patients cured, contribute the cases to statisties.
The woman who has undergone oéphorectomy and finds herself
some months afterward as miserable as she was before the ovaries
were removed, is not half so likely to consult the surgeon who
operated upon her as she is some other practitioner. I feel
confident that there may be errors resulting from this cause, in
some statistics.

That which Winckel terms the operative tendency charac-
teristic of recent gynecology, has, in this country, especially been
manifested in the frequent performance of Emmet’s operation
for lacerated cervix. A Dublin gynecologist not long ago re-
marked that, “ the Americans had gone wild” in regard to it.
This is doubtless an extravagant assertion; but it must be con-
fessed that cervico-plasty has been frequently done when there
was no necessity for it, and that many women have escaped the
operation only by consulting another physician after examination
by one of the blind enthusiasts who readily find in nine out of
ten, if not nineteen out of twenty parous women, one or more
tears of the cervix, and at once declare an operation should be
done. There never was more need than at present, both in re-
gard to these lesions of the cervix in women who have borne
children, lesions which in almost all cases are physiological, not
pathological, and in regard to certain affections of the tubes and
ovaries, of the injunction, Take care, or you will find what you
are looking for!

Professor Winckel confidently asserts that conservatism is gain-
ing, and that there is reason to hope that extirpation will no
longer be considered the only curative means for anomalies of
important organs. “ It is a mistake, arising from a failure to com-
prehend the essential nature of the disease, to perform operations
upon the female genital organs not indicated by any local con-
dition, for the cure of hysteria ; castration, amputation of the clito-
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ris, and similar operations, are absolutely contraindicated when
there is no local disease, the intelligent physician will know how
to produce the same moral effect in other ways.”

Fic. 1.

He very justly remarks, we should endeavor to cultivate the
study of pathological anatomy, of swmtiology and diagnosis, as
completely as possible, and not limit the progress of gynecology
to the surgical field.

Fia. 2.

Professor Winckel recommends, in teaching gynecology, the
use of a phantom, prepared in the following manner (knowing
from practical experience the value of the method advised, I
present it in his words, and with his illustrations) : “ The female
genitals, after having been thoroughly disenfected by having
them placed for some weeks in the following solution—corrosive
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sublimate 1 part, glycerin 250 parts, and water 1000 parts—are
removed entire, and placed in Schultze’s phantom in a position
corresponding as closely as possible with their normal one. Pre-
pared in the way advised the organs preserve their softness and
elasticity. The periphery of the excised vulva is sutured to the
rubber at the vulvar opening of the phantom, and the rectum is
attached in its normal position ; the broad ligaments are fastened
by elastic cords to the iliac crests so that they lie in the middle
of the innominate line, and the upper portion of the bladder and
the round ligaments are also fastened in their appropriate posi-
tion, the latter being attached to the anterior pelvic wall. When
all the organs have been placed in proper position, the different,
methods of examination as well as all the operations upon the
female genitals may be performed with great facility.”

The translation of Professor Winckel’s treatise into English
was undertaken at my suggestion by Dr. Williamson, but as he
was prevented, chiefly by other engagements, from revising it
and preparing it for the press, this duty has been chiefly done by
Dr. A. B. Hirsch,to whom I desire to express my great obligations.
Further, I am indebted to Dr. Hirseh, also, for assistance in proof-
reading.

The volume is, I believe, a full, faithful and clear translation of
the German work, only I have omitted a very extensive bibliog-
raphy which to most readers is without interest; three or four
plates of instruments have also been omitted, while all other
illustrations, procured directly from the German publishers, are
introduced.

The author’s orthography of proper names has been followed
even to that of Muzeux, which ought to be Museux.

Winckel refers to the Smith-Goodell speculum, but while there
is a speculum known as Smith’s, and another as Goodell’s, there
is none properly called by the compound name, and therefore I
have taken the liberty of changing the text in this point.

Again, a mode of treatment known in this country as “ Weir
- Mitchell’s,” is spoken of as that of Weil, and I have substituted

for this the name of Mitchell.
TaeorHiLUs PARVIN,






CONTENTS.

PAGE

INTRODUCTION, . - - - : . . . : ; .V
Gynecological phantom,. . . . S S e

SECTION 1.

AXNOMALIES AND DISEASES OF THE EXTERFAL SEXUAL ORGANS, ok

Historical, . N : . : : : : : & 25
CHAPTER 1.

DEFORMITIES OF THE VULVA, . : : : : : . 26
Development of the external "’Llll[dl organs, . - : . . 26
Character of the malformations, . . - . - - + 2
Canses of the malformations, , : . ; . . : . 28
Hermaphrodism, . . . . : e . sl

Treatment, . . : : . : . g ; - : . a0

CHAPTER II.

HYPERPLASIA AND HYPERTROPHY OF THE VULVA, . ; ; |
1. Abnormal growth of the labia majora, 2 : A : S il
2. Supernumerary nymphee, . - : : - . . o ol
3. Hypertrophy of the nymph, . . : ; : : S |
4, Hypertrophy of the clitoris, . . . - R e

Treatment, . . - ; ; - : : . . S . 33

CHAPTER III.

HErxIE oF THE VULVY, . - : - - : - . . 33
1. Inguinal labial hernia, . : . I : . . 33
2. Vaginal labial hernia, L : : : i e : . 34
3. Perineal hernia, . ; : : : ; . . ; . 35

Treatment, . : - 2 . : : : ; . : . 39D

1:



xVi CONTENTS.

CHAPTER 1V.

NEOPLASMS OF THE VULVA,

Papilloma, . - .
Condyloma, . . : : :
Jyst, - - - . 3
Myxoma, - :
IFibroma and fibro-myoma, .

. Lipoma, . . . .
Elephantiasis,

Lutmy,

Sarcoma, . 2

10. Cancer, 3 v :

11. Osteoma, enchondroma, neuaroima,
12. Hydrocele of woman,

90 10

® =@ o

o

CHAPTER V.

PAGE

NUTRITIVE DI‘-&'[‘['RBA‘*«TCE‘:‘, INFLAMMATIONS AND EXANTHEMATA

OF THE VULVA, 2
a. Simple inflammations of ﬂli‘ vnlm :

1. Catarrhal vulvitis, phlegmon, furuncles, t(}”l(:l.llltlfa

valva, . - : : .
2. Diabetic vulvitis,
b. Local exanthemata,
], Eczema, .
. Herpes,
3 Prurigo, :
4, Miliaria rubra ;md cl_ﬁlalllm, .

¢ The infectious inflammations of the vulva,

1. Hard and soft ulcer,
2. Erysipelas of the vulva, :
3. Croupous and diphtheritic vulvitis,
4. Noma of the vulva,

d. Vascular anomalies of the vulva,
a. Teleangioma,
b. Phlebectases of the vulm

¢. Thrombus or hematoma L‘lf the vulva, .

Appendix, . :
Acquired atresia of I;he ullm,

CHAPTER VI.

DEFORMITIES AND DISEASES OF THE VULVO-VAGINAL

a. Catarrh, hypersecretion, . - :
b. Cysts, . . ; g : - :

¢. Abscesses of the valvo-vaginal glauds,

&

£

uf the

36
36
37
38
40
40
40
41
44
47
49
54
99

a7
57

58
60
63
63
64
64
65
65
65
65
65
65
67
67
67
68
69
69

70
71
71
2



CONTENTS, xvil

CHAPTER VIIL.

PAGE
InJUuRIES OF THE EXTERNAL GENITALS, . - - : . . 7B
Recent non-puerperal injuries to the vulva and perineum, . S ]
Old injuries, defective perineum, . - : : ; : o e
Treatnent, . - : : - : - : . - - 5
Appendix, . : - ; - : : : 5
1. [ncontinence or gﬁl"lll]ll} of lhﬂ wulvd earrilitas vulvse, or
vaginal flatus, : ; : ; : : : . 81

2. Neuralgia and inflammations ul the coccyx—coceygodynia, . 82

SECTION II.

ANOMALIES AND DISEASES OF THE VAGINA, . . - : . 85

CHAPTER L.

Tur AFFeECTIONS OF THE HYMEN, . : : " - - B
a. Malformations, : : : : : : : : . 86
b. Structural Anomalies, . - : : A - : R T
¢. Neoplasms, . . o TR TSN (e . B89
d. Vaginismus, . ; 3 . " : : SR .~ 90
e. Imperforate hymen—atresia of the hvmen, . . . S

CHAPTLR II.

MALFORMATIONS OF THE VAGINA, . : - : : 3 . 102
Anatomy, . : : : : : e : a ; = . 102
1. Simple atresia of the vagina, . . : : 2 : . 108
2. Lateral atresia of the vagina, . : : : : : - 112
Other malformations of the vagina, . . . . : - . 118
a. Absence of the vagina, . : : 5 : - - w118
b. Abnormal narrowness and shortness of the vagina, . - . 118
¢ Double vagina, - : - . . : - : . 119
d. Inversion of the vaginal mucous membrane, . : : - 120
e. Congenital cloaca of the vagina, . - - - : . 122

CHAPTER III.

DISPLACEMENTS OF THE VAGINA, . . e s
a. Inversion of the anterior vaginal wall with vagm.ll cystocele, 127
b. Vaginal injections and tampons, . - - - £ - 120

Anterior colporraphy, = : : . : . . 135



xviil CONTENTS.

PAGE
¢. Inversion of the posterior wall and rectocle, . - - . 157
Posterior colporraphy, . : el . 139

d. Ovariocele, vaginal enterocele, hydro- and pymo]pmle, . 140

CHAPTER IV.

NEOPLASMS OF THE VAGINA, . . . . . . . . 145
1. Cysts of the vagina, . - ; ; : . . . . 146
2. Cystic colpohyperplasia, . : : = . 153
3. Neoplasms of the vaginal mnnectwe and muacular tissues, . 147
4, Lipoma, . . . ; : - - - : : . 165
5. Sarcoma, . : 4 5 ; : : - - ; . 165
6. Primary cancer of the vagina, . i . : - . 166

CHAPTER V.

NUTRITIVE DISTURBANCES OF THE VAGINA, . : - - . 169
1. Vaginal gonorrheea and catarrh, . . . : . v 10
Appendix, . : : SR : i e
Vaginal and uterine specula, . - 8 A R 1
2. Colpitis mycotica, . h : : : : : : . 180
Colpitis tuberculosa, : ) 3 : i : . 185
8. Colpitis gummosa, . - : . . : : : . 185
4. Colpitis dysenterica, : : 2 : o i fra o
5. Erysipelas of the vagina, - ‘ - : . . . 192
6. Uulcerative adhesive colpitis, : : . : : . 193
7. Miliary and herpetic colpitis, . - A : . . 193
8. Croupous and diphtheritic colpitis, : : : X . 194
9. Abscess of the vagina, . ’ - ; : ! . . 195
10. Gangrene of the vagina, . : : - . AE . 195

CHAPTER VI.
NEUROSES OF THE VAGINA, - - - : A . - s

CHAPTER VII.
Foreigy BoDiEs 1IN THE VAcINg, . : : : : s . 199

CHAPTER VIII.

LEsioNs oF THE VAGINA AND THEIR RESULTS, VAGINAL CICATRICES, 202
Simple lesions of the vagina, : : - : : . 203

Lesions of the vagina, with penetration of uhmmnw organs, vag-
inal fistulme, . : 2 A z 4 . : 2 . 204



CONTENTS.

1. Recto-vaginal fistula, - - : ; .
Atiology, . : ; - : - ; : :
Anatomy, . - - : : . . . -
Symptoms, - - - : : : . . .
Prognosis, . . : ; ; . : . ; -
Treatment, : : - : : ; ;
Subsequent treatment,

2. Entero-vaginal fistulze,

Anatomy, . : : : . - - -
Diagnosis, . : : .
Treatment,

SECTION III.

AXOMALIES AND DisEAsES oF THE UTERUS,
Development and origin of the uterus,

CHAPTER I.

MALFORMATIONS OF THE UTERUS,

I. Defectus uteri totalie (absence l:rf the nterus),

II. Uterus unicornis sine ullo rudimento cornu alterius (one-

horned uterus without any rudiment of the other horn),

III. Uterus unicornis excavatus cum rudimento cornn alterius
solido s, exeavato (one-horned uterus with cavity, with

either solid or excavated uterine horn),

IV. Uterns rudimentarius solidus (solid rudimentary nterus),
V. Uterus rudimentarins partim execavatns (rudimentary

uterus partly excavated ), 5 . g - 5

VI. Uterus bicornis septus, subseptus, simplex (two- lmrned

uterus with complete or partial septum, simple},
a. Uterus becornis septus, . =
b. Uternus bicornis partim septus [twﬂ Imrned uterus
partly separated), : : : - z

VII. Uterus introrsum arcuatus (uterus with concave fundusj, "
VIII. Uterus planifundalis (uterus with flat fundus), .
IX. Uterus foras arcuatus (uterus with convex fundus),
X. Uterus inequalis ex impedita evolutione unius lateris

(unequal uterus from impeded development of one side),

XI. Uterus feetalis (feetal uterus), . ‘ -
XII, Uterus infantalis (infantile uterus), . :

PAGE
204
204
205
205
206
207
210
210
210
211
213

215
215

216
217+

219

221
223

224

225
225

229
230
231
232

233
234
285



XX CONTENTS.

Uterus membranacens, : : ¢ -
tiologyv of congenital defor mrty of the uterus,
Frequency of congenital deformity of the uteru&, - - . :
Cases, . : : : : : . . : : . :
Appendix, : -

The uterine sm]nd - : B .

Diagnosis of mngemtnl deformity Df lhe utern'-"-,
Treatment of congenital deﬁ:.-rmll;_v of the uterus, .

CHAPTER II.

CHANGES IN THE ForMm AND Position oF THE UTERUS, .
Prefatory remarks, - :
I. Changes in the level of the uterns,
1. Elevation of the uterus, . . : : :
2. Descent and prolapse of the lltEI'lilh
Historieal, . . - .
Definition, . s : g 2
Anatomical changes,
AEtiology,
Frequeney of prolapse, - .
Symptoms, . : - - -
Diagnosis, . : ) 3
Treatment, . : : 3 ; ;
Retentive apparatus (pessaries, ete.), .
Operative treatment of prolapse, .
Varieties of methods, . g - : ; :
11. Changes in the anterior, posterior, and lateral displacements
of the uterus, . 5 : g
1. Anteposition, . - : £ AN
2. Retroposition, . :
3. Extramedian position,
4. Anteversion and antellexion, . : : : .
Definition, . g ;
diiiology, . i ;
Symptoms,
Diagnosis, . - : .
Treatment of anteversion, .
Treatment of anteflexion, .
5. Retraversion and retroflexion,
Definition, .
Historical, . : : - : : :
Frequency, .

PAGE
236

237
237
238
241
241
247
248

249
249
255
255
257
257
258
238
262
265
267
269
270
271
274
274

284
284
230
287
288
288
289
292
2095
297
299
209
309
all
310



CONTENTS.

FEriology, . ; - : ; - .
Anatomical changes in the wall of the uterus,
Symptoms, . ; : - : - -
Diagnosis,
Prognosis, . : : : .
Treatment, : 1 :

6. Lateral version and flexion of 1'.|1e uterus, . :

7. Torsion of the uterus,
8. Inversion of the uterus,
ZEtiology, .

Anatomical changes, . ;
Symptoms, .
Diagnosis,
Treatment, :
9. Hernia of the uterus, hysterocele, : : :

CHAPTER III.

NEoPLASMS oF THE UTERUS, . : : : - .
Introduectory remarks on the uterine mucous membrane,
I. Benign neoplasms of the uterine mucous membrane, .
1. Adenomata of the uterus, ¥
a. Glandular polypi of the cervix,

Pathological anatomy, . - :
Symptoms, - .
Prognosis, . ; - -

b. Adenomata of l',he body ::f the uterus, .
Xitiology, - : ; : -

Symptoms, g : : : :
Prognosis, f
Differential diagnusis,
Treatment,
IT. Malignant neoplasms of the uterus, : . - :
1. Cancer, : e : e = : g ;
Historical, . :

Pathological anatomy, : :
a. The eancroid, eaneroid papilloma,
b. Carcinomatons or cancroid uleer,

JE[iﬂ]L}g’}', .
Symptoms,
Diagnosis, . :
Prognosis, . - :

Treatinent of carcinvia,

xx1

PAGE
311
313
320
325
327
328
337
337
358
338
339
340
340
a41
349

47
347
351
851
851
351
8392
394
GHE
396
3a7
308
358
508
360
360
360
360
361
362
364
367
371
373
373



xxii CONTENTS.

PAGE

General medical treatment, and oper-

ative measures other than total ex- .

tirpation, . s . &0
Total extirpation of l‘.he utErus . 374

Supravaginal amputation of the
cervix, . - e SRR
History of total extlrpntmn, I
Freund’s operation, . ; : . 376
Vaginal extirpation,. ; : . B
Symptomatic treatment, . : . 383
¢. Cancer of the body of the uterus, . . 985
Pathological anatomy, . : . 285
tiology, . - : g . . 388
Symptoms, ; F ; : . 388
Diagnosis, - ; i S . 389
Prognosis, . : : : FEE
Treatment, : : : : . 390
Appendix, . . : : - |
Enchondroma of I;he wagmul portion, . 5 . 991
A case of adeno-myxo-sarcoma of the cervix,. . 391
2. Sarcoma of the uterus, . - : ; i = . 394
Pathological anatomy, . - - - : . 397
Symptoms, . ’ 2 . - : ; = . 399
TapnoRias. et il : Soe e o . 401
HAitiology, . : : ; . - : . . 401
Prognosis, . : : : E - : : . 401
Treatment, . ; ; i - : . 2 . 402
III. Muscular tumors of the uterus, . . W - . 402
a. Subserous myoma, . - - . - - . 403
b. Intraparietal, intramural myoma, . . . . 404
¢. Submucous, 4 - . ! : . . 406
d. Primary myoma of Lhe Cervix, : . : . 406
e. Myoma of the broad llgdment, ¥ w2 A T
JEtiology, . : ; . : i - . 408
Symptoms, . . : . : e : . 410
Diagnosis, . : . . : : - . 417
Terminations, . : : : 5 : . 422
Treatment,. . . R : . . 423
Medical, . . : ; . : . 423
Operative, . B sl
a. Removal of fibrous l‘jDI}'pl : : . 430

b. Removal of cervical, submucous, and mte:-suual

myomata through the vagina, : . . . 431



CONTEXTS, XX111

PAGE
e. Removal of intramural tumors from the body of the
nterns by laparotomy, . ; : : - . 432
d. Myomotomy in gessile and pedunculated myoma of
the funduns, . : . : : : : . 435
e. Normal ovariotomy anticipating the menopanse, . 436

CHAPTER IV.

NuTRITIVE INSTURBANCES OF THE UTERUS, . - ; . . 437
1. Inflammatory diseases of the nterine mucous membrane, endo-

metritis, : : - . : - : : . 437

Pathological anatomy, : : : : : : . 437

Symptoms, . : - - ; . - : . 440

Diagnosis, . . : : 5 - : : : . 2

AEtiology, . : ; . k : : ; : . 443

Prognosis, . : : : ; : ¢ : - . 446

Treatment, - : - 446

a. Acute cervical cawarh, . : L : : . 446

b. Chronie cervieal eatarrh, : : : : . 447

2. Inflammation of the parenchyina of the uterns, metritis, . . 451

a. Acute metritis, . . : : : : . . 451

Canses, . d : : . : : i . 452

Symptoms, . : ; . 3 . : . 452

Diagnosis, . : - : : - : . 452

Prognosis, . - : : : : : . 453

Treatment, . : : z : - - . 453

fi. Chronie metritis, . . - : : : . 454

HFtiology, . . : : : : : . 455

Symptoms, . . - : - : : . 456

Diagnosis, . : : : : : . . 487

Prognosis, . - - : : ; : . 458

Treatment, . : : s ; : ; . 458

CHAPTER V.

STEX0sI2 AND ATRESIA OF THE UrErus, HyproMeETRA AND HEMA-

TOMETRA, . . : : : : : . : : . 462
Fiiology, . - : ; : - : - - - . 462
Pathological anatomy, . - : : : : : : . 463
Symptoms, . ; : : : : : : : s . 464
Diagnosis, . : : : : : : Lo : . 467
Treatment, . : : - . . : : : : . 470

1. Stenosis of the external os, ' 1 : , . s ]
2. Atresia of the uterus, : : : ; : - e i |






CONTENTS. XXv

CHAPTER III. °

PAGE

NEOPLASMS OF THE Fannoriax Tuses, . ; : : : ST
a. Uyst, ; : - : : : : : : : . a0l

6. Fibroma and myvoma, : : : . ; : : . o0l

¢. Lipoma, . . : : . ; : : : ; . A2

d. Cancer, . : . : : i " ' . . . a2

CHAPTER 1V.

INFLAMMATIONS AND TUBERCULOSIS OF THE FALLorPiAN Trnrs, . 503

a. Catarrh and salpingits, . : : : - : : . 203
Etiology, . : . : ; : : 1 . - 803
Prognosis, . : : : : : ; ; : . o4
Treatment, : L : . : A f * . 504

b. Tuberculosis, . , : - : - ; : : . 005
Diagnosis, . : - : : i 3 f . o aly
I'reatment, : ; : - : . - : . 207

SECTION V.
ANOMALIER AxXD |MSEASES OF THE OVARIES, . : - : . 208

CHAPTER 1.

ANOMALIES IN DEVELOPMENT AND Forw, : . : . . a8
. Absence of one or both ovaries, : : . - : . a08
b. Eundimentary development of the ovary, | : 5 ; . a09
¢. Accessory and constricted portions of the ovary, . : . ald
d. Supernumerary ovaries, . . : . : : ; . ol3

CHAPTER 11.

DISPLACEMENTS OF THE OVARIES, . : : : : : . alb
Atiology, . : : : : _ : : : ; . alb
Symptoms, . : ; : : : : : : : )
Diagnosis, . ; : : : : : : : : . ol8
Treatment, . . ; . : . ! : : . . al9

CHAPTER III.

NEOPLASMS OF THE OVARIES, . . : : A : S . al9
[. Cystie tumors, . : ; : g : : . 019

a. Anatomy, classiication and histogenesis of eysts, . o019



XXVl CONTIENTS.

FAGE
1. Follicular cysts, ; 3 ; ; : . 220

2. Compound mualtiloenlar cvsts, . - . . 92l

4. Papillary evstoma, . : : : 2 . 224

4. Polypoid, myxoid evstoma, ; : e

5. Dermoid cvsts of the ovary, . : : . 928

b, Formation of the pedicle; intraligamentons develop-

ment and transformations of ovarian cvsts, . . 50

e. Symptoms of ovarian eysts, . : : : : . 533
. Course and termination of ovarian evsts, : . 540
e, Dhiagnosis of ovarian Cyats, a4
1. Atiology of ovarian evsts, . - : . ; . 2
g. Treatment of ovartan eysts and evstomata, (155
Medical and other treatment, 29k
Operative treatment, 557}
Puneture, 208
Owariotomy, 559
History, : : ; - . 099

a. By the abdominal incision, 959

b. Vaginal ovariotomy, . : 559

e. Methods of performing ovariotomy, . . 259

Subsequent treatment, . : : 4 E . 268

I11. Solid tumaors of the OVary, 3 | ) : . : . a2
1. Papilloma, . : : : G s . : i
2. Fibroma and fibro-myoma, . : : : , T
2. Sarcoma, . - 2 : : : - : . DT
4. Carcinoma, . : : L . . . | . 279
5. Enchondroma, . : : : 3 ; : . 584

CHAPTER 1V.

NUTRITIVE DISTURBANCES OF THE OVARY, b1 157
1. Hvperemia and hemorrhage, . : . : : ; . D85
2. Inflammation, acute and ehronie odphoritis, . : . . 280

Etiology, . ! : ] . : : : . 286
Svmploms, . - : 2 : : : : . D58
Diagnosis, . : , . ; : : : : . 989
Course and terminations, . : : : . ; . 280
Treatment, - g ; 3 i 2 A ! . 290
(Casteation of the female, . 2 3 : : : . 599

Present status of the operation of castration, . : . H93



CONTENTS. XXV

SECTION VI.

ANOMALIES AND IMsEasEs oF THE UrErixe Licasmests, PERITO-
NEUM, AND PELvic CoNNECTIVE TIssUR,

CHAPTER 1.

AFFECTIONS OF THE RoUND LiGAMENTS,
I. Anomalies of development,
2. Neoplasms of the ronnd ligaments, .

CHAFPTER 11.

AFFECTIONS OF THE Broab LaiGasests,
Neoplasms of the broad ligaments,

1. Myomata, ..

2. Tumors of the conneclive tissne,
3. Cysts—parovarian evsts and cystomata

4. Parovarvian varicocle,

CHAPTER II1.

IxpraMMATIONS oF THE PELVIC PERITONEUM — PELVIPERITONITIS,
Etiology,
Svmptoms,
Prognosis,
Treatment,

CHAPTER 1V.

Ixrramamarions oF THE PELvIC CoNNECTIVE TissUE,
Paracolpitis, parametritis,

Definition, . : : : : : . : : : .
KEriology,

Symptoms,

Conrse, . : - : ; .

Diagnosis,
T
Freatment, . : : ; : : : - : ; :

CHAPTER V.

IxrrAPERITOXEAL EFFusions oF Broop ixto THE PrLvis,
Retronterine, perinterine, and anteuterine hematocele,
Definition, .
Atiology,
Symptoms,

594
504

a4

G b
2495
a5
248
598
(Ll e

ti)d
605
605
G5
G5

G077
BT
GUT
G0y
GOS8
G0s
By
09

Gl
GLO
G10
613
tils






CONTENTS. XXIX

PAGE

0. Uvsls, . ; i : : . ' : : . b38

fi. Atheroma, cholesteatoma, . - : . : . B39

h. Malignant tumors of the breasts, . : . 2 : . 639

1. Sarcoma of the female breast, : : : . . 639

Osteoid-sarcoma, . - : ! : ) . 64l

Proliferating evsto-sarcoma, . : : : . 641

2. Careinoma of the female breast, . ) ) , . 643

Varieties, : . : : g : : . 643

Clinical conrze of mammary carcinoma, . : : : . 048

Ztiology, . : - ; : . . : : - . 650

Symptoms and diagnosis of mammary tumors, . : 2 . G523

Treatment, . : - : - : = _ : : . G54

Operative treatment, . : : : : : . 5 . 655

Treatment of cases not suited for :q.u‘*mlinn_. . ! 1 . Ba7
CHAPTER 1V.

NurriTive DistorBaxceEs oF THE FEMALE Breasrs, . : . 658

Inflammation, tuberculosis, syphilis, abnormal seeretions, . . 658
CHAPTER V.

MAsSTODYNIA, NEURALGIA OF THE BrEAST, . . : . . 661
CHAPTER VI.

PARASITES 0F THE FEMALE BrEAsTS, . : . : : . 6632
CHAPTER VII.

Forricx Bopies 1x ToHe FeMaLe BrEasts, . . . . . BA3

ADDExNDUM, : : : : : : . . - : . 664

IxpEX, ; , - - : n . - : : - . 66






ey

ON MED;
A C

"?

MAR Y9 1918

a é
LIBRfﬁﬁif’//

DISEASES OF WOMEN.

SECTION 1.

THE ANOMALIES AND DISEASES OF THE EXTERNAL
SEXUAL ORGANS.

Historieal.—The term vulva signifies the covering or envel-
ope, or the external skin and its folds, and, according to Pliny,
was used to designate the uterus of a lower animal. Bonacioli
refers to it as follows: “ Non vel a valva porta, vel a volendo,
sed eo quod insatiabiliter coitum velit atque desideret, quantum
mea fert opinio, vulva voeanda est.” This probably is correct.

Ulcers and deformities of the vulva were known to Hippo-
crates, Celsus begins the 20th chapter of the fourth book, De
vulvee morbo, with the words: “ Ex vulva quoque feminis vehe-
mens malum nascitur.”

He mentions remedies for vulva exulcerata, for dolores vulvze,
si sanguis profluit, and for condylomata.

Concerning hemorrhoids he says: “ Idque vitium in ore vulvze
feminarum incidere consuevit, atque in guibusdam parum tuto
supprimitur.” In No. 10 he treats of the condition : si anus vel os
vulvze procedit, and in No. 11, fungus ani aut vulve, doubtless
meaning epithelioma of the vulva. He also knew atresia of
the hymen.

Paul of Egina deseribed (625-690) corroding ulcers of the
vulva, mentioned nomas pudendarum, was familiar with hyper-
plasia of the nymphz, and recommended clitoridectomy and
nymphotomy. His deseription of thymi vulvee corresponds to
papilloma or elephantiasis, and he recommended that they, as
well as condylomata and hemorrhoids of the vulva, be removed

3
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with the knife, From these few historical facts it becomes evi-
dent that the physicians of antiquity knew the more common
tumors of the vulva, and their operative treatment.

CHAPTER 1.
DEFORMITIES OF THE VULVA.

TrE formation of the external sexual organs begins in the
fourth week of embryonic life, with the appearance of a slight
elevation, in which a depression is soon observed. This depres-
sion grows deeper toward the allantois, which is still eonnected
with the intestine, later becoming a cloaca upon the disappear-
ance of the wall separating the depression from the allantois,
and into this the intestine and urachus open. Fourteen days
later an eminence, the first indication of the sexual organs,
appears above this opening, and on each side of it a large fold
of skin. At the end of the next fourteen days a furrow may
be recognized situated between the cloaca and genital eminence.
Then the wall between the intestine and allantois grows from
above downward into the cloaca, thus dividing the single open-
ing into two, and forming the perineum. In the further de-
velopment the genital eminence becomes the eclitoris, the first
folds of skin become the labia majora, the borders of the furrow
forming the nymphze or labia minora. Into the anterior division
of the cloaca the ends of the ureters open, i. e, the bladder
developed from the urachus, and the ducts of the seminal glands,
whence it now receives the name sinus wrogenitalis. The sinus
has a length of 1.5 millimeters, or about ;= of an inch, in the
embryo at four months.

The further downward this wall from which the perinenm is
formed grows, the more the ends of Miiller’s ducts are drawn
_ down, the descent of the vagina occurs, and the uro-genital sinus
thus becomes shorter ; the urethra is formed, and hence as early as
the fourth month of embryonic life the urethra and genital canal
are completely differentiated.
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At this time epithelial cells cause the clitoris and prepuce, as
well as the glans penis and prepuce in the male, to be adherent.
The orifices of the glands of Bartholin may already be distin-
guished, opening into the vestibule one millimeter, or 5 of an inch,
above the lower end of the uro-genital sinus, and one millimeter
below the origin of the vagina and hymen. The glands them-
selves, which are either oval or round, and one or more millime-
ters in diameter, show well-formed glandular acini, and mucus
may be found both in them and in their ducts, from which it is
evident that they begin to furnish their peculiar secretion even at
this early date.®

In place of this normal development of the external sexual
organs, the following malformations may oceur :

I. If the genital fissure is not formed the skin remains entire,
and the vulva is absent, defecius vulvee or atresia totalis. In this
case, neither the ends of the ureters, the seminal glands, nor the
intestinal canal, have an external opening ; the rectum, bladder,
and genital canal may communicate internally,i or the intestine
and bladder may remain separate, the seminal glands opening
into the latter.

Malformations of this eharacter occur invariably in monstrosi-
ties with deficient vitality, several of which have been represented
by Foerster,} some showing not the slightest trace of a vulva, as
in the acephalus sympus;§ others only a small pedunculated
appendage, as occurs especially in the sirenian malformation.

II. If, after the formation of the cloaca, the septum between
the bladder and intestine, which forms the perineum and which
draws the vagina down with it, does not grow downward, the
cloaca becomes permanent; then the intestine, the end of the
urachus, and the seminal glands empty into a common canal.
This condition has been ealled airesic ani vaginalis, but incor-
rectly, because the intestine does not end in the vagina, the latter
beginning at a considerable distance above its lower opening.

III. If the uro-genital sinus remains very long and narrow, not
being shortened by the descent of the united ducts of Miiller,
the urethra remains short and occupies an abnormally high posi-

* R. Geigel. 1 Olshausen’s Case, Archiv, ii., p. 280.
1 Atlas, plates ix. and x. ¢ Plate ix., fig. 6.
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tion. This condition is to be considered as the beginning of
hypospadia feming, a true hypospadias occurring when the blad-
der opens without the vagina into the vestibule. A ease of this
kind has been deseribed by Heppner.

IV. If the formation of the urethra and the closure of the
anterior parts of the vulva be prevented by a delayed commu-
nication of the allantois with the external surface, or if there be
a defect in the anterior wall of the bladder with a cleft of the
pubic symphysis, the condition is known as epispadias. Here
the clitoris and nymphse are cleft, and the anterior wall of the
urethra is absent; cases of this kind have been described by
Roeser, Gosselin, Testelin, and others.

The causes of all such arrests in development lie.in part in the
relations of the respective organs themselves, e. g., an adhesion
of ducts may interfere with the passage of the contents, and the
consequent abnormal distension may prevent normal union, or
bring about new separation. Again, they may be caused by
neighboring organs, e. g., by the omphalo-mesaraic duct, by the
intestines, or from abnormalities in the larger abdominal organs,
such as the liver, which, owing to its great size or unusual con-
nections, may permanently dislocate the organs beneath it.

It is certainly incorrect to speak of a congenital vulvar atresia
where there is an orifice beneath the hypertrophied clitoris lead-
ing to the uro-genital sinus, through which the urinary and
genital secretions pass out, for here there is no complete closure
and the valva is not imperforate. The condition which Hilde-
brandt represents in his work, p. 5, fig. 3, does not, therefore,
show an atresia of the vulva, but hyperplasia of the clitoris, per-
sistence of the uro-genital sinus, and an abnormal shortening of
the recto-vaginal septum.

V. The condition known as hermaphrodism is likewise a pe-
culiar malformation of the external genitals. Here some parts of
the vulva, especially the clitoris and labia majora, are developed
to an unusual degree. The labia, uniting at a higher level, pre-
sent a sort of raphe and not infrequently contain the sexual
glands, increasing the resemblance to the scrotum. On the other
hand, other parts have been arrested in development, particu-
larly the nymphs, and hence the glans is partially exposed.
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But usually such cases are not examples of true hermaphrodism,
but of individuals of only one sex. There are, however, cases
of true hermaphrodism in which testicles and ovaries may be
microscopically demonstrated in the same individual, but, as a
rule, the parts peculiar to one sex are tolerably well developed,
while the others are rudimentary.

The following combinations are possible:

a. Bilateral hermaphrodism, when a testicle is found on each
gside. The case described by Heppner* probably belongs in this
category, still it cannot be accepted without reserve that the
glandular body connected with the parovarium is always a testicle,
because radiating tubes passing toward the hilus have been found
in it; and, moreover, there was no trace of an epididymis.

b. Unilateral hermaphrodism, when an ovary or a testicle is
found on one side, and on the other, both ovary and testicle. No
case of this kind has been observed.

¢. On the other hand, numerous cases of lateral hermaphrodism
have been observed, i.e., a testicle on one side and an ovary on
the other; this has been proved microscopically by eareful ob-
servers. The best authenticated case is that of H. Meyer,| where,
in an infant, a normal testicle was found on one side, the ovary
on the other, the uterus, tubes, vagina, and uro-genital sinus being
present. The penis was long and imperforate, the left half of the
serotum contained the testicle, the vas deferens of the normal
testicle alone being wanting.

The condition of things was similar in the case of the well-
known hermaphrodite, Catharine Holman. Menstruation had
incontestably been proved to occur from the rudimentary uterus,
an ovary had been found, and spermatozoids repeatedly demon-
strated in the ejaculated genital fluid. Here the ovary and the
testicle must have been unusually well developed.

I have had the opportunity to examine another herma-
phrodite, a person who had been brought up as a girl, with a
smooth face, large breasts, hairy mons veneris, short penis, and
two large labia; later, in an operation for hernia, a testicle and
epididymis were found.

* Miiller's Archiv, 1870, p. 679, :
T Virchow’s Archiv, xi., p. 420, and Klebs, i., 2 A,, p. 750, Path. Anat.
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Treatment.—That the physician may be forced to operate,
even in cases of monstrosities with the above-mentioned deformi-
ties, is proven by that of Olshausen.®

Here, owing to the complete absence of the vulva, the bladder,
uterus, tubes, and intestines were so distended with urine that it
was necessary after the head was born to open the abdomen and
remove part of its contents before the body could be delivered.

Should the uro-genital sinus persist, the intestine opening into
its lower end, the latter may be freed and made to unite with an
opening in the skin at the normal position; the narrow genital
canal may then be dilated. '

An operation is decidedly indicated if there be a defect in the
superior wall of the urethra, i.e., epispadias, for these patients
generally suffer much inconvenience from dribbling of urine.
By forming a superior or lateral flap, and liberating the posterior
wall of the urethra, and then carefully uniting the two, a normal
urethra may be made. Roeser has performed this operation suc-
cessfully,t and K. Schroeder reports two successes where the
mons veneris and clitoris were cleft, and the anterior wall of
the urethra was wanting.] Kleinwiichter’s patient, fifteen years
old, persistently refused to be operated upon, notwithstanding con-
stant dribbling of urine.§

As a matter of course no operation is admissible in herma-
phrodism. The diagnosis is of most importance in early life, on
account of the bringing up ; later, because of the ordinary duties
of the individual, and not at all infrequently on account of in-
tended marriage. It is, however, often impossible to determine
the sex, even after the most thorough examination.

The final conclusion should be based not only upon inspection,
the sounding of all ecanals, palpation and examination per rectum,
but all the secretions of the individual must be examined with
the microscope and reagents, all of which may require months of
close observation. Success may not attend our efforts even then,
as has recently been proven by Sippel’s case.|| -

* Archiv, ii., 280.
+ Wiirtemberger Correspondenzblatt, 1881, No. 20.

t Lehrbuch der Gyn., V. Auflage, p. 510.

¢ Monatsschrift, 34, p. 81. | Archiv fiir Gynzecol., xiv.
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With regard to marriage, we may learn much from a case
reported by Magitot. The individual referred to had a penis
five centimeters (nearly two inches) in length, but having been
married to a man for twelve years, upon the death of the husband,
decided, for the sake of variety, to play the man, and supplied
himself with a mistress.

CHAPTER II.
HYPERPLASIA AND HYPERTROPHY OF THE VULVA.

1. WE seldom see hypertrophy of the labia majora to such an
extent that they hang down in heavy folds to the anus. I once
found what appeared to indicate a reduplication of the labia
majora.™

2. Supernumerary nymphze are oftener met with, an illustra-
tion being shown in my Atlas.¥ I have seen only one other
beside this, On the other hand, we more frequently observe that
one or both nymphs have two or even several peduncles which
lose themselves in the mons veneris, or originate by two just
above the clitoris.

3. Hypertrophy of the nymphe is far more frequently ob-
served, one generally being larger than the other, or both may
be enlarged and hang down below the labia majora. This con-
dition, known as the Hottentot apron, from its frequency in that
race of people, is quite common amongst the European races,
e.g., I once measured nymphze 11.5 centim. (4.6 inches) and 9.5
centim. (3.7 inches) in length. Nineteen per cent. of pregnant
women have one of the nymphz more developed than the other.

In 3000 lying-in-women I found one or the other nympha
wing-shaped and elongated in 108 cases. The prepuce may also
be elongated and project over the clitoris.

Hypertrophied nymphs may cause great inconvenience ; it is,
therefore, interesting to note that H. Carrard has very recently
been able to show that the cause is an increase of their nerve-

* Entlassungsbefund 94 der Wéchner, t Plate id,, fig. 3, p. 265.
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fibres in the form of Meissner's tactile bodies, also in the -form of
club-shaped terminations and peculiar tactile bodies having an
aggregation of adenoid tissue.®

4. Hypertrophy of the clitoris, which may reach the usual
length of the male organ, was found by Parent-Duchatelet 3
times among 6000 prostitutes. Bainbridge and Appin removed
tumors 3" to 43" in length and 2” to 4" thick ; Mason extirpated
one 4" long, having a periphery of 4} inches.t The greatest
enlargement of the clitoris which I have seen, excepting tumors,
occurred in the glans, which was the size of a bean.] Hyrtl states
that the clitoris is larger in the tropics than in the northern and
temperate latitudes. The clitoris is also enlarged among the
Abyssinians, Suzees, Mandingos, the androgynous and lascivious
women, and to such an extent among the first-named races as
‘to sanction the custom of removing it with the knife. John
Matthews§ states that the extremity of the clitoris is removed
with special ceremonies.|| I myself have never heard of attach-
ing the hypertrophied clitoris by rings to the perineum as a pro-
tection to virginity, a custom mentioned by Hyrtl and Hilde-
brandt, but I succeeded, with the help of my colleague Dr. Wildt,
in examining three Arabian girls in Cairo in 1880, and I really
found, in the place of the glans, a radiating scar in regard to
which they could tell me nothing. Salem Pacha, director of
the medical faculty in Cairo, believed that such scars were
not universal, but found only in Fellah girls. Blumenbach
portrays the vulva of a girl eighteen years old, whose nymphz
alone were cut off, the clitoris remaining intact.9|

It has been asserted that the clitoris becomes hypertrophied
in consequence of masturbation, but this is a mistake; males do
not have hypertrophy of the penis from the same practice. I have
often been unable to see a trace of any change in the clitoris in
patients who have confessed they masturbated, yet two decades

* Zeitschrift fiir Geburtsh. von K. Schroeder, x., 62.

t Virchow-Hirsch f. 1868, ii., 607.

I Nr. 1554, d. W. Bef.

¢ Journey to Sierra-Leone, 1785-87.

| Stark’s Archiv, 1792, iv., 188.

f De gen. human. var. not., Gott., 1781, p. 100, plate ii.
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ago great numbers of patients, victims of this vice, were supposed
to be cured by performing clitoridectomy. Baker Brown in
1866 recommended the operation for certain forms of insanity,
epilepsy, catalepsy, and hysteria, and many Germans followed his
example, although G. Braun could find no pathological changes
in the clitorides amputated by him.*

This is a dark page in the history of our progress, and the opera-
tion has not yet been abandoned. A short time ago I examined
a young girl whose clitoris had been partially removed, and the
cicatrix afterwards cauterized because the irritation had returned.
What was the result? The irritation 1s more severe than ever,
and manifests itself even when the patient looks at naked figures
in galleries, etc. Westt has protested against the operation, and
at this time the majority of gynecologists are firmly convinced
that it is quite useless in epilepsy, hysteria, or masturbation.

Treatment.—When the hypertrophy causes chafing of the
parts, burning, itching, edema, general irritation, interferes with
coition or with walking and standing, the symptoms may be tem-
porarily removed by the application of lead-water dressings, of
salicylic acid, vaseline with boric acid, or iodoform, and by
frequent bathing, or sitz-baths containing a decoction of oak-
bark, ete. If, however, the symptoms persistently return, it is
best to partially remove the hypertrophied tissue with scissors,
the knife, Paquelin's cautery, or the galvano-caustic loop ; then
the patient is not made imperfect or deprived of important
organs, but simply restored to a normal condition.

CHAPTER III.
HERNLE OF THE VULVA.

TuEe hernize which alter the shape and position of the external
sexual organs are of three varieties.

1. Inguinal labial hernia, so named because the hernia passes
along the round ligament and appears in one or both labia

—_—

* Wiener Med. Wochenschrift, 1866. 1 British Medical Journal, 1866,
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majora. The contents of the sac may be omentum, intestine,
ovary, Fallopian tube, and even the pregnant uterus. In 5600
private patients I found inguinal labial, or anterior labial hernia
only 6 times; in one case an ovary was found in the left
side ; in a second, each ovary in a hernial sac; in a third, the
uterus, and in the fourth the pregnant uterus.

2. The second variety, vagino-labial hernia, or posterior labial
hernia, is much less common. The hernia passes down in front
of the broad ligament into an opening or rent in the pelvic fascia
and levator ani, and appears at the posterior extremity of one
of the labia majora. Stoltz, Veit, and Koenig have each seen
but one case of this kind.* I have met with two. The first is
represented in the atlas.f The tumor was very peculiar, and

Fia. 3.

Hernia Vagino-Labialis.

in it I could also feel the ovary. Upon the external surface
there was an appendage as large as a walnut (Fig. 3, a),
which must have been an inverted gland of Bartholin. I re-
moved this by an operation, then secured the retention of the
hernia by using Scarpa’s pad and a pelvic band with a semi-
circular spring to which the pad is attached.

This hernia, which was the size of a man’s fist, could not be

* (Gaz. Méd. de Strashourg, 20, i., 1845, and Lehrbuch, 1867 ; Lehrbuch
der Chirurgie, 1877, Bd. ii., p. 201.
+ Plate iii.s, p. 282.
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retained with the largest round pessaries. The patient was a
multipara with wide, dilated pelvie organs. The second case
was an unmarried primigravida, 27 years of age, in the ninth
week of pregnancy, and with a history of previous good health.
She discovered this tumor, which was elastic and reducible,
in the posterior extremity of the left labium majus, shortly
‘after she became pregnant. Upon coughing and bearing down
after the hernia had been reduced, it passed along the vagina and
out of the pelvis. The fundus of the uterus could be felt just
above the symphysis. The hernia was easily reduced, and re-
tained by a round pessary.

3. With regard to the third variety, named perineal hernia,*
I agree with Klob:T for anatomical reasons I consider such
hernise improbable, and have not been able to find a single au-
thenticated case in literature.

The diagnosis of labial hernia ought to be readily made.
The variable size, increasing upon bearing down, the redue-
tion attended by gurgling sounds, the disappearance of the
fluid contents upon pressure, palpation of the abdominal ring,
the sudden reappearance of the hernia when the pressure is re-
moved, are all so easily demonstrable that errors in diagnosis can
hardly occur. A case reported by Michelson and Lukin] seems
to belong here, though it was not very exactly described, and
may have been a vaginal enterocele. The tumor, three inches
long and two and a balf wide, protruding between the labia
majora, was thought to be a polyp and was cut off; the woman
died from the hemorrhage, and when the tumor was examined
it was found to consist of 24 centimeters (9} inches) of omentum
and 10 centimeters (nearly 4 inches) of the colon. I have been
unable to confirm the statement of Bardeleben, that in inguinal
labial hernia the tumor is in two parts, because the tense anterior
inguinal ring retains part of the tumor in the canal. This view
is, of course, wholly inapplicable to posterior labial hernia.

The treatment of anterior labial hernia is the same as that of
all inguinal hernie. Retention is to be secured in vagino-labial

e e e

* Straatmann, Ueber den perinaealbruch, Griefswald, b, Kunike, 1867,
Tt Vide Path. d. w. Sex. Org., p. 285.
I Centralblatt f. Gynaec., 1879, p. 203.
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hernia by applying either Scarpa’s pad, or a firm, hollow, hard
rubber ring, which should as far as possible fill up the pelvie
cavity.

CHAPTER 1V.
NEOPLASMS OF THE VULVA.

Tumors appearing as neoplasms on separate parts or on all
parts of the vulva are far less frequent than on other organs,
€. g., the uterus and ovaries. They are characterized by their
great diversity, even exceeding in variety those of the ovary.

In 11,140 cases of women with benign and malignant tumors,
Gurlt* found the following relative frequency of tumors involving
the sexual organs: vulva, 83 ; vagina, 114; uterus and vagina,
604 ; uterus alone, 2845; ovaries, 71. Gurlt found only 106
cases of this character recorded in the Vienna hospitals during a
period of many years, while the author met with 58 cases in 10,218
female patients—

Gurlt Found The Author Found
In — women with myxoma, . —  vulvar myxoma, 1
“ 647 - “  fibroma, 2 “  fibroma, 4
S — < “ elephantiasis, — “ elephantiasis,. 2
o 1 o “  cav. angioma, 2 “  cav. angioma, —
“o— i “ sarcoma, . — “  sarcoma, 3
o— i S dnpaE e “  lupus, 4
L ) c¢ “  lipoma, 7 “ lipoma, . 3
“ 937 £ “  eysts, 9 % jeyshy 19
LG v “ papilloma, 14 “  papilloma,. 5
“ 4107 ) “  genital carcinoma, . 72 “  ecarcinoma, 17

1. PAPILLOMA.

The hard papillomata of the skin, or warts, are very similar to
the papillomata of the vulva as they are shown in my Atlas, plate
ii., fig. 1, 2, and iii., fig. 4. They are hypertrophied papillz,
the epithelium often being more exuberant than the stroma. All
sizes are met with, from those which scarcely project beyond the

* Langenbeck’s Archiv, xxv.
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mucous membrane, appearing like small points the size of a mil-
let seed, to those the size of a cherry, or larger. Hundreds of
the first variety may be found on the same patient (compare fig.
4). They are simple, not divided. Klob found in one case
which he examined, that the larger part of the nodule consisted
of an enormous development of nuclei similar to a tubercular

Fiiz. 5.

Clit oris

Urethra

Hymen

Multiple Papillomata of the Acuminate Condylomata

nymphzx and the hymen. of the vulva.—Hartnack.
formation ; he does not believe that these. formations have any
connection with the sebaceous glands.*

According to my experience they occur with marked frequency
on the mons veneris, and have short pedicles like mushrooms ;
they also are found on the labia majora and nymphse They
are not caused by infection, neither do they infect the skin
with which they come in contact; they oecurin young and in old
women with or without leucorrheea. Very closely related to them
are condylomata, to be next described.

2. CONDYLOMATA.

The sharp or acuminate condylomata (see fig. 5) arise also
from a multiplication of papille, but oceur too upon parts

¥ Path. Anat. d. weib. Sexualorgane, p. 461.
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devoid of papillee. Ranging in size from that of a millet seed
almost to that of a walnut, they are always pedunculated, gener-
ally flat, at first fringed or shaped like a cock’s comb, much
softer than papillomata and often easily broken off. They are
found upon all parts of the vulva from the perineum to above
the mons veneris, over the thighs and upon the abdomen.

They infect the healthy skin with which they come in contact,
causing similar formations. They are found singly, and also
crowded together in great numbers, and extending both internally
and externally. It isnot definitely known whether these structures
are caused by gonorrheeal infection, by contact of the parts during
coitus, or whether they may not appear spontaneously in preg-
nancy, independent of any such infection ; neither is it known that
they have any connection with syphilis proper. Miiller recom-
mends the following test: “ Those who have the hardihood to doubt
or to deny the infectiousness of acuminate condylomata, should
possess the courage to substantiate this assertion by a practical
test, ©. e., sexual intercourse with a woman having condylomata
on her genital organs.” *

Inoculations have not been invariably successful. Mechanical
irritation vesulting from cohabitation with individuals affected
with catarrh of the genitals, or cohabitation with different men,
one or the other of whom deposits an infectious muecous secre-
tion, has certainly much @tiological significance. That it is not
simply leucorrheea, though this is present in almost all cases
without exception, is best proved by considering the frequeney of
these catarrhs compared with the infrequency of acuminate con-
dylomata. Miiller acknowledges that condylomata may appear
independently of contagion, and that in this case their cause is
unknown.

During pregnancy they grow rapidly and are difficult of re-
moval, while in the puerperal state they become paler, smaller,
and shrivel up, and often, though by no means invariably, may
spontaneously disappear.

3. CysTs,
Cysts of Cowper’s glands are often met with, but in addition

* Grundriss der venerischen Krankheiten, Leipzig, 1884.
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to these, cysts are not uncommon at the vulva, usually located
between the orifice of the urethra and the clitoris. They vary in
size from a lentil to a bean,and their contents may be a thin, serous
fluid, or a yellow-clay-colored material. In some instances they
are lined with cylindrical epithelium. The majority of the pa-
tients having these cysts, 10 out of 18, were multipare. Klob’s
opinion is that they may be produced by dilatation of the lym-
phatic vessels, probably the result of thrombosis. When the con-
tents are the color of clay or of chocolate, admixture with
blood is generally indicated.

a. They usually proceed from the glands which, on the hairy
portions of the labia majora, are appendages of the hair bulbs;
internally, however, their excretory duets open directly upon the
surface. The glands are most numerous on the internal surfaces
of the nymphs, their excretory ducts being scarcely a milli-
meter, or w%;th of an inch, apart.

In infants the nymphs are not provided with glands, these be-
ing developed at puberty.*

b. Atheromata of the sebaceous glands are, according to Klebs,
most common on the inferior portions of the labia majora ; here
they form encysted tumors with contents of a more or less liquid
consistence. The inner surface of the cyst wall is rough and
irregular, and of a whitish color from the epithelium covering it.
Syme found an encysted tumor as large as a cherry on the pre-
puce of a girl of -8 years. I removed, from a woman 33 years of
age, an atheroma nearly as large as a hen’s egg ; it was upon the
nates near the vulva.

¢. Klebs and IHildebrandt mention true dermoid cysts, their
walls having the elements of the skin, papille and sebaceous
glands, and containing hair and teeth, but neither of these authors
presents the proof.

It is also questionable whether a case, reported by R. Froriep,
belongs to this class of vulvar affections. He deseribed a com-
pound cystic tumor, which grew from behind forwards into the
left labium majus.

& Henle, Harn- u, Geschlectsapparat, 1864, p. 441.
7 Klebs, Handbuch, 1873, p. 987 ; Hildebrandt, 1.c., p. 7.
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4. MYXOMATA.

In general, myxomata of the vulva are uncommon. They are
soft, yielding tumors, containing a mucous or fibrillated element-
ary substance ; round or spindle-shaped cells communicate with
each other by means of prolongations or projections. If the
tissue be fibrillated, the tumor is called a my=xo-fibroma. A
tumor of this kind which I extirpated was large as an egg, and
simple.* They may also be multiple, and it is said may be pro-
duced by metastasis.

5. FiBroMATA AND FIBRO-MYOMATA.

These tumors are developed from the connective tissue and
muscular portions of the vulva, usually from the subcutaneous
tissue and muscular fibres of the round ligaments. Varying in
size from that of a cherry to that of a man’s head, they gradually
become pedunculated and may hang down quite low. More
frequently they are made vp of several small tumors, hence pre-
senting prominences and furrows upon the surface. They are
moved about and bruised in walking, causing excoriations and
cedematous swelling of the tissues, or extravasation of blood into
them. In this way some parts of the tumor become softer, or
may even fluctuate; occasionally abscesses are formed. They in-
crease in size during menstruation and in pregnancy, returning
to their usual proportions in the intervals.

The tumor may be eliminated spontaneously by the inflamma-
tory processes caused by the irritation to which it is subjected.
According to Klebs, Paget diagnosticated and extirpated a fibro-
myoma of the vulva. Zweifel extirpated a fibroma the size of a
child’s head from the left labium majus.§

6. LiromMaTA.

The fatty tumors of the vulva may attain to great size, even
hanging down to the knees. The largest of the kind were extir-

* Koppe, Klinik, 1882, Ny, 179; 18 Jihr. Individ. mit Myxome der
rechten Nymphe.

T Schiele, L. e., p. 10.
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pated by Koch* and Stiegele;i one of the tumors measured 55
centimeters or nearly 22 inches in length, and weighed 10 pounds,
Lipomata are found not only on the mons veneris and labia
majora, as stated by K. Schroeder and Hildebrandt, but also on
the nymphsz. A lipoma, situated on the free border of the right
nympha, is represented in my Atlas, plate iv., p. 100. These
tumors are, as a rule, lobulated, tolerably soft, slightly sensitive,
often grow rapidly, and are, on account of their form, consistence,

Fi. 6.

Elephantiasis Nympharum.

sensitiveness, and the burning sensation produced by them, most
frequently confounded with sarcoma of the vulva.

7. ELEPHANTIASIS OF THE YULVA.

Elephantiasis most frequently occurs on the clitoris or labia
majora, though the nymphsz may also be affected. Compare
fig. 6, with plate i., fig. 1, p. 266, Atlas.

The h} pertruphy of the different parts of the skin is very va-

X l':r'mﬁe und Tvrdlther’h Junrn’tl 1856, Hll 24, 8. 303
1 Zeitschrift f. Chir. und Geb. 1856, ix., 243.
4
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riable, so that the tumor may appear globular, lobulated, or like
a massive condyloma. It is still a mooted question whether the
deeper layers of the cutis are first affected, or the capillary lymph
vessels of the corium, or whether the lymphatic congestion is
caused by the hyperplasia and pressure exerted by the swollen
lymphatic glands upon the lymphatic vessels. The following
varieties of elephantiasis are recognized, the division being based
upon the external appearance :

Elephantiasis glabra (smooth); E. verrucosa (warty) ; and E.
papillomatosa (papillary); according to their consistence, they
are designated E. dura and E. mollis; when there is much
hypertrophy of the horny layer of the skin the condition is
known as ichthyosis vulvze.

Klebs makes the following divisions, dependent upon the
nature of the disorder :

The lymphangiectomatie, epidermoidal, and elephantiasis of

Fia. 7.

Elephantiasis Nympha, Hartnack, 5. 4, 0. 2,

the connective tissue. He and Petters have described a case
showing most marked lymphatic disturbance.®

Mechanical irritation, excess in venery, climatic influences—
the disease is said to occur oftener in the Orient—but especially
syphilitic infection, are all of great significance in determining

* Prager Vierteljahrsschrift, Bd. 124.
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this affection. In my second case the patient asserted with the
greatest emphasis, that syphilis could be the only cause,

Veh has recently reported two cases, in one of which syphilitie
infection could be proven, in the other scrofula only. Upon sec-
tion of such a tumor, considerable quantities of a serous fluid
escape, the epidermis (see fig. 7) is thickened by several new
layers, the papille are hypertrophied, the cutis much thicker than
normal, its deeper portions often changed into dark-brown indu-
rated strize, and the fatty tissue more or less absent. Pale dense
connective tissue alternates with softer portions; they are quite
vascular and contain spindle and round cells and abundant
nuclei.

Mtiology.—These tumors are produced gradually, often
growing very slowly for years, then suddenly rapidly increasing
in size, it may be with the occurrence of pregnancy or of the
menopause. When they have once reached a certain size, formed
a pedicle, and thus by their weight increased the local congestion,
they appear to grow much more rapidly. Menstruation causes
swelling, a greater degree of congestion, and some pain. In
some cases the tumor decreases during the puerperal state, as
occurred in one of my patients (Atlas, p. 371). Elephantiasis
occurs more frequently before the fortieth year, and between the
twentieth and thirtieth years. When we consider that in some
cases there are acute lesions, in others more permanent but less
considerable irritations, such as the smarting and itching of vul-
vitis, eczema, leucorrheea, ete., we see that these slight affections,
and especially pruritus of the vulva, are so very common, and so
seldom lead to elephantiasis, it seems probable that other wholly
specific causes are to be sought for, probably in a peculiar bacillus
which may be similar to the bacillus leprz.

The symptoms are at first often insignificant; some burning
pain in the tumor, pain on urinating, and a purulent discharge;
the tumors are more painful only after they have become inflamed
and the surface ulcerated, or when they have begun to cause in-
convenience in walking. Then the symptoms are aggravated,
unpleasant odors, dragging and pulling upon the urethra, and
very great difficulty in urination, bringing about disturbances of
general nutrition, loss of sleep, and emaciation. Gangrene may
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occur, and Klebs reports a case of death from peritonitis in a
lying-in woman who had elephantiasis.® _

Treatment.—Such tumors may generally be extirpated with
little danger or trouble; they seldom recur, but in one of our
cases the next pregnancy brought with it a return of the dis-
ease, and that in a very aggravated form. The operation, there-
fore, becomes imperative ; one may choose between the knife,
seissors, Paquelin’s thermo-cautery, and the galvano-caustie loop.
The écraseur is no longer employed, because it stretches or lacer-
ates the soft tissues, and may even injure the urethra or bladder.f
It the pedicle be small, or if the tumor originate from the clitoris
alone or from a labium majus, it may be easily removed with a red-
hot wire. If several parts of the vulva are involved, and the tumor
has a broad base, the lower portions should be excised with the
knife, and the opposite margins of the wound united by sutures
at once, and then the most vascular portions removed with the
galvano-caustie loop.

Ligation with an elastic ligature, with silk or other material, is
not to be recommended, because excessively painful, slow in action,
and may cause gangrene,

8. Lurus oF THE VULVA.

This is a very uncommon affection. I have seen it but four
times. Two of the cases have been described in the Atlas, p.
268-70, and another is shown in plate iii., fig. 3. The forms
usually met are, hypertrophiec and perforating lupus.

The first may occur upon either the labia majora or minora,
or upon both. The tumors are smooth, often of a bright-red
color, varying in size from a pea to a pigeon’s egg, and healing
in one place while ulcerating in another. These tumors are also
found on the prepuce and frenulum. The cutis and papille are
not hypertrophied (see fig. 8), the infiltration, as shown in the
figure, is composed of small cells, is partially circumseribed and
atypical, and in concentric layers around the capillary vessels
whose walls are thickened. Other parts of the infiltration are

* Path. Anat,, p. 983.
1 Bourguet, 1867 : Gaz. des Hop., No. 140.
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more diffuse, and involve the papille, the sebaceous and sweat
glands, and the muscles of the skin. In some sections the lupus
is principally located in the papillary bodies, in others in the
deeper layers of the cutis. The infiltrating cells are round, the

Frc. 8,

Lupus of the Vulva. Hartnack, 8.4, 0. 2.

size of a white blood-corpuscle, and show a granular cloudiness,
or the débris of degeneration.

The condition is different in perforating lupus. In our case all
parts of the vulva were swollen and resistent, with flat indura-
tions and cedematous parts here and there upon the labia majora
and nymphw. At the base of the clitoris, and between the
nymphe and right labinm majus, were several rather long, sup-
purating fissures, one of which had perforated the right nympha.
A similar fissure was found at the posterior commissure,

Microscopical examination of excised pieces showed a moderate
hyperplasia of the epithelial stratum, partly in the form of shaggy
villous growths, partly in a sprouting out and hypertrophy of
the interpapillary cones. In the connective tissue was a new
formation, consisting of round ecells and an accumulation of
nuclei, especially marked in the layer next to the rete malpighi.
More internally the growth became less compact, single nodules
and bundles appeared, containing in many places numbers of
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giant cells, This microscopical examination reveals, therefore,
the characteristics of a granulating tumor, situated for the most
part in the subcutaneous tissue and chorion, and forming nodules
of variable size in the vicinity of the vessels.

Clinical observation teaches us, that, though all affected parts
be excised or destroyed by cauterization, the poison will after a
time be reproduced, i.e., the disease recurs. It is certainly re-
markable that during all this time the general condition is com-
paratively good, and the suffering but slight. The tumors grow
slowly, the fissures are painful on urination or when examined,
but no inconvenience whatever is experienced in walking, and
though we have observed a patient for years no disease of other
organs was developed, and in spite of the long continuance
of the affection, the inguinal glands were never swollen to any
degree.

Until recently the cause of lupus was entirely unknown. Our
two patients were not syphilitic; one was a prostitute, however,
and had been scrofulous from her youth. Recently Koch and
Doutrelepont have demonstrated the presence of the bacillus
tuberculosis in lupus.

The disease was at first deseribed by Guibourt and Huguier as
esthioméne, or herpes exedens or lupus.* It was also studied by
Ed. Martin, Lorent, Veit, Matthews Duncan, Ch. West, Cayla,
Taylor, and Martinean. Not more than 25 authenticated cases
have been observed, four cases of my own included. The disease
is curable in its earlier stages, but many cases, e. g., our second
case, are incurable, finally causing death by intestinal stenosis and
peritonitis,

The diagnosis may be made with certainty both clinically and
microscopically, and is based upon the presence of single nodules
unattended by hypertrophy or hyperplasia of the papille or epi-
dermis; again, upon the character of the infiltration, the slow
growth, the affection continuing local, the lymphatic glands not
being implicated, and the general condition being comparatively
good.

It is differentiated from syphilis, first, by the diffuse induration,
and by the slow progress of the ulcerative processes ; the cieatrices

=

* L'Union Médic., 1547.
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in lupus are reddish-violet instead of a brownish-white, as in
syphilis, and the secretion is less profuse than from a syphilitie
ulceration.

Therapeutically, there is but one indication, namely, to remove
as quickly and thoroughly as possible the entire infiltration by
means of the knife and scissors, the galvano-cautery or escharotics.
Of the latter agents, the following have been employed : arsenic
and fuming nitric acid (Huguier), caustic potash (Veit), injections
of carbolic acid into the surrounding tissues (C. Hueter), com-
presses of a 5 per cent. solution of chloral hydrate (Cregny), and
electro-puncture (van Holsenbeck).

From its disposition to recur, and its incurability, lupus occu-
pies a position on the boundary between the benign and malignant
tumors of the vulva,

We now study the malignant tumors of the vulva, beginning
with

9, SARCOMA.

In this variety of tumor the cellular elements, as regards
number and size, predominate over the intercellular substance,
These tumors are not common on the vulva, only three cases
having come under my observation. L. Mayer saw only two
cases of sarcomatous warts.® Hildebrandt deseribes one case of
medullary sarcoma which he himself observed.t In addition to
these, cases have been reported by G. Simon,[ by Kleeberg,§ by
Goth, Lannois, and Thomas. In 483 women with sarcoma, not
one had sarcoma of the vulva. From these statistics the relative
frequency of this disease is at once apparent, for these 483 cases
were selected from a record of 11,140 women with tumors of all
~ kinds and during a period of twenty-four years.

All varieties of sarcomatous tumors may be found upon the
vulva. My first case was a round-celled sarcoma nearly as large
as a man’s head, attached by a pedicle as large as a child’s arm
to the left labium minus., The surface of this tumor was bluish

—_— B e —— -

# Monatsschrift, xxxii., p. 250.

'?' L. C.y P 62,

T Monatsschrift, xiii., p. 68.

¢ 5t. Petersburger med. Zeitschrift, 1868, 11 and 12 parts.
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and cedematous in places, and covered here and there with large
dry epithelial scales and yellow masses of sebaceous material.
The second was a case of myxo-sarcoma as large as a child’s head
and situated near the urethra to the right of the labium minus.
Parts of this tumor consisted of compact strands of spindle-shaped
cells; other portions of spindle-shaped, stellate, and round eells
lying in an intercellular substance rich in mucin; it was not re-
markably vascular. In the last case the tumor was a fibro-sar-
coma as large as the fist; it was situated upon the right labium
majus.

A very interesting case has been reported from A. Martin's
clinie, in which a melanotic sarcoma of the clitoris, the size of
a goose’s egg, was extirpated, the patient dying soon afterward.
At the autopsy nodules the size of a millet- or hemp-seed were
found in Douglas’s cul-de-sac, and a tumor the size of a bean
on the round ligament. The lymphatic glands of the inguinal
region were swollen and filled with black nodules.*®

In my first patient, a pregnant woman aged seventeen years,
the tumor was first noticed eight years before and had grown
rapidly. In the second, the tumor had existed for fifteen years.

The symptoms arising from the presence of such tumors are
not very severe if we except the painful erosions and ulcerations
caused by friction in walking, etc. In one patient urination was
rendered difficult from drawing downward of the urethra by the
tumor. When the tumors are small and have a broad base, they
require no attention for many years. Sometimes they grow very
rapidly from the first, and in a short time may cause great dan-
ger to life.

Diagnosis.—Sarcoma of the vulva may be soft or resistent,
cedematous or even fluctuating, compound or lobulated, and is
most liable to be confounded with a pendulous lipoma of the
vulva. The skin covering sarcomatous tumors is often very
closely adherent. They are most frequent in young persons. In
the absence of cachexia or metastatic growths a positive diag-
nosis can be made only by examination with the mieroscope; by
this examination the multiplicity of round, stellate, or spindle-

e e—

* Berliner K1. Wochenschrift, 1881, xviii., p. 446.
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shaped cells everywhere surrounded with intercellular tissue, will
render the diagnosis comparatively easy and certain.

Their malignancy is often proven by their rapid recurrence
after an operation. Though there was no recurrence in my two
cases as long as they were under observation, in those reported by
Hildebrandt, Simon, and A. Martin, the disease reappeared in a
few days.

Treatment.—A complete cure can be hoped for only when
these tumors are thoroughly removed, and the earlier the better.
In my cases the tumors were extirpated with the knife. If the
pedicle be not too thick it may be ligated with an elastic cord to
prevent serious hemorrhage, the tumor removed, and after the
vessels of the skin have been tied, the edges of the wound are
sutured and the cord removed. Metastatic sarcomatous tumors
are usually found in the peritoneum, the round ligaments, ovaries,
liver, lungs and other organs. Simon operated four times for re-
current sarcoma, and the patient afterward died with metastatic
tumors in the liver, the periosteum of the sternum and the glands
above the clavicle.* The vaginal glands on each side were en-
larged to the size of a pigeon’s egg, and pressed against each other.

10. CaANCER OF THE VULVA.

Two of the more important forms of cancer of the skin occur
upon the vulva, viz.: eancroid and fibrous carcinoma. But
when compared with cancroid the latter variety is so un-
common that until two years ago, I had never seen a primary
vulvar carcinoma of this kind. Gurlt found 7479 cases of carci-
noma in 11,140 women with different varieties of tumors, and of
this number 72 or nearly 1.0 per cent. had eancroid of the vulva.
This agrees with my own observations, for I found 9 cases in
1068 women examined at the polyelinic. Altogether I have
treated 17 cases of cancer of the vulva, 16 were cancroid, and 1
was primary carcinoma.

a. Caneroid of the vulva usually appears as a prominence on the
skin, which is slightly reddened; the size is that of a lentil or pea.
The skin is flat, and has slight red elevations; it is rough as if

e —_—— = S
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it were corroded with nitric acid, horny, pale, and resistant ; occa-
sionally there is a small raw surface which secretes a thin, badly
smelling pus. The base of the tumor is solid and resistant, and
the edges are livid. In the surrounding parts small erosions or
nodules may be seen upon the skin, with occasional erosions and

Fic. 0. Fic. 10.

Hartnack. 8. 4,0.2

Cancroid of the Vulva,

flattened swellings on the opposite portions of the vulva. The
neoplasm then extends from the labium majus to the nympha,
frenulum, prepuce of the clitoris, the clitoris, and to the opposite
side ; it may also extend down over the perineum, and up into the
vagina, though the latter is not common. In the case of primary
fibrous carcinoma of the vulva, in which I was obliged to pene-
trate deeply into the muscular structures of the floor of the
pelvis in order to remove all diseased portions, the affection did
not extend upwards.

This condition is quite remarkable, for the disease usually ex-
tends rapidly from the uterus to the vagina, while it is very un-
usual for it to pass from the swdva~iq the vagina. The inguinal
glands on the side fies .@Eﬁétgﬂ gard and swollen, gradu-
ally increasing ip/&2¢ from year to y
is inflamed ap@Thin and hreﬂ,}%}. d g
thin, puriforn mlidw]]géee‘ﬂa a cancerou
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The edges of the ulcer are copper-colored, flat, irregularly
hypertrophied, and thus cause the new growth to appear like a
fungus. The glandular affection now extends to the ilium, the
suppuration increases, and deep cancerous ulcerations oceur which
lead into the pelvie cavity. Then comes the erosion of the
branches of the common iliac artery, or of the hypogastrie artery,
and serious hemorrhage. In a patient of mine with a cancroid
of the left side of the vulva, the inguinal glands were not much
swollen, though the clitoris and right side became affected, the
entire mons veneris undermined, and the gangrene very exten-
sive. In the case of primary fibrous carcinoma of the vulva, the
left groin remained wholly unaffected, though the tumor was on
the left side; after the second operation, which removed the dis-
ease at that point, the inguinal glands on the right side enlarged,
thus indicating the extension of the disease,

According to Klob’s observations, with which my own agree,
cancroid of the vulva is an epithelioma of the pavement epithe-
lium.

b. Fibrous Carcinoma of the vulva, which probably originates in
the deep-seated portions of the glands, forms hard knotty tumors;
in a case under my own observation these were so close to the
bone that one might believe they proceeded from it. In operat-
ing, however, they were found entirely separate from the bony
structure. These nodules soften, ulcerate, open, and form sinuous
ulcers. Klob, Bailly, Prescott Hewitt, and Martin have seen
melanotic cancerous nodules of the vulva.®

Kiistner thought he saw two cases, in one of which the carci-
noma originated from an atheroma. I have seen secondary car-
cinomatous nodes upon the perineum, which came from a rectal
carcinoma.}

Carcinoma of the wulva is said to extend, as a rule, to the
vagina, uterus, or ovary, though this did not take place in my
case mentioned above,

The first symptom of wvulval caneroid is excessive itching,
which may exist a lﬂng time before the slig’ha‘ggest trace of nodes

* Berliner ]{l Wnchenschmﬁ 18,81 P 44.4
1 Atlas, plate i., fig. 3.
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or indurations appears. In Cushier’s case this itching was pres-
ent for ten years. With the appearance of the first raw spots,
the patients usually, though not invariably, suffer lancinating,
darting pains., Occasionally the only symptom is inconven-
ience in walking, standing or sitting. In my case of primary car-
cinoma of the vulva, the node was accidentally discovered by the
patient, who afterward made no complaint whatever except the
sensation of sitting on a ball. Friction and pressure of course
cause some pain, and there may be slight hemorrhage. Severe
hemorrhages are uncommon, oceurring only after erosion of large
vessels toward the close of the disease.

The duration of the disease is, on the average, about two years,
at least in those cases where early operations are performed.
When the disease recurs death results from inanition, pulmonary
embolism,* or from metastasis and cerebral affection. L. Mayer
observed such a termination from scirrhus of the vulva.f The
inanition is the consequence of the sleeplessness, the sharp, lan-
cinating pains, anorexia, disordered digestion with the constant
drain from the secreting surfaces, and, finally, of hemorrhage.

Up to this time but little is known concerning the cause. A
comparison of the ages of patients having vulval carcinoma, and
those with uterine carcinoma, shows a preponderance of the former
disease in the old.{ But it occurs in the young as well, and the
last patient upon whom I operated was a virgin. In one case§
there was a fungoid cancroid of the clitoris, which was said to
have developed from a congenital wart. With regard to the
number of labors, no conclusion can be drawn; some of the
patients had given birth to many children.

West mentions one case where the disease was attributed
to a fall against the edge of a chair. In other cases it is pussible
that the constant scratehing, on account of itching of the vulva,
may have some significance, though the occurrence of cancroids,
compared with pruritus of the vulva, is very rare.

Treatment.—Every suspicious prominence, all large warts
and all surfaces secreting abundantly or condylomata, which

* See case, Atlas, plate 35a.

1 Monatsschrift fiir Geburish., 32, 246. I Atlas, p. 275.
4 Die Pathologie, ete., pp. 275, 276.
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have existed for any considerable time, especially in patients above
middle age, should be carefully treated, and, if possible, removed
at once. When, however, a cancroid has been recognized, which
ought not to be difficult after the above description, no time
should be lost, and the extirpation must be performed with the
greatest possible care. An incision should be made in the sound
tissuesaround the tumor, and, if it be situated near the clitoris, the
base of the latter should be dissected out in such a way that the
corpora cavernosa may be removed with the galvano-caustic
without the loss of any blood. The wound should now be sutured,
after providing against hemorrhage, and the greater part will
unite by first intention. It is still a mooted question whether the
inguinal glands, if they be at all swollen, should be extirpated at
the same time. Kiistner has recently reopened the discussion of
this question. In my experience, I have often seen the inguinal
glands decrease in size after an operation for cancroid of the
vulva, and have never extirpated them with the first operation,
even if they were swollen. This complication of the operation I
consider inadvisable, since it lengthens the time during which
the patiént will be confined to bed, which is all the more to be
avoided because, as we have seen, the patients are generally old,
and long confinement to bed may be injurious. If, however, the
superficial inguinal glands, i. e., those above the fascia, are more
enlarged than on the sound side, I agree with Kiistner that, after
exposing them by an incision, they should be removed with a
blunt instrument. Or, as Kiistner advised, all the glands should
be removed, to do which it is necessary to split the fascia lata,
expose the crural vessels, and then remove the glands near them.
This appears to me to be a very hazardous proceeding, both with
respect to the fact that the glands on the sound side may not be
free from disease, that it is a very large wound, and, moreover,
because a successful issue is by no means insured.

But the operation proposed by A. Martin seems still more
hazardous. He advises that the fluctuating glandular tumor be
split, the cavity scraped out with a sharp spoon, and the wound
bound up with the regulation iodine bandage.®

* Berl. Kl. Wochenschrift, 1881, p. 448,
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The case, described in the same journal, in which a carcinoma-
tous gland tumor, the size of a hen’s egg, was extirpated, the
wound beginning to fill with healthy granulations in eight days,
and the patient leaving the clinic in three weeks with a healing
wound, which continued to do well, proves nothing whatever ; for
we do not learn whether the wound entirely healed, whether the
patient was cured, or whether her life was prolonged.

On the other hand, I approve of Martin’s recommendation to
close by acupressure the vessels leading to the vulva, before pro-
ceeding to extirpation.

The operation is usually well borne even when it is necessary
to resect large portions of the vulva in very old subjects. Fever
can be entirely prevented, and twelve to fourteen days in bed is
usually sufficient. The cure may be promoted by sitz-baths to
which are added bran, earbolic acid, or corrosive sublimate,

If the process has reached such a stage that it is no longer pos-
sible to completely extirpate the neoplasm, energetic cauteriza-
tion with the actual cautery is indicated ; it materially lessens
the gangrene. The suppurating surfaces may also be powdered
with the potassic chlorate, or iodoform, or washed with carbolic
acid or corrosive-sublimate solution. The patient is rendered
more comfortable by the application of cold compresses and in-
jections, and frequent warm baths, and indeed many seem to be
permanently benefited by these means,

11. OsteomA, ExcHONDROMA, NEUROMA.

We must here refer to other tumors of the vulva, which have
been seen and described by reputable observers, but which are
so exceedingly uncommon, that they have not been seen by
others. According to Beigel, Bartholin found, in a Venetian
prostitute, ossification of the clitoris to such a degree that she
injured her consorts with it.* According to the same author,
Bellamy showed a preparation to the Pathological Society in
London, which was obtained from a woman, seventy years of age,
and which consisted of a hard horny tumor with the shape and
size of a tiger’s claw, which projected from under the prepuce of

* Krankh. der Weib., Geschlects, ii,, 728,
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the clitoris. Schneevogt describes a tumor larger than the fist,
connected with the elitoris by a pedicle 3 centim. (a little more
than an inch) in length, which was irregular and knotty on the
surface, firm in consistence, and upon section showed cartilaginous
structure with here and there softer parts.* Neither any recent
observers nor I have ever seen anything similar to this.

Only one case of neuroma of the vulva has been described.t
This was an excessively painful, submucous nodule situated near
the orifice of the urethra.

Closely related to these are the “sensitive papille and warts,”
observed by Kennedy.[ These growths are very sensitive, situated
on the internal surfaces of the nymphs and vestibule, and are
said to consist of the débris of imperfectly cured ulcerations,
granulations and doubtful epithelium with congeries of blood-
vessels. I have never seen anything of the kind, but think that
if these warts were not simple papillomata, they may have been
the remains of an hyper:wsthetic hymen, which have been known
to cause such symptoms.

Affections of the vascular system and tumors resulting from

injury will be referred to later (see Varices and Thrombus of the
Vulva).

12. HyproceELE oF WoOMAN,

Acting upon Henle’s suggestion, Niemann examined the peri-
toneal vaginal process in forty-six embryos and children ; he dis-
covered that it begins to form in the female embryo in the third
month, that it is present in more than one-half the cases, and that
it is oftenest found between the fifth and seventh month. It is
usually on both sides; if on one side only, generally on the right,
which accounts for the greater frequency of inguinal hernia on
the right side. If this prolongation of the peritoneum reach
below to the mons veneris, i. e., through the inguinal ring and
about the round ligament, and if the mouth of this sac be-
comes adherent to the internal ring, a transudation of fluid
into the cavity may occur; or, before adhering to the ring, fluid
from the peritoneal cavity may pass into it. This condition, in
which a more or less firm fluctuating tumor is found in one of

* Hildebrandt, 1. c., 52. T Sir J. Simpson. 1 Hildebrandt.
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the labia, has been designated hydrocele of the round ligament
of the uterus. The tumor may be as large as an egg, is trans-
parent, and has several times been mistaken for hernia and even
herniotomy performed. K. Schroeder saw a case which permitted
the return of the serous contents into the abdominal cavity, i.e.,
where the communication between the vaginal process and the
abdominal cavity was still open.* I have had no opportunity to
sketch a hydrocele; Niemann produced good drawings of his two
cases.

Recently such tumors have been described by Earnest, Ellen,
and Ingersoll,t which were cured by incision, evacuation, and
disinfection with carbolic acid. In Paletta’s cases the incision
alone sufficed to effect a cure.

Hydrocele may also be interpreted as dropsy of the empty sae.
Cases of this kind have been noted by Sacchi and Fleming.}
Finally, fluid may collect in a sac not lined with serous mem-
brane, but formed in the cellular tissue of the labium majus,
which consists of two layers, prolongations of the superficial abdo-
minal fascia. Between these two layers, the analogue of the
dartos tunie, a tumor may form, which has the best claim to the
name hydrocele. 3

If the fluid can be returned a truss will suffice; but if the
upper part of the process be closed the tumor must be incised, the
fluid pressed out, and after it has filled again the sac obliterated
by injections of tincture of iodine, or 5 per cent. solution of car-
bolic acid. Scanzoni found the excision of a part of the sac wall
to be unsuccessful.§ If obliteration cannot be brought about,
the complete excision of the sac becomes necessary.

* Krankh. d. Weib., Geschlectsung, V. Auflage, 1881.
T Virchow-Hirsch f. 1882, ii,

I Gaz. des Hop., 1855, p. 21; Busch, L. c., 82.

¢ Lehrbuch, 1V. Aufl,, p. 319.
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- CHAPTER V.

NUTRITIVE DISTURBANCES, INFLAMMATIONS, AND EXANTHEMATA
OF THE VULYA.,

INFLAMMATORY changes may be situated or originate in the
skin, mucous membrane, glands, and vessels of the vulva, singly or
unitedly. There are, therefore, numerous forms of nutritive dis-
turbance, many of them oceurring in early childhood and infaney.
We also meet with them in persons above middle age or very old,
and after the menopause, at which time they may cause almost un-
endurable suffering. On no other portion of the female person can
be found such a number of vessels and erectile tissues ; the tissues
here are sensitive, prone to secretion and transudation, and are
exposed to contamination by the excretions, e. g., blood, urine,
and feces. Very many of these disorders are grouped as pru-
ritus of the vulva, because from want of exact observation their
special character is not known. This name indicates nothing
more than that pruritus is the most important symptom, and at
the same time shows that the study of these disorders has not
been interesting enough to excite close observation. While most
authors devote a long chapter to this one symptom of the various
diseases of the vulva, vagina, uterus, and rectum, they pass over
the characteristic anatomical changes caused by them, with the
simple statement that these exanthemata differ in no particular
from those upon other portions of the body. This is unjust, for
patients suffer greatly therefrom—* Qui bene distinguit, bene
medebitur.” -

The diseases of this category may be divided into the simple,
the local exanthematous, and the infectious. By local exan-
thematous we understand such non-infectious diseases as are met
with only on the vulva.

[ Catarrhal vulvitis,
! (Edema,
A. Simple inflammations of the vulva, . . 1 Folliculitis,
| Furnneule, and
| Gangrene.
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[ Eczema,
B. Local exanthemata, . . S . 4 Herpes,
t Prurigo.
[ Erysipelas,
C. Infectious, . . . . . - ] Diphtheritic and syphilitic

L infections.

A. Tae SiMpLE INFLAMMATIONS OF THE VULVA.

Catarrhal Vulvitis. Phlegmon. Furunele. Folliculitis of the
Vulva.

Inflammation of the vulva begins with redness, swelling, and
increase of secretion on different portions depending upon the
cause. If there be only a simple reddening we call it derma-
titis simplex ; if the corium and subcutaneous tissue be impli-
cated and if general, it is known as phlegmon of the vulva, but if
partial, furuncle of the vulva. If the follicles are principally
affected, the disease is known as folliculitis of the vulva.

In phlegmon of the vulva the skin is much swollen, is of a red or
bluish-red color, and cedematous; not infrequently abscesses are
formed. In folliculitis the follicles are swollen to the size of a
pin-head, often contain pus, and look much like the glands of
Montgomery in the mammary areola.*

The fever, pain and loss of substance from the formation of
abscesses are caused by the inflammation, hypersecretion, and
plugging of the excretory ducts of the hair-bulbs, sebaceous and
sweat glands. These abscesses grow as large as a cherry and
are distributed over the different parts of the vulva.

If a furuncle be developed in one of the labia majora or minora,
the skin is more swollen, more resistent, there is more cedema, the
nodule marking the seat of inflammation becomes larger, and the
suppuration leads to the discharge of the slough.

Atiology.—Young children are predisposed to simple vul-
vitis, especially when they are not kept clean, and the external
genitals are irritated by urine and feces. After the age of pu-
berty inflammations of this sort are most-frequently caused by

* Bee cut in Martin’s Hand Atlas, II. Aufl,, Berlin, 1878; plate xxx,,
fig. 1, after Huguier.
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the menstrual fluid, perhaps in connection with some irritating
vaginal secretion, the affection then being of the menstrual type.

Matthews Duncan does not believe that serofula, or worms—
oxyures vermiculares—finding their way from the rectum to the
folds of the vulva, dnd there inducing scratching and excoria-
tions, often cause vulvitis. Obesity is a common cause, predis-
posing as it does to stagnation in the capillaries of the skin,
intertrigo, and profuse secretion. Other causes are external
injuries, such as bruises and frost-bites, or affections of deep-
seated organs, and of the pelvie connective tissue. Kiihn found
comedones, follicular enlargements with induration of theadjoining
tissues and exfoliation of the epithelium, common in prostitutes.

Finally, all these simple forms are most frequent in the puer-
peral state, either from the hyperemia and uncleanliness of the
organs during gestation, or from accidents during labor. These
changes may become chronic if the causes above mentioned per-
sist. The symptoms are itching, burning, and stinging, which
cause rubbing and scratching of the parts, through which the
suffering is increased instead of diminished, and excoriations and
profuse secretion mixed with blood result. The contact of urine
with the raw surfaces causes violent burning pain ; the menstrual
congestion brings about an aggravation of the general symptoms,
If the inflammatory process proceed to the formation of abscesses
or furuncles, walking and sitting become extremely difficult, and
tenseness of the parts with throbbing pain supervenes.

An acute attack of the disease lasts in adults one and a half to
three weeks, but a longer period in children. The indications are
frequent bathing of the parts, or the application of tepid or cool
fluids by compresses; for adults, sitz-baths, to which astringents
are added. The symptoms are also relieved by the application
of vaseline containing tannin, ext. rhatany, alum, ete. In ob-
stinate cases frequent bathing, with a 2 to 5 per cent. solution
of carbolic acid, or corrosive sublimate solution 1 to 2: 1000 is of
advantage. If there be extensive excoriations or raw surfaces
it is well to try dusting them with iodoform, or covering them
with iodoform ointment ; for this condition, also, the application
of powdered oxide of zine has been recently recommended. I wish
to remark concerning the last remedy that it does not always give
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favorable results when applied to suppurating wounds. For the
leucorrheea of children Pott recommended that iodoform bougies 5
to 8 centimeters (about 2 to 3 in.) in length and the thickness ofa
small lead-pencil be placed in the vagina. One bougie was usually
sufficient, and even chronic cases were remarkably benefited there-
by. Phlegmons and abscesses should be incised as soon as suppu-
ration becomes apparent, the contents thoroughly pressed out, and
the wound dressed antiseptically. In case of furuncles the hair
should be shaved off; and soap plaster, warm sitz-baths, or emol-
lient cataplasms used. Folliculitis is best treated by washing the
parts with solution of carbonate of potassium. According to
Behrend a radical cure may be effected by cauterizing the parts
with Junar caustie.

Here it becomes necessary to allude to another form of this
affection which, though it is not simple vulvitis, still eannot be
included under the exanthematous or infectious forms, viz., vulvitis
diabetica. I have seen this variety very often, and in individual
cases have been able to observe it for a number of years, until
the death of the patient. Though the diabetes is here the more
important ailment, and, as this is incurable, we may not hope to
entirely remove the vulvitis caused by it, still the continual iteh-
ing and burning, the hypersecretion, sleeplessness, pain, difficult
defecation, and loss of appetite so reduce the patient, that the
local affection without doubt hastens the fatal termination. The
sufferings of such patients are really deplorable. All parts of the
vulva are of a coppery red color, much swollen, in places as though
powdered, in others moist, with hemorrhages here and there from
the constant seratching. The tissues are dry, brittle, wrinkled,
and rigid. As a rule the affection soon creeps into the folds of
the groin, and over the mons veneris, or yet more frequently into
the fold of the nates and around the anus.

With improvement of the condition, the skin becomes paler or
bluish-gray, exfoliations oceur in places, and the fissures heal.
Still, as a rule, this dues not proceed to a complete cure, but the
process passes to another part, or there is a temporary improve-
ment corresponding to a better general -condition of the patient,
followed by a return of the trouble with increased severity. I
have seen the greatest intensity in the symptoms in patients who
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had 4 to 5 per cent. of sugar in their urine, and one case in par-
ticular I attended for years,a woman in whose family there were
many cases of diabetes, and whose husband had died with this
disease,

The diagnosis is so simple that often a glance at the vulva, in
the condition above described, suffices to eall attention to the
diabetic state. In some cases, however, I was much surprised to
find no sugar in the urine, though the appearance of the vulva
was very characteristic. I recall one case where repeated exami-
nations of the urine revealed no trace of sugar, but where the
pruritus was excessive and the appearance of the vulva thoroughly
characteristic of diabetes ; finally, a vaginal carcinoma was very
rapidly developed. Fungi, e. ¢., leptothrix and leptomitus, and
possibly a variety of oidium albicans are, doubtless, the cause of
certain forms of this affection. 1 have, however, not been able
to find them in all cases, and have been compelled to differ from
Haussmann on this point, who, while he never observed any cases
of the kind, simply asserted a prior: that the fungi must invari-
ably be present. We know that affections of the skin are fre-
quent complications of diabetes; in severe cases the skin is dry
and scaly, intense itching of the skin, and especially pruritus
of the vulva is therefore given as the usual symptom by physi-
cians who have much to do with this disease.™

There is a strong predisposition to furuncle and carbuncle
as is well known, and French physicians have considered the
appearance of eczema—FE. glycosurique—to be the cause of the
saccharine urine. This designation is, however, not wholly ap-
plicable to diabetic vulvitis. Here there are no small nodules
and vesicles, but early diffuse swelling, redness, and dry brittle
skin, alternating with moist spots. It has been asserted that
there is a strong tendency to gangrene in grave cases of diabetes,
but I have never seen it oceur even in the most severe fatal cases.
When one examines the cases reported by Seegen it will be found
that in the thirty-seven cases only two had eczema, and two slight
furuncular inflammation of the vulva, and that the affection ap-
pears to have been of moderate severity in all four. We would,

* BSeegen, Diabetes Mellitus, I1. Aufl., 1875, p. 108-110.
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moreover, conclude from the experience of such a careful prae-
tical physician as Seegen who but briefly treats this subject in
the text of his work, that this is not a frequent condition, and
that it is of minor importance. I believe, however, that many
of such cases are not diagnosticated by the physicians at watering-
places, because patients are disinclined to being examined upon
these portions of their person, many of them probably inten-
tionally concealing their condition. It may be concluded, how-
ever, that the affection is not uncommon, for in my own practice
I have met with at least twenty cases of greater or less severity.

Treatment will first of all be directed toward the cause, i.e.,
the diabetes, and will consist in the careful regulation of the diet,
the use of animal food, quinine internally, and of mild laxatives,
especially of Carlsbad salts, or Carlsbad mineral waters. But
the patient will persistently demand relief from the intolerable
itching and burning. Many remedies may be employed for this
purpose with more or less temporary success, but frequent changes
in treatment are necessary because most of them cease to be effec-
tive after a short time. I recommend, first of all, thorough wash-
ing with a tepid solution of salicylie acid or corrosive sublimate
1 to 1000, and after drying, in moderately severe cases, the appli-
cation of vaseline to all affected parts; later a small quantity of
salicylic acid should be added to the vaseline, 1 to 300. It is
often of advantage to cover the surface with zinc ointment alone,
or with the addition of white precipitate ointment, or the latter
used alone; iodoform ointment is also of service.

Many patients are greatly relieved by the sitz-bath at 78.8° F.—
82.4° F., which may be continued from one-half to two hours
daily, and to which one-half to one pound of wheat bran, or
mild astringents such as tannin, decoction of oak-bark, alum,
etc., may be added. In drying the parts, they should not be
rubbed, but gently pressed. In this manner irritation resulting
from the drying of the secretions and the formation of scabs on
the vulva may be avoided. This is much more easily thus ac-
complished than by the dry treatment ; neither is dusting the
parts with powders advisable, because there is already a strong
tendency to dryness and brittleness of the skin. The application
in the evening of compresses wet with the fluid used for the
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bath, or the use of some of the above-mentioned ointments,
will tend to relieve the suffering which during the night usually
increases in severity.

Schroeder recommends solutions of carbolic acid of different
strengths, 1: 40 to 1:10, for bathing the parts and for com-
presses. Different anodynes have also been applied locally, e.g.,
chloroform in almond oil, 1 to 5, may be put on the painful parts.
Belladonna and morphia ointments may be used for the same
purpose, though but little can be expected from them. I con-
sider the internal use of narcotics contraindieated in such cases,
for they accomplish nothing and lower the vitality of the patient.
I must warn against the use of morphia and chloral, except in
the most severe cases, and in the last stages of the disease. I
have nothing to say, however, against the use of tincture of
cannabis indica, or paraldehyd. Warm baths, nourishing food,
red wine, and the various preparations of quinine are always of
service, while amylaceous food should be avoided.

B. LocAr, EXANTHEMATA.

Under the local exanthematous affections of the vulva are included :
Eczema, herpes, and prurigo.

1. Eczema may be either acute or chronie. The eruption consists
of nodules, vesicles, pustules, and seabs, with a more or less red-
dened, swollen and moist skin. The vesicles upon bursting pour
forth a serous fluid. The mildest form is known as eczema papu-
losum ; the most violent, characterized by scabs under which pus
is formed, being called eczema impetiginosum. The infiltration
of the skin with fluid and cellular exudation sometimes extends
to the subcutaneous tissue. An acute attack usually runs its
course in eight to fourteen days, when the dry scabs fall off' show-
ing beneath them a tender newly formed epidermis. If the pro-
cess become chronic it extends to the mons veneris, the thighs
and nates, and is associated with swelling, and usually a purulent
secretion from these parts.

The symptoms are the same as in vulvitis, differing only with
the degree of intensity and extension of the disease. This is an
uncommon disease and is mentioned by only a few authors.
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Hildebrandt has observed it exclusively in pregnant women. I
have seen it four times in the non-gravid during middle and ad-
vanced age, and in women with eczema on other portions of the
body.* In one case of this sort, a brunette, 39 years old, who
had given birth to two children, the vulva was covered with a
thick mass of small vesicles; she had been suffering with the
disease for two years.

Treatment.—Cataplasms, dusting powder of flowers of zine,
2 parts, with starch, 40 parts, ointment of white precipitate, and,
in severe cases, the application of a solution of caustic potash, 1 to
300, after the seabs are removed, have all been recommended.
Kiihn found that eczema marginata was of frequent occur-
rence in fleshy prostitutes; according to Kaposi this variety is
caused by trichophytes, dependent upon the oceurrence of a local
irritation during menstruation.

2. The same author frequently saw during menstruation an
herpetie eruption in groups on the labia, differing from eczema in
that the tissues are not reddened by inflammation or swollen.
This eruption may also dry up or the vesicles may burst, scabs be
formed and detached, or there may be some suppuration or pour-
ing out of a serous fluid. But, as a rule, they disappear spon-
taneously and cause far less suffering than eczema.

The appearance of this eruption and the stages through which
it passes are precisely similar to the herpes so often observed on
the upper lip. If the bursting of the vesicles has caused the
formation of thick scabs, it might be confounded with an infec-
tious ulcer, but the usual rapid spontaneous disappearance of the
affection soon removes this source of error.

3. Prurigo has also been seen on the vulva. The eruption
consists of pale or reddish papules in the epidermis, from the size
of a millet-seed to a pin-head, with a moderate cellular infiltra-
tion of the papille in which, according to Klebs, there is often
dilatation of the lymphatics, causing irritation of the sensitive
nerve-fibres, pain, and itehing.

Kiihn says, that there is a dark spot, the size of a pin-head,

* Stiegert, ix., 148, Liebnau, x., 202, Weinaug, vii., 287.
T Brunneau, Frédérie, Etude sur les éruptions herpetiques qui se font aux
Organs Génitaux chez la Femme, Paris, 1880.
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in their centre, which is somewhat depressed, and that they con-
tain a tenacious, reddish, gland-like mass attached to the bottom
of the papilla, and when these are removed, a cure soon takes
place.

4, Miliaria rubra and M. erystallina may extend from the ab-
dominal walls to the mons veneris and labia majora, but without
occasioning any peculiar manifestations,

C. TrE INFECTIOUS INFLAMMATIONS OF THE VULVA.

1. The soft and the indurated wlcers may be simply mentioned,
referring their description to syphilitic affections, in which cate-
gory they belong.

2. Erysipelas of the vulva mostfrequently occurs in early infancy
or during the first few days after birth. It then appears asan ex-
tension of erysipelas of the navel, is a very serious affection, and
is often fatal. It may also oceur during childhood in serofulous
or filthy children; in adults, during menstruation, and in conse-
quence of obesity. The skin is bright-red, tense, and sometimes
vesicles are formed. The affection may extend to the thighs and
nates. In such cases the prognosis is doubtful. The usual treat-
ment is employed : internally, carbolic acid ; locally, lead-water,
carbolie acid, and the application of cold.

3. Croupous and diphtheritic vulvitis—excepting as a compli-
cation of the puerperal state when it is really not a true diph-
theria—also are most common during childhood. Grayish-
yellow spots appear at first, soon followed by ulceration and red-
ness of the adjacent parts. In diphtheria, the eschar is firmly
adherent, but in croup it may be easily removed. The ulceration
causes considerable loss of substance and extensive cicatrices.
These are found on all parts of the vulva.

Diphtheritis also differs from eroup in that, in the latter, a
coagulated membrane is deposited upon the inflamed mucous
membrane, while, in the former, the mucous membrane itself is
transformed into a dead coagulated mass.

I have seen primary diphtheritis of the vulva but in a single
case—a child of one and a half to two years. Other authors have
seen it as a complication in epidemics of pharyngeal diphtheria.

4. The disease known as noma of the vulva also belongs to this

6
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category. In this affection, which is similar to noma of the cheek,
a slight infiltration first appears-in one of the labia majora ; this
soon has a grayish-green color ; vesicles are formed, the color then
changes to a dark brown, terminating in gangrene and loss of
substance. In this form, it is an occasional complication of
measles, small-pox, scarlet fever, typhus and erysipelas. West
saw three cases in twenty years. I have never seen a case of this
kind, but have frequently seen gangrene of the vulva follow the
rupture of a large hematoma, or severe infectious cases during
the puerperal state, and in renal and cardiac diseases where the
vulva was so necrosed from great cedema that gangrene super-
vened after labor.*

I have also seen post mortem; in the case of a girl eighteen
years old, who died from typhus fever, large gangrenous uleers
which began in the right nympha, and had extended into the
vagina as far as the vaginal portion,

In these severe infectious diseases there is high fever, as a
rule, though it may be slight or entirely absent. As to the time
of its appearance, gangrene has been divided into primary and
secondary. As to origin and course, primary gangrene is divided
into three forms: a. Serous, putrid infiltration, followed by ery-
thema and degeneration of the tissues; . Herpetic vesicles and
blebs with rapidly extending ulceration; e Livid swelling or
cedema and early breaking down. This classification appears
to me to be too artificial. The affection usually terminates in
death from septiczemia or pulmonary embolism. The middle
cerebral artery may also be plugged. If recovery occur, cica-
trization takes place in three or four weeks.

About one case of noma and gangrene is seen in 1500 sick
children, who are usually inmates of foundling asylums, un-
healthy hospitals, or in epidemics of scarlet fever, typhus, or
measles. It seems worthy of remark that, in my own ex-
perience, I have seen but one case of diphtheritis, and no case
of noma of the vulva, for, if the course of labor has any influence
in producing these affections, they must certainly have occurred
much more frequently, considering the great number of pelvie
presentations which have come under my notice.

e = —

* Path. d. Woch,, III. Aufl.,, Krankengeschichte, No. 113.
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Treatment.—The general condition should first receive at-
tention, the children be well cared for and supplied with an abun-
dance of fresh air. Local applications are next in importance ;
in diptheritis of the valva, the parts should be thoroughly cleansed
with a concentrated solution of salicylic acid, 5 per cent. solution
of thymol, lime-water, or dusted with iodoform, boric acid, or
chlorate of potassium.

Internally, quinine and the mineral acids are indicated. If
the strength fail, administer wine, camphor, or ether, the last
either internally or hypodermatically. When gangrene of the
vulva appears, the affected portions should be at once completely
destroyed ; remove the gangrenous masses with the knife and
scissors, and cauterize the underlying tissues with the actual
cautery. In connection with the above, good will be accom-
plished by sitz or full baths and antiseptic dressings. The strength
must be sustained by stimulants, e. g., large doses of quinine,
nourishment with strong liquid food, analeptics, wine, champagne,
aleohol, cognae, ete.

4. VASCULAR ANOMALIES OF THE VULVA.

a. Teleangioma.—This may be congenital or acquired. Hen-
ning saw a vascular mole 5 millimeters (about one-fifth of an
inch) in diameter on one of the labia majora of a child two years
old. Vidal likewise describes one which he saw on one of the
labia majora of a very small child, and which healed spontane-
ously, though it had already extended into the vagina.*

If these vascular neoplasms continue to enlarge, they may be
removed as from other portions of the body by thorough cauteri-
zation with fuming nitric acid or by extirpation with the knife.
Dieffenbach successfully removed by ligation a large erectile
tumor of the nympha.

b. Phlebectasia of the vulva is met with in young and in old
persons, during pregnancy and in the non-gravid state. It may
be found upon any part of the vulva, upon the right as often as
upon the left side, but especially on the mons veneris, and toward
the thighs; sametimes the dividing walls are broken down and a

* Aubenas, 1. c., p. 27.
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large eavernous tumor is formed which is the size of a grape or
larger. I have been consulted eleven times on account of such
varicose tumors of the vulva by non-gravid women. They may also
take the form of a single varix projecting from the nymphe, the
prepuce, or from between these and the labium majus. Thrombi
may also form in them.* They swell when the patient stands or
walks, cause itching and burning pain, especially in old women ;
seratching is resorted to, to obtain relief, and in this way they
may be ruptured causing severe or even fatal hemorrhage. A
tumor of this kind is shown in the Atlas, plate ii., fig. 4, § 36.
in 3000 lying-in women I found, when they were dismissed, 61
with large varices of the vulva. So far as I know, the largest
tumor of this character was observed by Holden; this one when
the patient was standing became the size of a child’s head.§
I have often found this condition in old women associated with
violent pruritus of the vulva. It is not true, as stated by Hilde-
brandt, that they are developed only in the gravid state, for in
1869 I found a varicose tumor as large as a hen’s egg in the left
labium majus of a woman who had not been pregnant, but who
suffered from very obstinate constipation.

When itching and burning occur the bowels should be regu-
lated, and at intervals during the day, the patient should lie down
and apply compresses wet with lead water to the vulva.

Wearing a tightly fitting T bandage may be of service to many
patients, but if the tumors are large and a rupture is feared,
more can be accomplished by shaving the parts and applying
broad strips of adhesive plaster, which must be replaced as they
become loosened ; pads, which eompress the tumor against the
anterior pelvic wall, may also be used. In one of my cases such
a pad rendered excellent service.

If a varix burst subeutaneously or beneath the mucous mem-
brane, the blood escapes into the tissues forming—

e. Thrombus, or Hematoma of the Vulva.—Such tumors are
most common during labor and the puerperal state, but may
occur in the non-gravid state as well. Von Franque saw a

* Policl., 1879, Nr. 25, Rolle.
1t Hart and Barbour’s Manual of Gynecology, Edinburgh, 1882, p. 54.
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hematoma of this variety result from violent efforts at defeca-
tion in an old woman who had never given birth to a child.
Gempe observed a similar tumor in a nurse twenty years of age
who had lifted patients a great deal. I saw a hematoma of the right
labium majus in a woman who was not pregnant, which resulted
from a fall against a bath tub., Altogether, I have met with five
cases of hematoma vulva of this sort.

Blood may also escape into the remains of the hymen and dis-
tend these until tumors as large as a bean or a hen’s egg are pres-
ent, I have also seen une such tumor.

If the tumor be small it will usually be completely absorbed
without causing any great inconvenience.

If it be large itching is the initial symptom, followed by an
intense local pain and increased swelling. The tumor is hot, of
a bluish-red color, elastic, extremely painful to the touch, closes
up the entrance of the vulva, and may render urination difficult.
Even tumors of this sort, as in Gempe’s case, can be completely
absorbed in a few days under the application of an ice-bag.

If they increase beyond a certain size so that the skin is dis-
colored from the tension, they must be incised, the blood-clots
turned out, the cavity thoroughly disinfected, then packed with
lodoform gauze, and compression applied.*

APPENDIX,
Aequired Atresia of the Vulva.

These various forms of inflammation of the external genitals
may, during childhood, as also at later periods, lead to a complete
adhesion of the parts, or to acquired atresia of the vulva.

These adhesions, resulting from the raw surfaces of the labia
coming in contact, are not often complete, since the discharge
of the urine separates the surfaces, at least at the upper por-
tions, but still in very young children only quite small fistulee may
remain, a sort of raphe indicating the edges of the labia. The
longer the adhesions remain, the firmer they become. It is ob-
vious that retention of the vaginal and uterine secretions may

* For further details, see Pathology of Childbed.



70 DISEASES OF WOMEN,

result. In severe cases even the parts in front of the urethral
orifice may adhere, and urine be passed only after much straining.

As a usual thing it does not proceed to this extent, for small
children have difficulty in urinating which attracts the attention
of the parents, and an examination reveals the cause. Generally
it is quite sufficient to pull the labia apart, thus separating the
adhesions, but if not, they should be divided with the knife.
Placing salicylated cotton between the lips of the wound will
counteract the tendency to adhere, or, if this prove insufficient,
cauterizing the surfaces, or, if the wound be large, pulling back
the lips by means of sutures passed on either side will most effect-
ually prevent a recurrence of the adhesions.

CHAPTER VL

DEFORMITIES AND DISEASES OF THE VULYO-VAGINAL GLANDS,

CowpPER's GLANDS in the female are 15 to 20 mill. (% to %
in.) in length, smooth, irregularly lobulated, and open through an
excretory duct of about the same length and with a lamen of 1 to 3
mill. (i'; to ;% in.), upon that part of the internal surface of the
introitus which marks about the middle of the hymen, and just
in front of the latter. The gland is embraced by the bulbo-
cavernous muscle, contraction of which causes the ejaculation of its
contents. During coition the gland is compressed, prostitutes there-
fore being especially liable to diseases of these glands. Lascivi-
ous dreams likewise cause a reflex ejaculation of their secretion,
i.e., pollution in the female, and the same may be produced in sen-
sitive individuals by a gynecological examination.* When the
labia majora are imperfectly developed, these glands may be
wanting (Zeissl). Their most common disease is

* Erich., Paroxysms in the Female Resembling Nocturnal Emissions in
the Male. Maryland M. J., Balt,, 18323, ix., 348.
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A. CatarrH, HYPERSECRETION.

Boerhaave is said to have been acquainted with this disease as
a form of gonorrheea in the female. I have observed it clinically
for months in a young person. The orifice of the excretory ducts
will be found distended so that a sound may readily be intro-
duced. The adjacent surface is reddened, and when the introitus
is put on the stretch a drop of transparent tenacious mucus will
be seen to exude from them. The quantity secreted is much
increased when either external or internal pressure is exerted
upon the glands; in long-standing catarrh the secretion is opaque,
the mouth of the duct becomes occluded causing retention. This
causes, first, an ovoidal distension of the duct which may later
affect the gland, and lead to the formation of

B. Cysrs.

As long as the duct alone is implicated the tumor will be glob-
ular and the walls uniformly smooth. When the gland also is
affected the tumor appears compound, and while, as a rule, ap-
propriating only the posterior and external third of the labium
majus, may occasionally grow into the vagina and pelvic cavity
even above the vault of the vagina. A case described by Hoening*
will serve as an example. The tumor, palpated through the ab-
dominal walls, was as large as a goose’s egg and extraordinarily
soft and elastic; below, a tumor of a bright red color, which oc-
cluded the entrance to the vagina, was seen. The tumor contained
a tenacious, thick, grayish, fatty mass, consisting of normal and
degenerated epithelium, and drops and crystals of fat. The inner
surface of the cyst wall was alternately smooth and rough.

Huguier reports a similar case though the cyst was not so large.
The ordinary contents of simple cysts of these organs are serous
fluid, mucus or blood, and vary in consistence.

Cysts of Bartholin’s glands oceur upon the right as well as upon
the left side—according to Huguier eighteen times upon the left
side, eleven times on the right, and five times in both labia majora. I
have observed them five times left, six times right, and once on both
sides. In cysts of the exeretory ducts the labia appear as though

* Monatsschrift, xxxiv.,, p. 130,
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divided into an inferior and superior portion. In eysts of the
gland itself the distension is more in the lower and posterior por-
tions, while, according to Huguier, when the tumor is developed
from the most superficial acini, it may ascend along the edge of
the ramus of the ischium above the middle line and even above
the urethra. If the process proceed to the

C. FORMATION OF ABSCESSES,

The pus may be spontaneously evacuated. In abscess of the
excretory duct Huguier says the evacuation oceurs about 1 centim.
(2 in.) below the orifice of the same ; in inflammations of the gland
the perforation invariably is found on the internal surface of the
labium majus. Evacuation of the pus is usually followed by a
rapid recovery, but fistulee may occasionally be formed. These
inflammatious are characterized by redness and swelling of the
skin, a feeling of heat and weight, and shooting, piercing pain
along the ischium. Standing and sitting become intolerable, and
cohabitation is impossible. The inguinal glands are generally
enlarged, though painless. The abscesses may be as large as a
hen’s egg. I have seen this disease thirteen times, in two cases
the abscesses occurring on both sides, in seven cases on the left
side. One case was associated with cancroid of the vaginal portion.

Diagnosis.—The diagnosis is confirmed by the location of
the tumor in the middle and lower half of the labium majus, its
circumseribed character, the enlarged gland,the presence of fluc-
tuation, and the impossibility of lessening or pressing out the
contents. These tumors may be differentiated from hernia, first,
by the dullness of the latter on percussion; secondly, by the lim-
itation of the tumors to the labium majus as a general thing,
though not always, as Hoening’s case shows; again, by the red-
ness and swelling of the skin in abscesses. Hydrocele of the
vulva is located in the superior portion of the labium majus, is
covered by bealthy skin, and is not painful. When a hematoma
situated in the lower third of the vulva has. begun to suppurate,
it may easily be confounded with an abscess of the gland, but
they can usually be differentiated if attention is paid to the pre-
vious history, to changes in the skin especially suffusion, to pre-
existing varices, and to its rapid development. Moreover, the
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confusion of these conditions would produce no unfayorable
results. Congestive abscesses and abscesses from paracolpitis
involve the same parts of the vulva; the first are covered with
normal skin, reach a higher level in the vagina, generally originate
in disease of the vertebral column, and after incision a sound
may be passed high up in their course.

Phlegmonous abscesses are the result of a trauma or of diffuse
inflammation ; are consequently not limited to certain portions of
the vulva ; usually open not internally but externally, or in seve-
ral places; often cause fistulze; are much more painful, and the
general symptoms are graver. When once healed, there is no
tendency to a recurrence.™

There is, however, another form of abscess met with in this
region which is still more liable to become confounded with those
of Bartholin’s glands, viz., abscesses caused by periproctitis ab-
scedens, or, as they have been named by the French, stercoro-vul-
vaires. 1 have seen several examples of this variety, even in
young persons, associated with periproctitis and rectal carcinoma.
A careful examination will always reveal the fact that in such
cases the rectum was first diseased; we will find hemorrhoids,
swelling, fistulse, and fissures; when the finger is introduced it
causes excessive pain, and, if fistulze are present, a sound will pass
through them as far as or into the rectum. We also discover
the swelling in the vicinity and the disease of the rectal wall.

According to the statements of French authors praerecto-vulvar
abscesses also occur in the septum between the vagina and rec-
tum, resulting from excesses in venery, or from some lack of sym-
metry in the two sides of the genital apparatus at the beginning
of the menstrual process. They are said to open at the same
points as gland abscesses, and, as a rule, to heal rapidly and
without the formation of fistule.t I have never seen a case of
this kind.

Mtiology.—Diseases of Bartholin’s glands are comparatively
rare in the better classes but very common in clinical and poly-
clinical practice. Young persons after the age of puberty are
especially liable. It is possible that trauma and great changes

* Huguier—Aubenas, 1. c., p. 16.
T Aubenas, 1. ¢, p. 17.
7
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in the temperature of the parts may exert an influence favorable
to their occurrence. Imprudence during menstruation may eause
catarrh which, if neglected, leads to abscesses. But it is be-
yond question that the disease is most common among prosti-
tutes and women who have been exposed to gonorrheeal infection.
Kiihn found, for example, 30 cases of inflammation of these
glands in 239 syphilitics. According to Breton, the so-called
Bartholinitis is the most common form of female gonorrheea, and
during an epidemic of this disease in the Strasburg garrison,
very many cases of inflamed glands were observed. Arning has
demonstrated the presence of gonococei in inflammation of Bar-
tholin’s glands.

Treatment.—In cysts of the excretory ducts and of the
glands, an incision and complete evacuation of the contents may
first be tried. The eyst may then be permanently healed if the
continuity of the exeretory duct from the cavity to the surface
can be restored. If this be impossible, or if the cyst refill, a piece
of the anterior wall should be excised, and the remainder of the
sac thoroughly cauterized with tincture of iodine, or with fuming
nitric acid which will completely destroy it. Total extirpation of
the gland has been proposed for cases in which persistent suppura-
tion or fistulous openings follow the incision of the cyst or abscess.
To perform this operation an incision about 4 centim. (1.5 in.)
long should be made across the middle of the tumor, two or three
small arteries ligated, and then, carefully avoiding injuring the
sac, the entire gland should be shelled out, and the wound nnited
with seven or eight sutures. In a case where I performed total
extirpation, the wound healed by first intention, the patient had
no fever and was discharged in ten days. The operation should
not be resorted to, however, unless it be strongly indicated, and
if the disease is bilateral one side should be treated at a time.

In light grades of inflammation, the local abstraction of blood
with leeches, and the application of cold and cataplasms, have
been used with more or less success. Fistulze must be split open,
and their channel freshened with the knife or destroyed with
caustics; otherwise they may persist for months.

Chronic catarrh of these organs is very difficult to cure. I
have attempted cauterization of the canals, and injections in these
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cases, but the ducts are so small, and so little of the remedy will
enter, that the effect is slight. Hildebrandt’s experience, with
which my own agrees, is that the glands of Bartholin are the seat
of female pollution (Hildebrandt remarks incidentally that the
latter is often associated with painful spasm of the constrictor
cunni); and since, if this occurs frequently, the woman is much
reduced and weakened, it becomes evident that, provided per-
manent improvement, and the removal of this irritable condition,
cannot be effected by other means, e.g., massage, the milk cure,
baths, and abundant exercise, it may be advisable to resort to
extirpation of both glands.

In all diseases of this kind, attention should be paid to the
condition of the vagina and uterus. Catarrh, when present,
should be treated, and protracted sexual continence insisted upon.
The functions of the glandular organs of the sexual apparatus
should be regulated by injections, sitz-baths, ete., and in order to
prevent a recurrence during menstruation, injections of warm
water and frequent bathing of the parts should be used at this
time.

CHAPTER VII.
INJURIES OF THE EXTERNAL GENITALS,

LEstons of the external genitals occur most frequently during
labor and are referred to at length in obstetrical treatises; but,
inasmuch as these injuries, even when sutures are at once ap-
plied, do not always heal, and since many are neglected or not
discovered at the time, these cases often come under the notice of
the gynecologist. Next to the perineum, the nympha are often-
est injured, being torn diagonally or transversely, or perforated.
For example, I found laceration or perforation of the nymphe
sixty-seven times in 3000 lying-in women. These lesions, how-
ever, very seldom require operative treatment since they cause no
suffering. A deep tear in the perineum, on the other hand, soon
leads to a variety of symptoms: In the first place, the anterior
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vaginal wall, and with it the wall of the bladder, sinks down
into the distended genital aperture, gradually dragging the
uterus with it, so that vaginal cystocele finally causes prolapse.
If the laceration extend into the anal sphincter, there is incon-
tinence of feces, fluid and flatus escape; unformed stools cannot
be retained, and ecatarrh of the rectum is developed, manifest-
ing itself by discharges of glairy mucus, occurring daily, and
causing much suffering. The thin band-like cicatrices result-
ing from deep lacerations of the vagina lead to protrusion of
a tumor of the anterior rectal mucous membrane above them ;
this increases in size from time to time, bleeds easily, and is
very semsitive. It is really wonderful how rapidly the dis-
charges cease when the perineum is restored. Very obstinate
catarrh, characterized by increased secretion and a feeling of
heat and burning, very soon affects the vagina which, under
these circumstances, is exposed to contact with the external air.
These catarrhs persistently recur until the perineum is repaired
and the vagina closed in the normal manner. From timidity
patients will often quietly endure all these sufferings for a time,
but if they are made to know that the operation is comparatively
simple and promises speedy relief, they will often, even in old
age, gladly submit to it. I bave relieved sixty-five patients by
surgical treatment; thirty-one others would not submit to this
treatment.

Some examples of recent injuries of the vulva or perineum in
the unimpregnated, caused by a fall or by the penetration of a
foreign body, have recently been brought to notice. Children
or adults may fall on the edge of an object in such a way that
a sharp point or splinter may injure or penetrate the vulva.
Kaltenbach, Leopold, Braun, and Bauer have deseribed such
cases. Kaltenbach’s patient was a girl, nineteen years of age, who
fell against the sharp edge of a chair; Leopold’s, a child in its
fourth year, who while climbing upon a sofa fell against the arm
of a baby-chair ; a second patient, a servant girl, twenty years old,
while cleaning windows, fell astride the back of a chair; Braun’s
cases, one a woman of thirty-five years, and the other a child of
eight years, each fell upon a fence picket. In all cases the wounds
were oblique, generally small and parallel to the descending
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ramus of the ischium, and situated at the hase of the clitoris
penetrating the nymphwe. The hemorrhage was in each case
excessive, almost fatal; was parenchymatous, and came prin-
cipally from the clitoris, in Braun’s first case the right corpus
cavernosum being lacerated. In such cases, the individual fall-
ing upon the edge of some object, the force of the fall is largely
spent upon the rami of the ischium, but, if a person fall from
a certain height upon a sharp object, complete laceration of the
perineum with recto-vaginal fistula may result.* An interesting
case of this kind is reported by Bauer. A girl, while in a stoop-
ing posture, was attacked by a bull, whose horn penetrated the
vulva and completely ruptured the perineum, in addition causing
an extensive laceration of the buttock. The latter wound healed
by first intention, the former only by suppuration, i.e., with loss
of substance, in three weeks.

Treatment.—It is obvious that something must be done
immediately in recent wounds that are bleeding freely. The
patient, being placed upon a high table, and two women holding
the thighs, has her pelvis moved to the edge of the table in
such a position that the physician sitting before it can obtain
a view of the vaginal orifice. Bleeding arteries should be at
once ligated, then the wound thoroughly ecleansed, disinfected,
and the necessary sutures made, or, if need be, the perineum
completely restored.

The operative repair of old injuries of the perineum, if they
are of any considerable extent, is also advisable. If the puer-
peral woman is otherwise in good health, the operation may be
undertaken in from twelve to twenty-one days after delivery, as
the hemorrhage is usually slight, and the process generally re-
quires but one-half to one hour. The patient should be anzes-
thetized. The preparations for the operation consist in washing
out the vagina, drawing off the urine, and evacuating the
rectum just before and for several days previous to it. It is
advisable to thus thoroughly empty the rectum during these
two or three days by means of injections and ecastor oil in-
ternally, as the frequent copious discharges which are so likely

o
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* Case I\sa 2 Braun; patient fell from a tree, and was impaled upon a
picket fence.
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to oceur both obstruct the view of the operator, and may prevent
union by fecal particles getting between the lips of the wound.

Almost any table will answer for the operation, provided the
legs be fixed with some such contrivance as that mentioned by
Fritsch.®

I always use chloroform for these operations. It is immaterial
as to what is used for stitches ; if the lips of the wound are properly
prepared and adjusted either silk, iron or silver wire, catgut, or
silkworm gut may be used. It is human nature to attribute our
failures and mistakes to other than the true cause, and so it is
here. Want of success has been charged to the sewing material
until now almost every operator recommends a different kind.

The operation is quite easy in theory, but there are peculiar
difficulties connected with it which every operator must master if
he would succeed in curing all his cases. These difficulties are,
the surfaces of a wound are kept clean with greater trouble
here than on other parts of the body, and the parts to be
united are of different areas and are exposed to tension in dif-
ferent directions. Those places which will first be subjected to
tension must be the most firmly united. The shape of the de-
nuded surface is of minor importanee ; it is unnecessary to follow
any given scheme too closely. One should be governed, as Freund
advised, by the length, breadth and direction of the ecicatrix-
Do not—and this is of great importance—denude the surfaces
too perpendicularly, or else some of the descending fecal mass
may be pressed between the sutures and toward the vagina. The
denudations should, therefore, be made diagonally or slanting,
and at the expense of the less vascular vagina instead of the
rectum; then the bridge will be thicker and the septum more
resistent,

Secondly, the vaginal sutures should be passed so low down
that they are almost on a level with the hymeneal caruncles; they
should be close together and deep, that is, through the entire
thickness of the exposed surface so that the mucous membrane is
included. In this way the septum towards the perineum will
increase in width, and the sutures which are to unite the perineum

% Krankh. d. Frauen, Braunschweig, 1881, p. 105, fig. 52.
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will not need to be so deep, and they will not be subjected to
nearly as much tension, since the broad base of the septum fur-
nishes them with a firm foundation. The lateral denudations,
however, should be carried so high that the new perineum will
extend to the vaginal tubercle, thus giving necessary support to
the whole anterior vaginal wall. The anterior portion of this
perineum will gradually become thinner so that the rima of the
vulva is in no danger of being too narrow.

I further recommend that vaginal and perineal sutures only be
passed and none from the rectum because, when the operation is
performed in the manner described, they are unnecessary. I had
resorted to the plan of the sole use of these two varieties of
sutures long before their description by Hirschberg.*

The patient being placed in the proper position and chloro-
formed, the vaginal wall above the posterior end of the cicatrix
should be seized with a tenaculum forceps, and pulled into the
vulva until the assistant holds the instrument almost vertically
with one hand, while with a blunt hook in the other hand he
draws the upper part of one nympha aside. A second assistant
holds the other nympha aside by a tenaculum, and should a part
of the septum still remain, draws it somewhat tense. In this way
the field of operation is not only well exposed but the parts to be
denuded are rendered tense, permitting dissection of the vaginal
mucous membrane to be done more easily and rapidly. If the
patient should vomit, or mucus or fecal matter be forced out of
the rectum, the latter should be syringed, wiped with a sponge,
and finally a tampon of salicylated cotton as large as a walnut
and with a string attached to it, be pushed up into the bowel.
After these precautions it is scarcely to be feared that the
wound will be contaminated a second time during the opera-
tion. Accordingly as the defect extends high up, will the de-
nuded surface resemble a hat, the crown of which is in the
vagina (Hildebrandt); or, in case there are two lateral cicatrices,
it will be like an artist's hat (Freund), or like butterfly wings
(Hegar). In the simplest cases it will be an oblong surface.
The denudation must extend close to the forceps, about 2 centi-

* Verhandl. der Deutschen Gesellschaft fiir Chirurg., ix. Congress, 18580,
plate viii., p. 203.
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meters (% in.) above the upper end of the vaginal cicatrix. If
the muecous membrane of the rectum be everted, it should be
removed at the same time. The larger arterial branches must
be at once ligated with catgut, and the small ones included in the
suture and not separately ligated. Before the sutures are intro-
duced the whole surface of the wound must be made as smooth
as possible so that no little cavities are left when the tissues are
brought in apposition. :

Coaptation should be made under a constant stream of a
2 to 3 per cent. solution of carbolic acid, and the upper vaginal
sutures tied first. Since I usually employ silkworm gut, and
this substance may be allowed to remain for weeks without pro-
ducing irritation, I do not remove the stitches till the perineal
cicatrix is so old and firm that it will bear distension with a large
speculum, When all the sutures are well fastened, the plug
should be removed from the rectum, and the vagina irrigated
with a 2 per cent. carbolized solution until the fluid passing away
is colorless. Adjacent parts are then thoroughly cleansed and
dried, and the patient put to bed with the knees fastened together
so that she will not stretch her limbs apart when coming from
under the ansesthetic, thereby reopening the wound. Formerly I
covered the wound with benzoated or salicylated cotton, but this
is a necessary precaution’ only until after the first urination.
From this time the wound heals better when uncovered, or if
painted with iodoform eollodion.

The bowels should be moved by capsules of castor oil on the
third day. If the sutures are firm, the passage of fecal masses
even when solid need occasion no anxiety. At the present day
the use of opium, to keep the bowels constipated as long as pos-
sible, has been abandoned. If the castor oil does not produce the
desired effect, one-half to one quart of warm water should be
thrown into the bowel till an evacuation occurs.

The removal of the external sutures should be governed by
the reaction in their vicinity. If this occur early, and some are
cutting into the tissues, they may be removed separately, begin-
ning on the fourth day; the majority may remain till the sixth or
to the eighth day, or even longer. The patient should not leave
the bed nor attempt to sit nor walk before the fourteenth day.
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Formerly, when I did not pass the sutures so far downward,
it frequently happened that at the point where the vaginal and
perineal sutures met a small opening—a recto-vaginal fistula—
remained, which was gradually widened by defecation. Fistule
at this point are difficult to heal, and I have often been com-
pelled to completely reopen the perineum and to sew it up again
before union was perfect. Should a small round opening remain
in the perineum proper, a minor operation, in which the upper
and lower parts are undisturbed, is sufficient to close the fistula,
I will here take occasion to remark that one of my patients, who
had undergone several unsuccessful operations in New York,
was prostrated on the morning of the fourth day after the
operation by an excessive venous hemorrhage from the vagina.
This was so great and the patient so anemic that no time could
be spent in seeking the source of the hemorrhage, but it was
checked at once by tamponing the vagina. We did not ascer-
tain whether this accident was caused by the sudden rupture
of a varix, or whether some vein included in the suture had been
cut through. The patient had slept quietly and the hemorrhage
occurred in the early morning. A small perineal opening re-
mained in this case. If less experienced operators should fail
entirely in securing union, the operation may be repeated in
two or three weeks, subject to the desire and condition of the
patient ; but in these subsequent operations great care must be
taken to remove all granulations and bring only smooth surfaces
in apposition.

APPENDIX,
1. Incontinence, or Garrulity of the Vulva, or Vaginal Flatus.

Gases, the products of decomposition, are often produced by
sloughing tumors of the uterus and vagina, as well as during
labor, and may be discharged by the movements of respiration.
As a general thing, however, the air which audibly escapes from
the vagina is the result of suction which originates in the position
of the patient, e.g., the knee-elbow or dorsal or lateral position,
causing the intestines to recede from the pelvic cavity, the lips
of the vulva being open. Again, the bladder may be dis-
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tended like a balloon by the entrance of air after the introdue-
tion of a urethral speculum in the dorso-coceygeal position. But,
just as in this case the action of the sphincter is diminished, so
the passage of air into the vagina occurs only because the con-
striector cunni is weakened, or its contractions prevented by the
introduction of some instrument such as a pessary or speculum.
Now, when the abdominal pressure is increased, this air is forced
out with a bubbling, blowing, clucking, or hissing sound. This is
often noted in cattle and mares (Hennig). Lohlein demon-
strated that emaciation, varices of the vulva, and lateral tears of
the vaginal orifice caused this interference with the action of the
constrictor. He named this condition vaginal flatus, while it
seems to me that the designation vulval incontinence is more
appropriate.

Recently I had under my care a patient who was annoyed by
this affection during eohabitation; in her case the disease origi-
nated in a cicatrix which resulted after a long laceration of the
left side of the vagina, caused by delivery with the forceps.
The condition was improved by applying cacao butter. As a
rule the suffering is slight ; still, in case the entrance of air
cause an obstinate catarrh, it might be advisable to operate by
excising existing cicatrices (Lohlein), or by narrowing the vulva
by colpo-perineorraphy, an operation performed with sucecess by
Lihlein.

2. Neuralgia and Inflammation of the Coceyx. Coeeygodynia.

This condition, although not strictly a disease of the wvulva,
is yet so closely connected with such diseases as a symptom,
though it may oceur primarily and idiopathically, that it has
been thought well to consider it here. Pain in the coceyx may
be a symptom of a great variety of diseases of the genital appa-
ratus, e. . diseases of the os uteri, the ovaries, vagina, rectum or
the vulva. At the same time the coccyx is neither swollen, in-
flamed, abnormally fixed nor movable; but still is painful to the
touch, though not in the degree found in local disease of the bone.
The trouble gradually disappears as the original disease is re-
moved, or it may cease as the result of intravaginal pressure from
the introduction of a round, elastic pessary, etc. Scanzoni claims
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to have caused an immediate cessation of pain by rectifying an
existing anteflexion.

Moreover, distortion and periostitis of the coceyx may be pro-
duced by a trauma, e. g., from riding, by difficult deliveries, or
from a fall; I have seen one case from the last named cause.
Luxation of the coceyx and synostosis of the luxated bone have
also been observed, a condition which may cause the patient much
EUH'E;‘iﬂg. In a case of this variety which came under my notice
the patient was greatly inconvenienced in sitting; the coceyx
formed, posteriorly, an obtuse angle with the sacrum and was
immovable; I proposed its extirpation but she would not con-
sent. Before resorting to an operation one should always try
to break up the union, and fix the bone in its normal posi-
tion with a pad and a T bandage. Hyrtl* and Luschka found
a great many deformities of the coeccyx which must have re-
sulted from fractures or luxations. These are usually produced
during labor. Scanzoni found nine cases following delivery in
a total of twenty-four in four years. Simpson, who called
particular attention to this disease, considers rheumatism to be
a cause.

The affection is very obstinate and often recurs. Scanzoni
reports ten complete cures and nine improved in a total of
twenty-four cases, the majority being of traumatic origin.

Treatment.—When coceygodynia is a symptom of some
sexual disease, the latter must be diagnosticated and treated. If
it be a primary inflammatory affection, rest, lateral posture, lead
water compresses, ice bags, and rectal suppositories of opium or
belladonna are indicated. Cathartics may be given internally
to facilitate defecation which is particularly painful. If the
inflammation be intense, leeches should be applied to the sa-
crum. When fluctuation appears, the pus must be evacuated.
If the trouble recur and the suffering be great, Simpson recom-
mended the subcutaneous division of the muscular and fibrous
tissnes inserted into the cocecyx, and says it was often of per-
manent advantage; he, however, failed to cure one case after
operating repeatedly. Kidd reports good results from this pro-

* Anatomy, pp. 32 and 180,
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cedure.* Bryant and Simpson have each successfully extir-
pated the coceyx for anchylosis.tf Amann has done the same,
and Bugge performed a partial resection.f Of late years little
has been heard of these operations. Nott has also recommended
the removal of the coceyx, and successfully performed the opera-
tion.§

When cocecygodynia is of purely rheumatic origin, e.g., in
washerwomen and little children, it should be treated by warmth,
the application of cotton-wadding or cataplasms, and with wine
of colchicum seed internally. Morphine injections should be
used when the pain is severe. Horschelmann claims to have
cured two children of the disease with 3-drop doses of tincture
of aconite, every two hours day and night.

* Virchow-Hirsch, 1867, p. 626.

7 Medical Times, 1860, p. 363.

1 Virchow-Hirsch, 1870, pp. 514 and 575.
¢ Am. Journal of Obstet., vol. i., p. 243.



SECTION II.

ABNORMALITIES AND DISEASES OF THE VAGINA.

CHAPTER 1.
THE AFFECTIONS OF THE HYMEN.

TaE ducts of Miiller have united by the eighth week of em-
bryonic life, but open by a double orifice into the uro-genital
sinus; by the twelfth week the two have become a single orifice;
until this time no rudiment of a hymen is to be found. After
the vaginal portion has been formed from the duects, its walls,
which have hitherto been smooth, are thrown into numerous
transverse folds from a rapid increase in their longitudinal de-
velopment. This occurs in the beginning of the fifth month
of gestation; but in the nineteenth week the first trace of the
hymen may be recognized as a slight protuberance on the pos-
terior wall of the introitus, just above the point where the vagina
unites with the uro-genital sinus. From the anterior vaginal
wall a smaller projection at a higher level then appears, and
these two soon unite at the sides. The hymen is, therefore,
not a perforated portion of the allantois, as Klebs and Hennig
maintain, but is formed by folds in the vagina which was pre-
viously open below. A case very recently published from Gro-
he’s Institute in Greifswald favors this view: The patient had
atresia of the vagina; just below the urethral orifice a hymen is
said to have been found which almost certainly was not a rem-
nant of the allantois; at the very least it might have been a
part of the external furrow growing toward the allantois. Upon
the internal surface of the hymen are found the papille of the
vagina, but its external surface is smooth like the vestibule.
Broader and thicker at its base, it becomes gradually thinner
as the edge is approached, and forms a crescentic fold, the two
horns being continuous with the border of the urethral orifice
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and the urethral mucous membrane. Generally it is one-half to
one centim. (1 to £ in.) deep; but sometimes only a very slight
fold. The hymen is composed of a fibrillated stroma of con-
nective tissue, contains many arterial vessels, with fewer veins,
and is rich in elastic tissue. Muscular fibres have repeatedly been
found in it. Nerves are said to be present, but only in small
number. Roze denies the existence of nerves in the hymen be-
cause he could find none, and stated that tearing it with the
finger-nail was absolutely painless; but numerous cases, where
simply touching it causes excessive pain, just as conclusively
prove their presence.

It is formed about the middle of intrauterine life, not only in
the human female, but in apes,* bitches, the female bear, donkey,
hyena, and giraffe; its significance in the feetus seems to be to
prevent the amniotic fluid from entering the genital canal during
labor pains. In infants and small children, where the rima of the
vulva is more nearly vertical than at a later period, the hymen
prevents the urine from flowing into the vagina.

A. MALFORMATIONS.

1. The hymen may be entirely wanting, or simply a trace of it
be present. Tollberg, Hartmann, Blasius, Henermann, Lieutaud,
and Rozef have noted cases of this kind ; but they are doubtless
often confounded with cases where the uro-genital sinus persists,
and a hymen is sought in the wrong place.

2. It may have a double orifice, as observed by Callisen, Goering
and Veit. I have examined six patients who had this anomaly.
In three of them the septum was vertical and median ; one patient
had two openings directly under the urethra so small that the
finger could not be introduced, though she had been married
several months, and was already pregnant, Here conception must
have oceurred without the entrance of the penis. In a third case
(No.1594), the septum extended diagonally from the lower border
of the urethra toward the left, thus forming two unequal orifices.

— mm— =

* Bischoff declares that a proper hymen is wanting in the anthropoid
apes. Aeussere Wetb. Geschlechis und Begattungsorgane der Menschen und der
Affen, ete.

i L.c, p-T.
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3. Again, a second hymen has been found higher up in the
vagina (Mende, Lisfranc, Ruysch); these observations were made,
however, at a time when the development of the organs from
Miiller’s ducts was imperfectly understood, and the cases were
probably confounded with acquired stenosis of the vagina or
vaginal septum.

4. Hyperplasia of the hymen has been reported by Scanzoni,
who saw one projecting one to three centim. (£ to 1} inches) be-
yond the labia majora. I have repeatedly seen the points of a
hymen ecarinatus projecting from the rima of the vulva in the
newly born. The same condition has been deseribed by Boivin-
Dugés. In some cases the hymen is so broad and long that it
may be unfolded and a Cusco speculum introduced into the orifice
without injuring it. In a virgin of seventeen years (case No.
2979), I saw the lower part of the hymen project beyond the
urethra in the form of a flap.

5. A variety of hymen, which may easily be mistaken for lacera-
tions of the hymen, has been named hymen fimbriatus by Luschka.

Roze called this variety the hymen dentilated at its free border,
but entire. In another place he says: “ The superficial fissures
found upon the free border of the hymen may be normal, for this
border is not absolutely uniform.”

Luschka found the fimbriated hymen set with a delicate fringe,
provided with large papille of different forms and containing a
fibrillated cortical substance, with or without loops of blood- ves-
sels. In plate ii., fig. 1, p. 36, I have shown a hymen fimbriatus,
similar to the one just described (see chapter iv., p. 37, fig. 4).

B. STRUCTURAL ANOMALIES OF THE HYMEN.

In this category belong :

1. Unusually great vaseular development.

According to Roze, Wachsmuth narrates a case, in which a
bride of twenty years, who, by the way, was a bleeder, bled to
death from laceration of the hymen on her wedding night.*

Chiari was sent for, to see a similar case, where the young
husband, not being able to rupture a strong hymen, had torn

* Bordmann, Thése de Strashourg, 1851, No. 230, p. 45.
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it with his finger. The hemorrhage was excessive, the young
wife ansemic and unconscious, and the bleeding was stopped only
after the use of the strongest styptics.™

Thompson, also, reports a case of bleeding from the hymen.t

2. The connective tissue of the hymen may be developed to such
an extent as to be unusually hard and resistant. Velpeau found,
in such a hymen which had prevented coition, muscular fibres.

While cases may exist where, on the one hand, the hymen is too
resistant, the force employed may be so great in others, that it is
not lacerated but is detached in places at its base. Two ori-
fices will be found in the introitus, a large one inferiorly where
the hymen has been torn loose, and a small one superiorly which
is the original opening.}

The hymen may also be lacerated laterally in its substance.§

3. Not only one or two, but several orifices may exist in the
hymen—hymen eribriformis. This form may interfere with co-
ition, but offers no impediment whatever to conception (see Vel-
peau’s case above). In Chambon’s case, a person who was sep-
arated from her husband on account of the impossibility of coition,
was found to have a hymen with two small openings not larger
than the end of a sound. She had lived with her husband 14
days, and was pregnant with twins.

The hymen may, moreover, have two large and a number of
smaller orifices.||

4. On the other hand, the hymen may be abnormally distensible,
so much so that it is not ruptured in cohabitation, nor even at the
_birth of a 5-months’ feetus as in Tolberg’s case,¥ or, without tear-

* Wochenblatt der Zeitschrift der Wiener Aerzte, 19, x., 57, Monatssch.,
xi., p. 143,

+ Hemorrhage due to Rupture of an Over-vascular Hymen, Nashville
Jour. Med. and Surg., 1880, xxv., 53.

1 Budin reports such a case (Recherches sur 'hymen et l'orifice vaginal,
Public. du progrés médical. Paris, 1879, p. 36, fig. 22). Reverdin, also
(Décollement circulaire presque total de I’hymen. Médecin, Paris, 1883,
ix., No. 26). Veit, also, saw such a case, and I saw the same in a pregnant
woman, in October, 1869 (FFrauenkrankheiten, 2d edition, p. 338).

4 Vide Budin, 1. c., p. 38, fig. 24, A and B,

| Roze, figs. 6 and 7.

1| De varietate hymenum, Halis, 1791.
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ing, it may be drawn entirely into the vaginal wall when pressed
upon by the descending head.®

All of the above-deseribed anomalies may prevent the dis-
charge of secretions and the menses, interfere with coition or
eventually render it impossible, and still, as we have seen, not
prevent conception. A rigid hymen may also interfere with labor.
To confound this condition with any other, is hardly possible;
inspection and touch render the diagnosis easy. In the ma-
jority of cases, making an incision into the membrane, or notch-
ing the edges will suffice to remove the difficulty, Where the
septum is of such material that hemorrhage is feared, two liga-
tures of catgut may be applied and a piece excised between
them. If any part of the hymen bleed profusely, it should be re-
moved with the scissors, and the bleeding point ligated with fine
catgut.

But, in most cases, the application of a tampon, the size of the
introitus, wet with vinegar or with the solution of the sesqui-
chloride of iron, will check the hemorrhage ; the thighs when ap-
proximated easily retain this tampon.

C. NrorrLAsMs oF THE HyMEN.

But little is known of these. In addition to papillomata of the
hymen, which have already been referred to, and which give the
hymen a fringed appearance, I have seen

1. Congenital cysts of the hymen twice within a short interval
in the Munich Clinie, one case upon December 6, 1883, and the
second soon afterward. To the best of my knowledge this affec-
tion has never been described. Dr. Bastelberger will publish
both cases with illustrations of their microscopical structure. In
both patients the cysts were situated close to the median line on
the outer border of the hymen near the external navicular
fossa. The cyst was almost globular, imbedded in the connective
tissue of the hymen, looked like an inversion of the epithelium
and covered the vulvar surface of the hymen (see a).

It was separated from the loose connective tissue of the
hymen by a well defined border, composed . of several layers of

* Credé, V. d. Ges. fiir Geb., iv., 5.
8
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broad flat cells, of the same character as the epithelial cells which
line the deeper layers of the hymen. The free covering of the
eyst, springing over the surface of the hymen, was likewise a con-
tinuation of its cellular layers (fig. 11). The contents of the eyst
were a conglomerate mass of exfoliated, more or less degenerated

Fie. 11.

Cwat of the Hymen. Tumor of the Hymen,

a. Cyst. ¢. Contents. a, b, e, Prominences on surface
br. Superficial epithelium. of the hymen.

d. Vessels. ¢, d. Epithelium.

e. Inversion of the epithelium. f. Btroma.

epithelial cells, partly arranged in lamelle, and débris (¢). It
was not a retention cyst, but a true primary formation, a neo-
plasm.

In the second case, where the cyst was 2 mm. ({5 in.) long and
1 mm. (3%) in. wide, it was also in connection with the surface, and
had been formed by an inversion or growing-together of two prom-
inences (fig. 12, a, b, ¢).

Both cysts were excised by the scissors without causing any
deep lesion of the hymen. Now that these affections have once
been brought to notice, they will probably be found more fre-
quently.

D. VaAcINISMUS.

The diseased condition which has received this designation is
doubtless the result of structural changes in the hymen. The
name was given the affection by Marion Sims who first observed
it in 1857 and 1859, and who in December, 1861, wrote a paper
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upon the subject for the Obstetrical Society of London.* The
name is derived by analogy from blepharismus or blepharospas-
mus, and denotes painful spasmodic contractions of the vaginal
orifice.t Other authors, e.g., Molénes and Catrin, have applied
the term vulvismus to the same condition, a name which is by no
means appropriate since touching different parts of the vulva
causes neither pain nor spasm.

The anatomical changes usually observed in this disease are,
redness, erosions, swelling of the follicles, increased secretion, and
in many cases closely aggregated papillary excrescences at the
navicular fossa, the latter said to be characteristic.] Fritsch
describes as vaginismus a case of fissure beneath the clitoris, and
another of urethral caruncle, diseases which obviously do not
belong here, for then all cases of vulvitis, syphilis, or lupus might
be included in this category, as Matthews Duncan, who considered
under this head a case of recurrent vaginal ulecer, really has done.§
We understand the affection as described by Sims to be of the
hymen itself or of its remains, contact with which, or even the
thought of contact, being sufficient to cause such violent con-
tractions of the muscles of the pelvie floor, that a digital ex-
amination of these patients without ansesthesia is absolutely
impossible. Sims describes the seat and the character of the pain
very accurately, and locates it in the base of the hymen, or at the
upper margin nearest the urethral commissure. He also empha-
sizes the fact that the most characteristic cases which he saw, were
not, associated with inflammation, though he also met with cases
where some redness of the commissure was present. Usually the
hymen felt thick and large, and the free edge was as resistant to
the examining finger as if a cord or wire were passed through it.
He further says that Prof. Alonzo Clark had never found any
enlarged nerve fibres in making microscopical examinations, and
that it had always appeared to him, Sims, as though the disease
were of nervous origin. I have treated about 45 patients for

e e ———— —

* Obstet. Transac., 1862, vols. ii. and iii., p. 356.

T Klinik der Geb. Chir. iibers. von Beigel, 1866, p. 247,

i K. Schroeder, Lehrbuch, 1874, p. 489,

# Clinical Lectures on the Diseases of Women, London, 1883, Churchill,
pp. 142-152,
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vaginismus, and in 1878 reported nineteen cases,* stating that I
had usuvally been unable to find a trace of inflammation in the
hymen, at most only slight redness and papillary exerescences,
and these not constant. I was obliged to admit that we were
entirely ignorant of the anatomical changes causing the hyper-
ssthesia.  Birch-Hirschfeld likewise failed to demonstrate the
presence of any abnormal elements in cases where the pain and
muscular spasm were excessive. More recently, however, I have
seen cases in which there were important structural alteratmns
to some of which I will briefly refer.

Casg I. The extirpated hymen showed thickening and increase
in the number and size of the papills, which were covered with a
very thick layer of pavement epithelium,

Case II. Here there was perceptible thickening of the epi-
thelial stratum, partly in the form of small papillary proliferation
with rather deep depressions. The epithelium was of the char-
acteristic pavement variety. The connective tissue was much
increased and contained remarkably thick-walled vessels. All
these changes considered together might be termed an hyper-
trophic fibro-papillary proliferation.

Case III. This also showed much thickening of the stroma,
which consisted of firm, fibrillated connective tissue with a few
round and spindle-shaped or fusiform cells. The surface was cov-
ered with a massive layer of large pavement epithelial cells contain-
ing nuclei ; this layer also sent cone-shaped prolongations into the
stroma, and was arranged on the surface in shaggy prominences
containing but little fibrillated stroma. The changes here were
therefore fibrous hypertrophy of the stroma with papillary pro-
liferation of the epithelial surface.

This microscopical condition is similar to that found in a hy-
men which I excised for vaginismus, and which is represented in
plate vii., fiz. 4; in this preparation one could see with the
naked eye the rough, warty surface, particularly on the upper
part near the urethra.

If still more proof were needed that the diseased condition of
the hymen itself is the cause of these characteristic symptoms, it
wnuld be [urmthcd by the facl‘- that in tha great majority of the

¥ ﬂtlas i, 15.
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cases all the symptoms which so tortured the patient, permanently
disappear when the hymen is completely removed. The newly-
married oftenest suffer from this affection. Coition is rendered
impossible, each repetition of the attempt being more painful
than the preceding one. Hence great anxiety, violent excite-
ment, and mental disturbance on the part of the wife, with in-
creasing vexation on that of the husband at the persistence of the
obstruction. He who loving his wife has regard for her sufferings,
waits patiently, repeats the attempt at longer or shorter intervals
but always with the same result, and so years may pass until the
wife becomes nervous, melancholy and emaciated, or the husband

Fia. 13.

Fibro-papillary Hypertrophy of the hymen in vaginismmua.

eventually insists upon his rights or threatens separation, when
the case is finally brought to the notice of the physician. The
history is here of great significance and can scarcely leave us in
doubt. If we now attempt an examination, the most violent ex-
citement results, the patient throwing herself off the examining
table, screaming loudly and resisting every attempt at instru-
mental or digital examination on account of the pain it causes
her ; or, at most, she permits the physician to separate the vulva
and make simply an ocular examination, since this produces
no suffering. Upon inspection, we see at once that the hymen
is intact and the orifice in most cases closed by the approxima-
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tion of its edges; if we now undertake to separate them, the
patient starts back as though struck by ligchtning, and further
examination becomes impossible. If an anmsthetic be adminis-
tered and, after the patient is completely under its influence, we
expose the hymen and take up its free edge with a tenaculum, we
may still observe evidences of pain on her part notwithstanding
the anmsthesia, an experiment which has been demonstrated by
my assistants in all cases that have been under my care. There
is nothing to be seen upon the hymen itself, if we except a few
warty exerescences.

Indeed, there may be cases of injury or wounding of the in-
troitus—fissures and lupus of the vulva have been previously men-
tioned—which may make exploration painful or impossible.
Again, there may be angiomata of the urethra, which are so exces-
sively painful that every movement causes the greatest anxiety,and
the patients remain virgins though married for years. Further-
more, there are cases of general or unilateral spasm of the pelvie
muscles in recurring vaginal ulcers (aphthee, Matthews Duncan’s
case), or in prolapsed neuralgic ovary (Bozeman’s case), which
will be referred to hereafter. During the examination of these
patients we can pass the finger in all parts of the vagina with-
out causing pain or muscular spasm, as long as we avoid touching
the diseased portion. I do not accept the statement that touching
fissures or urethral angiomata will constantly produce spasmodic
contractions of the muscles of the pelvic floor.

Why should we classify under one name and according to one
symptom, which is even by no means common to all, so many
wholly distinet affections which we can differentiate anatomically
and microscopically, and for many of which we have far better
names, e.g., angioma, lupus, and odphoritis, names which at
once indicate the seat and nature of the disease? Whenever we
have classified a number of affections of the hymen from the
experience acquired in many cases, it will be proper to use an
anatomical name for this disease instead of its symptomatic
one, but the time for such a change has not yet come.

The Atiology of the structural anomalies of the hymen is quite
obscure. We only know that attempts at cohabitation gradually
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produce this condition. I have repeatedly found it in women
whose husbands were impotent.

I could see no reason for attaching any significance to the tem-
perament or age of the patient. I met with vaginismus in the
young, the old, and the middle aged. Neither was it associated
with other diseases of the sexual apparatus, nor with neuralgia of
other organs. Individual authors, Daude and Chéron, have re-
cently endeavored to establish a connection between vaginismus,
that is, spasm of the pelvie museles, and disease of the spinal cord.
In such cases as the one reported by Sims*—and two similar
ones occurred in my own practice—where the painful contraction
in coition persisted after complete extirpation of the hymen and
even after repeated labors, and where, as in his patient, co-
habitation was possible only during ether narcosis, we may be
compelled to consider the probability of such connection between
these affections. Moreover, a case reported by Roth, proves that
pregnancy may occur in spite of vaginismus and an intact hymen.
But in my two cases there was no other symptom which could
indicate a spinal or cerebral affection, though the patients were
under my observation for years after the operation, and one of
them gave birth to three children. This question, therefore, calls
for more complete investigation.

Treatment.—Radical cure in a short time can only be ex-
peeted from a total extirpation of the hymen. Incisions into the
hymen are of no avail, and the same must be said of all narcotic
agents internally or externally. I have seen no results from in-
ternal remedies alone lately recommended by Girerd, and I would
advise Decraud, who administers gold internally and externally,
* to feed his patients with gold in the form of champagne and
oysters, for in this way they at least escape the metallic taste.
Most patients, especially those who suffer much, soon consent to
an operation, but in one case I was obliged to threaten the patient
—in her husband’s name—with a separation before she would con-
sent to an examination and operation. In addition to emptying
the bladder and rectum, no special preparation for the operation
is necessary. The patient should be placed in the dorsal position,

—— e T e e e = — ——————— —

* L.c., p. 259.
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chloroformed, and the operation delayed until the hymen ceases
to be sensitive. When the patient no longer shrinks on taking
up the hymen with a tenaculum, its base should be transfixed
just above the navicular fossa by a small bistoury, and the in-
cision carried entirely around, thus removing the hymen with its
border intact. If the upper portions are continuous with the
urethra, they must also be excised, for, as Sims has shown, they
are sufficient alone to cause a complete recurrence of the symp-
toms. Therefore, under some circumstances, it may be necessary
to excise the entire urethral orifice, as I have done following the
example of Sims, so that the portion of tissue removed will show
two openings, one for the hymen, and the other the urethral orifice.
As a rule, the hemorrhage is considerable, particularly from the
depression between the urethra and the lateral wall of the vagina;
but it is for the most part venous and can be controlled by pres-
sure. If arteries have been cut and bleed much, they should be
ligated. Marion Sims used after the operation, to check the
venous hemorrhage, an instrument similar to a bath speculum,
and which has, on the upper convexity, a gutter for the urethra.
It is made of glass, and is introduced immediately after the
wound has been washed with two to three per cent. carbolized
solution and blood clots removed from the vagina. It may be
prevented from slipping out by fastening it to the thigh by a strip
of adhesive plaster. The instrument may remain in position six
to eight days, until the patient has no more burning pain or
until it falls out during defecation. Once in my experience an
excessive arterial hemorrhage which forced me to tampon the
vagina, occurred while the instrument was still in position.
Recently I have not used it so much because I found that the
secretions that collected around it had a bad odor; also, be-
cause pressure for the purpose of checking the hemorrhage can be
just as well made by a tampon of salicylated cotton without
exposing the wound to friction ; but particularly because I do not
consider the pressure high up in the vagina necessary unless the
affection be chronie, In the last three or four cases I have suc-
ceeded just as well by placing in the circular wound a tampon
of cotton as large as a walnut. After the wound has healed, if
the patient still be anxious and sensitive, she should be given a
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Sims dilator and taught how to use it, that she may methodically
dilate the orifice until she has the courage tosubmit to sexual
intercourse which will usually soon result in pregnancy. Finally,
I wish to state that I have had no success whatever with cauter-
ization, sitz-baths, narcotic ointments, or with suppositories, which
it is utterly impossible to introduce into the vagina; also that
other mechanical contrivances orsurgical means,e. g., gradual or
rapid dilatation, incision of the vaginal mucous membrane, of
the hymen and of the constrictor cunni, are not to be compared
in utility with the complete extirpation of the hymen. We can,
therefore, easily dispense with a new hymen dilator such as Henry
Cotagne bad constructed by Matthieu fils in Paris and presented
before the Society of Medical Sciences of Lyons.

But what a terrible revelation it is for these poor patients when
the husband is found to be impotent! The operation has been
successful, the pain removed, and the finger or speculum may be
introduced without inconvenince, but the conviction that the ful-
filment of the marriage relation and pregnancy are entirely out
of the question saddens the life of many a poor wife. It would,
therefore, be well before this operation is undertaken, to examine
into the sexual condition of the husband, that the prognosis in
regard to cohabitation may be made,

If the margins of the hymen grow together, causing thereby
complete occlusion of the vaginal orifice, the condition is known as

E. IMmPERFORATE HyMEN, ATRESIA OF THE HYMEN,

Atresia of the hymen, or, more correctly speaking, congluti-
natio hymenis, may be congenital or acquired. I once operated
on a virgin twenty years old whose menses had, according to her
mother’s account, been present, but then ceased. I found the
edges of the hymen firmly united. In this affection there is
no outlet for the secretions of the genital canal, and they are
therefore retained. But the entrance of air, or any other ex-
ternal souree of irritation, is also impossible, so that hypersecre-
tion resulting in hydrocolpos or hydrometra during childhood
is of rare occurrence. Heilbut saw atresia of the hymen in a
child of three years, which a year later had spontaneously dis-
appeared. Godefroy found in a child of two months a fluctuating

9
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tumor completely closing the vaginal orifice, which increased on
urination and defecation, protruding from the external genitals;
when incised, a thick, tenacious albuminous fluid was evacuated
which proved to be mucus from the uterus. The hymen was
very firm and vascular, was 2 mm. (% in.) thick, and bled slightly
when incised.*®

Most of these congenital atresize occasion no inconvenience
before the time when menstruation should occur. Then in place
of the menstrual flow, pain is manifested, and the patient becomes
conscious of a tumor both externally and in her abdomen ; the
tumor increases in size from month to month, and compels her to
seek professional advice. This tumor usually appears above the
symphysis, and is caused by the menstrual fluid retained at the
vulva.

Closure of the introitus may be recognized as atresia of the
hymen by the fact that the ring or border of the hymen is want-
ing ; the membrane is smooth like a mucous membrane, and is
very elastic but shows no cicatrices ; the vulva and perineal re-
gion are pressed outward so as to be convex, and look not unlike
a dark amniotic sac, a condition which ean scarcely occur in the
deep, firmer vaginal atresize. Moreover, the membrane is con-
tinuous posteriorly with the labia and perineum, its upper border
being formed by the urethra.

In such cases the hymen has been found unusually thick and
flesh-like; in Schaible’s description it was deseribed as com-
pletely hardened or cartilaginoust from which it will be seen
that, notwithstanding the great degree of distension, bursting and
spontaneous evacuation of the contained blood is exeeptional.
This may, however, be due to the fact that the pain occasioned
by tumors of this kind compels the patient to consult a physician
as soon as the growth is noticed.

The length of time which the hymen withstands the pressure
it is subjected to is shown by the case cited above, where the
obstruction had existed eighteen months, and by Zancini’s case
where, in a young woman of twenty years, the hymen ruptured
after seven years of menstrual retention. Dohrn believes that

* Gaz. des Hop., 1856, No. 142,
T Beigel, ii., 536,
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atresia of the hymen occurs much less frequently than is generally
supposed, since the membrane of the vestibule which helps to
form the lower lamella of the hymen is but little disposed to
anomalies of this kind. This would be the coneclusion drawn
from the infrequency of closure of the rima of the vulva. The
decision of the question depends largely upon the condition of the
membrane some time after the rupture. If the edges are thick-
ened to any great degree after the discharge of the menstrual
fluid, hymeneal atresia may be excluded. But Reimann’s case, in
which he diagnosticated hymeneal atresia from the fact that the
edges of the membrane were directly continuous with the nymphz,
shows that there may be exceptions; this case was also remark-
able in that the edges of the incision had adhered after three
days, and the uterus was again distended to the size of one
in the eighth month of gestation. The excised piece of mem-
brane, which was removed at a subsequent operation, consisted
of a firm, fibrous internal membrane, and a reticulated layer of
connective tissue externally. It was much firmer and thicker than
the ordinary hymen. Breisky found, after an incision for atresia
of the hymen, the edges of the incision more than five millim. (5%
in.) thick, and the walls of the vagina eccentrically hypertrophied.
He also emphasizes the fact that the atresiz seated higher up in
the vagina, from their firm connective tissue texture, exert such a
pressure and offer such a resistance that the lower uterine segment
is not distended but rather narrowed.

The consequence of this collection of menstrual fluid is, de-
pending upon the quantity of blood, distension of the vagina,
which invariably causes hypertrophy of the vaginal walls, so
that they may measure six to ten millim. (% to % in.) in thick-
ness. This is generally caused by an increase in the volume of
the muscular layers, which is also associated with an increase in
the contractility of the vaginal walls, 7. ., an eccentric hyper-
trophy. Further up, the cervix and cavity of the uterus, and
finally one or both of the tubes, will be dilated, all these organs
appearing to be lengthened, and their walls thickened.

In hematocolpos the blood is always mixed with vaginal epithe-
lium, usually thickened to a tarry consistence so that in Reimann’s
case it passed out the incision in a eylindrical or spiral form.
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The consequences to the uterus and tubes will be considered here-
after,

The symptoms caused by the growing tumor are known as
menstrual molimina. They are pain, tension, feeling of weight
in the genitals, abdomen and sacrum; the greater the distension
the more intense the bearing-down and labor-like pains; these
are associated with headache, sleeplessness, fever, emaciation,
dysuria, constipation, and sometimes retention of urine, until
the source of trouble is recognized and treated, or the spon-
taneous rupture of the hymen furnishes an outlet for the men-
strual fluid. As much as ten litres (10.5 quarts) of blood have
been evacuated either by incision or spontaneous rupture.® It
is obvious that from the pressure of such large quantities pain
and swelling of the lower extremities, eramps in the calves of
the legs, cedema, inability to move, etc., may be caused. Neither
is the danger past with the evacuation of the retained fluids, for
a fatal issue may result from septiczemia, rupture of the tube, or
from peritonitis.

Diagnosis.—Delayed menstruation, the presence of a tumor
in the genital organs having a covering like mucous membrane
which is directly continuous with the nymphe, ought to make
this condition easily recognized and error impossible. But unfor-
tunately girls are treated for amenorrheea with preparations
of iron instead of the real cause being determined by an exami-
nation. In the first place, atresia of the hymen is confounded
with vaginal adhesions, ete. ; the differential diagnosis of these
affections has already been mentioned. That a tumor of this
kind should have been mistaken for the pregnant uterus (Heister,
Parsons, Denman, McCauley), or by a medical consultation for
an extra-uterine pregnancy (Naegele), can be understood only on
the supposition that an internal examination was neglected. It
has also been taken for a prolapsed uterus, polypi of the uterus
and neoplasms of the vagina. It is quite evident that if this tu-
mor be mistaken for a prolapsed uterus and attempts made at
reposition, the consequences may be very serious.

In relation to pregnancy it is certainly worthy of mention

* Roze, p. 44, Naegele,
1 Siebold’s Journal, iv., p. 400 and 474.
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that this affection has repeatedly been discovered in married
women who considered themselves pregnant, and in whom years
of cohabitation had so distended the meatus urinarius that the
finger could easily be introduced into it (Reimann, Bruzelius).

A cure is nearly always certain if the diagnosis be made at the
right time and prudent operative measures employed. If the
tumor be not too large and no distended tube can be felt at the
side of the uterus, the method proposed by Celsus may be adopted,
viz.: a crucial incision at the thinnest part of the hymen, cut-
ting off the ends of the flaps in order that the contents may
have free exit, and new adhesions be prevented. The patient
should be placed in such a posture at the evacuation, that air
will not enter the vagina and cause decomposition of the blood
coagula remaining in the uterus. For the same reason it is
not advisable to make digital examinations, or to introduce the
sound or speculum after the incision has been made. Breisky
has shown how very dangerous this may be. Emmet advises a
thorough irrigation after the evacuation, and repeating it every
day.

If a dilated tube can be palpated by the side of the uterus,
there is great danger of its rupture, and in all such cases it be-
comes necessary to very gradually evacuate by the trocar, or by
small incisions with the bistoury, all pressure upon the abdomen
being carefully avoided. In former times important organs were
injured in the operation for atresia of the hymen, and it is neces-
sary to mention this fact in order that proper precautions may
always be taken, e.g., the bladder must be emptied with the
catheter and its position clearly made out. Roonhuysen, it
appears, injured the urethra in one of the operations described
by him. Lesions of the bladder or rectum are more frequent in
extensive vaginal atresize.

In children it may be possible to rupture the hymen with the
finger, as Baker Brown recommended, otherwise it must be incised
and the ends of the flaps cut off. It is never necessary to entirely
remove the hymen, either in children or in adults.

Compression of the abdomen by bandages, ete., has been sug-
gested as subsequent treatment, but when the distension has been
slight they can do no good, if great, they may do harm. It is
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well, however, to immobilize the abdomen, and this can be ac-
complished by passing a simple bandage over a layer of cotton.
Regular evacuation of the bladder and rectum should be provided
for, and ice bags may be applied in case of pain. Internally,
quinine and mineral acids ; ergot is to be avoided.

CHAPTER II.
MALFORMATIONS OF THE VAGINA.

Anatomy.—The lower extremities of the two ducts of Miiller
unite to form the vagina. According to Dohrn, this union first
begins a little above their lower orifices between the lower and
middle third of the genital tract; from this starting point the
process extends upwards and downwards, and hence, more slowly
above than below, a single vagina with double uterus is a more
common anomaly than a double vagina and single uterus. In
the human embryo the ducts unite during the last half of the
second month of embryonic life. As a role Miiller’s duets do
not lie exactly by the side of each other, but the left is pushed
somewhat further forward than the right, probably owing to the
presence of the rectum. Dohrn found them almost completely
united in an embryo three centim. (a little more than an inch)
in length, from which it seems probable that the vagina is fully
formed by the nineteenth week of gestation. Geigl found, in a
four and in a six months foetus the vagina closed by round pave-
ment cells to within one millim. (5% in.) of the hymen, its entire
length 4.5 millim. (about } in.), and without a trace of a lumen.

In the feetus and the newly born the vagina occupies a higher
position and is nearer to the anterior pelvic wall than in adults.
In the former, according to Frankenhéiuser, when the bladder and
rectum are empty, the vagina does not lie in the pelvie axis, but
in the soft parts of the pelvic outlet. Its direction is, therefore,
not vertical, but corresponds with that of the diameter of the
pelvic outlet,

The two vaginal walls are of unequal length, the average of the
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anterior wall being 5.0 to 5.7 centimeters (2 to 2.25 in.), while that
of the posterior wall is 7 centimeters (2.7 in.). The mucous mem-
brane of the vaginal walls consists of several layers of epithelium,
the most superficial of which contain large, polygonal, flattened
cells with a central nucleus, the deepest stratum, however, being
formed of cylindrical cells with elongated nuclei.* In the an-
terior and posterior walls are two ridges which pass longitudinally,
and are called the anterior and posterior vaginal columns, and
also numerous transverse ridges and microscopic papille. The
transverse ridges are quite prominent and their free edges are
notched, or warty prolongations may be seen which become less
as the lateral walls are approached. Simple and compound vas-
cular papille abound under the epithelial layer, both upon the
ridges and in the depressions between them. They are from 0.1
to 0.3 of a millimeter in height. Those found on the vault of the
vagina for the most part contain simple capillary loops, while
lower down near the orifice the compound papillze contain anas-
tomosing capillary loops derived from the larger branches of the
submucous tissue. The veins originate in the capillary network
of the centre of the papillz, pass into the submucous tissue, and
developing into a plexus in the columns give their lower portions
the appearance of a cavernous tissne. The veins form meshes
in the longitudinal axis of the submucous tissue, their larger
branches penetrating the muscular layers, and forming about
them the vaginal venous plexus. Into this plexus numerous
large veins from the bulbs of the vestibule and of the vulva
empty, the whole converging to form two large branches which
pass in the posterior wall along with the vaginal arteries.

But little is known of the lymphatics of the vagina. Loewen-
stein has described dilatation of the lymphatic vessels, and Ché-
neviére, when referring to my report of eystic colpohyperplasia,
expressed the opinion that there were lymph spaces in the vaginal
mucous membrane concerning which very little was known.t
Again, Spiegelberg asserts that the cysts alluded to are really
dilated lymphatics, and Klebs comes to the same conclusion
after an examination of their endothelial lining.

* Von Preuschen, Virchow’s Archiv, Bd. 70.
T Archiv, xi,, 356.
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Still more controversy has arisen concerning the existence of
glands in the vaginal mucous membrane. A number of investi-
gators, e.g., Robin, Tyler Smith, Mandl, Rokitansky, Langer,*
Klebs, and others, could find no trace of glands. On the other
hand, Preuschen has deseribed vaginal glands containing ciliated
epithelium in their cavities, and numerous layers of pavement
epitheliuom in their excretory ducts. Lebedeff also concludes
that there must be glands in the vagina, even though their num-
ber be small, from the occurrence of vaginal cysts lined with
cylindrical epithelium.t But Eppinger believes that the depres-
sions in the vaginal mucous membrane may have their orifices
occluded, and thus be mistaken for glands, and are merely stages
of development of epithelial masses. Loewenstein, Litzmann,
Henle, and Birch-Hirschfeld saw glands with a circular base and
a central depression, sometimes alone, and sometimes arranged in
transverse rows; they were particularly numerous in the vaginal
vault. Hennig found mucous follicles in the upper part of the
vagina in an adult and in an infant.f Ruge denies the exist-
ence of either glands or follicles under normal conditions. The
most recent writer on this subject, Heitzmann,§ considers the
unusual occurrence of glands in that part of the vaginal portion
covered with pavement epithelium, and of simple glands in the
vagina in a normal condition, to be evidences of retrogressive
metamorphosis. Originally the epithelial lining of the whole
genital tract was a single layer of cylindrical cells, throughout
the entire extent of which there were rudimentary glands in the
form of simple inversions decreasing in number from above down-
ward. Heitzmann also thinks the observations of all the authors
quoted above to be correct, since all these gland-like bodies, closed
follicles, depressions, and real glands actually occur. The latter
are most frequently seen in the vaginal vault in young subjects,
where they have the form of simple club-shaped inversions. They
are lined with a single layer of cuboid cells, which sometimes may

* Handbuch, 1873.

T Zeitschrift fiir Gynaecol., Bd. vi1, 1881.

I Archiv, xii., p. 488,

% Spiegelbilder der gesunden und Kranken Vaginal-portion und Vagina,
part i., Vienna, 1883,
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approach the cylindrical form, but which never become ciliated.
At an early stage in the development of the vagina gland-like
bodies may be seen upon its surface ; later on these enlarge and,
at the age of puberty, perhaps some five or ten per cent. of them
have become perfect glands of the simple or compound variety,
which are lined with a single layer of eylindrical epithelinm.

The normal vaginal secretion consists of epithelial cells, mu-
cous corpusecles, débris and rod-shaped bacteria; in catarrhal
conditions, the above components with the addition of the bacte-
rium trichomonas vaginalis. Heitzmann could never find the
parasite, it is true, but different authors, among others Scanzoni,
Kalliker, and myself, have been convinced of its presence in this
secretion. It may be long or cireular in form, has from one to
three feelers or prolongations, and is provided with a rigid, thick,
tail-like appendage. Its movements are at times very active.
Scanzoni first found it in pregnant women ; afterward in more than
one-half of all those who had either a simple or a virulent dis-
charge, but never in the perfectly normal vaginal secretion. The
normal secretion is very slight, serves to keep the surface smooth,
and is either quite clear or somewhat milky in appearance. The
reaction is always more or less acid.

The vaginal nerves are derived from the sympathetic and from
the pudendal plexus. Connected with them are isolated ganglion
cells which in the rabbit and dog pass directly over into a sub-
epithelial network, the fibres of which then form a mesh about
the epithelial cells (Breisky).

While there exists much difference of opinion amongst authors
regarding the character of the vaginal mucous membrane, there
is even more concerning its muscular coats. Henle, Klein and
Frey maintain that the internal layers are longitudinal, the
others being transverse and circular; Luschka, Eppinger, Toldt,
and Breisky found the internal layer to be transverse, the exter-
nal longitudinal, and viee versa, if one of the columns be cut
across, particularly the anterior column. The muscular layers
are intimately connected with the mucous coat.

External to these is a loose, vascular stratum of connective and
adipose tissue.

The connections between the vagina and adjacent organs are
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most intimate in its inferior portions, with the urethra anteriorly
and with the perineum posteriorly. The union is less firm higher
up, as it approaches the bladder, and for some three or four centi-
meters (1.2 to 1.6 in.) above the navicular fossa in the direction of
the rectum, a loose connective tissue being interposed between the
uterus, bladder, and vagina, while the peritoneum passes down the
posterior wall to the level of the external os uteri. Laterally, at
the base of the broad ligaments, the vaginal tissues are also partly
covered by a reflection of the peritoneum. Close beneath the
margin of the latter, the ureter descends by the side of the middle
third of the vagina, and, still lower, the vascular cellular tissue
of the pelvic diaphragm also furnishes some support to the vagina.
If we except the soft parts of the pelvie floor upon which the
vagina lies, and the ligaments which sustain the uterus, we have
this organ held in position by its connection with the urethra,
the bladder, the rectum, the pelvic connective tissue, and the
peritoneum. Its connection with any of these structures is so
limited in extent, that we have an explanation of its remarkable
mobility and distensibility.

Still another structure remains to be mentioned in connection
with the vaginal walls, one which has claimed the attention of
gynecologists only recently, viz., the Wolffian duects, also known
as Gartner’s canals from a Danish author who described them.
These remnants of the bi-sexual structure were first pointed out,
in the year 1681, by Malpighi in the uterus of the cow.* Gartner,
having become acquainted with Malpighi’s discovery, in 1822
gave illustrations and wrote an exact deseription of the canals
which have since borne his name. Kobelt stated in his well-known
work that the exeretory ducts of the Wolffian bodies in the female
underwent a retrograde metamorphosis throughout their entire
length, and that their lower extremities completely disappeared.
Beigel, however, found that a part of the Wolffian bodies and
what appeared to be the well-preserved ductinvariably remained.}
G. Veit discovered a connection between such ducts and some
vaginal cysts. Kolliker confirmed Beigel’s observations, and
Freund stated that there could be found upon the urethral

* Dohrn, Archiv f. Gynaecol., xxi., p. 328,
+ Med. Centralblatt, 1878, No. 27.
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ridge, about three-quarters of a centimeter (5% in.) above the
urethral orifice, a shield-like spot resembling a cicatrix and en-
tirely without folds; this was the orifice of the Wolffian duects,
His view was substantiated by Freund’s case of vaginal eyst in
which a tube lined with eylindrical cells and passing upward at
the side of the vagina was found to open at this point. J. Veit
and M. Graefe also had cases of vaginal cyst—the latter, one with
dermoidal contents and lined with pavement cells—which they
regarded as originating in Gartner’s canals.*

This was the view generally held by the profession when
Kocks made the announcement that in eighty per cent. of all
adult females he had found two little canals, one-half to two
centimeters (1—% in.) long, opening from two small papille situ-
ated before the hymen and just behind the border of the urethral
orifice, or even in the border itself; and these he held to be the
ducts of Gartner, the analogues of the caput gallinaginis of the
male.t Ininfants he found them small and narrow, and believed
that they widened at puberty. In a case of defective vagina he
found the right canal, which has vsually closed, opening into the
vagina. This was first confirmed by Boehm, who at the same
time called attention to the common blennorrheic affections of
these canals, which appeared in virgins and the deflorated as a
peculiar form of urethritis.f Kleinwichter also supported this
view.§ DBut the more recent observations of Dohrn, who is
especially qualified to decide the matter, have led to a different
conclusion.|| He found in the human embryo, at the middle of
pregnancy, that the duet of Gartner terminated in the substance
of the uterus at that point where the internal os would later
appear. From this point the duct passed downward into the
concentric muscular layers of the uterus, remaining, however, on
the outer edge of these layers, and passing below internally and
anteriorly to the vault of the vagina. The lumen was of variable
size, its course very irregular, spiral, or in loops, but always inside

* Zeitschrift f. Gynaecol., 1882, vol. viii.
17 Archiv f. Gynaecol,, vol. xx., p. 487.

i Wien, Archiv f. Gynaecol., xxi., 176.
% Prager med. Wochenschrift, viii., 9, 1883,
II Archiv, xxi., pp. 328-345,
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the uterine tissue and towards the vagina. The wall consisted of
firm fibrous connective tissue lined with an epithelial layer which
was often separated from the membrane beneath it. It passed
thence into the concentric layer which surrounds the roof of the
vagina, being embedded in the anterior wall, more externally
above, more towafd the median line below. The lower the
canal passed, the more its walls united and disappeared, so that
Dohrn was unable to follow it to the urethral orifice in a single
embryo. He also made numerous transverse sections of the
urethra at the spot designated by Freund and Kocks, but was
unable to find the ducts of Gartner. Isolated lumina were to be
found in all sections, but when they were compared with the next
section they proved to be simple inversions of the vagina or
urethra. These are the lacunw recently described by Robert,
Cadiat, and Oberdieck. This disappearance of Gartner’s canals
toward the urethral orifice resulted from distension with stretch-
ing and thinning of the urethro-vaginal septum, which occurred
during the growth of the embryo.

The most recent investigations of Geigel™ agree with the above
to the extent that he was unable to trace the Wolffian duects to
their lower extremities, and that he found the left tube obliterated
to a much greater extent than the right. Geigel found not a
single trace of the Wolffian ducts either in the uterus or its appen-
dages ; moreover, he represents in fig. 4, plate i., the sections of
the two divided Wolffian canals in the region of the urethra, not
anterior to, but laterally and behind the section of the vagina.
In short, it appears from the above that these structures must be
still more thoroughly studied, and that their location is probably
more variable than Dohrn seems to believe.

1. SIMPLE ATRESIA OF THE VAGINA.

Atresia, the complete closure of the vagina, may be congenital
or acquired, simple or complicated. In 300 cases of atresia of
the female genital organs, Puech found this defect to exist in the
vagina 99 times.

* Ueber Variabilitit in der Entwickelung der Geschlechtsorgane beim
Menschen, Wiirzburg, 1883.
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Congenital atresia may be complete, so that in place of the
vagina there will be found only a band of connective tissue formed
by the union of the ducts of Miiller, One such case, associated
with malformation of the labia, has been described by Otto;
others by Maisonneuve and Lachowicz. One portion of the va-
gina may be an open canal, and the remainder obliterated. This
narrowed portion may be directly below the uterus, as in Otto’s
and Kussmaul’s cases, or directly behind the introitus, or at both
vaginal orifice and os uteri, as in cases reported by Fuerst and
the writer. The intermediate impervious portion is firm, thick
and membranous or similar to a hymen—membranous atresia of
the vagina. If the septum be incomplete, we may find perfora-
tions in it ; these may be cribriform openings, or the membrane
may have the form of a ring, a crescent, or a simple band. I
once found a remnant of a septum in the form of a firm band as
thick as the finger, passing diagonally from the vaginal vault to
the introitus, in a woman who had been repeatedly confined.

Since the consequences and symptoms of congenital and ac-
quired atresia are similar, we will deseribe them together. Ae-
quired vaginal atresia may exist in any portion of the vagina, at
times in the form of membranous adhesions, again, as greater or
less deformities or deficient development.® It is not always com-
plete ; there may be small orifices in the membrane through
which a sound may be passed. These openings may be ‘over-
lapped by some part of the cicatricial tissue so that they are very
difficult to find.7 If the atresia be high up in the vagina it may
distort the vaginal portion and os uteri in such a way that these
may not be recognized. Since, however, the smallest openings
suffice for conception, this condition is not infrequently met with
during gestation.

Symptoms.—Congenital atresia extending the entire length
of the vagina is generally associated with an undeveloped uterus,
so that there is no accumulation of obstructed secretions in these
Cases.

In partial atresize which are usually situated in the lower third

* Atlas, plates xxix. and xxx., figs. 1 and 2.
t Marion Sims, Clinic. Uterine Surgery, ete., p. 263.
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of the vagina, such an accumulation is probable. Breisky reports
two cases where, in new-born children, a very thin membranous
septum extended across the vagina just behind a well-formed
hymen ; this membrane was colorless and transparent, and was
arched forward and distended whenever the child cried. In one
case the tumor was as large as a cherry, and on the third day a
quantity of thick mucus clouded with large masses of vaginal
epithelium was evacuated from it. The character of the mem-
brane, its ephemeral existence, and complete disappearance after
rupture from the abdominal pressure, indicate that such cases are
examples of a simple adhesion of folds of the mucous membrane
behind the hymen. Breisky observed a firm septum posterior to
the hymen in a virgin fifty-four years old, under treatment for
sarcoma of the uterus, and expresses the opinion that some cases
of so-called double hymen are of this character.

Fischel has very recently described an extensive vaginal atresia
in a married lady, twenty-seven years old, associated with good
development of the genital canal, but with no hematometra.
Both she and her husband had noticed an obstruction to cohabi-
tation ; they had been married more than five years. The ure-
thral orifice was distended and funnel-shaped, the posterior por-
tion of the hymen was wanting, and for some time she had been
subject to nervous headache, formication in the hands, and an
annoying sense of weakness.®

The symptoms of vaginal atresia are usually developed about the
time of puberty, their intensity depending upon the general con-
dition of the individual. Ifthe patient be weak and chlorotic there
will be simply an accumulation of mucus, since, on account of the
amenorrheea, no blood is thrown out from the uterine mucous
membrane ; if, however, the person be strong and vigorous, so
much blood accumulates in a few months that the vagina will
become distended and lengthened, lifting the bladder and rectum
either out of position or compressing them. In a case reported
by Ponfick where the vagina was closed near the vulva, and con-
tained over a quart of blood, only the upper part and the cervix
were distended.f The development of an eccentric hypertrophy

% Prager med. Wochenschrift, 1883, No. 12.
t Beitriige der Ges. f. Gebh., Berlin, 1873, i1., p. 97.
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of the vaginal walls under such circumstances has already been
mentioned. Internally, the surface is not always smooth, but
may continue to show folds in spite of the very considerable dis-
tension. Ifthe accumulation does not cease, the atresia being thin
and membranous, a spontaneous rupture may occur, not inva-
riably externally through the obstruction but also through the
rectum, thus leaving the atresia intact.*

The changes produced in the uterus and tubes, the character
of the blood, its source and quantity, will be discussed in connec-
tion with atresia of the uterus.

There is, finally, a class of cases in which there is only a shal-
low depression or pocket under the urethral orifice and within the
vulva ; this is usnally associated with a solid uterus, and conse-
quently there is neither hematocolpos nor hematometra. I have
treated five cases of this kind. The symptoms here depend upon
the relative growth of the ovaries and Fallopian tubes, and may
be very severe if these are well developed, causing the patients to
seek relief in an operation; or, if poorly developed or wanting,
the individual is annoyed simply by the absence of menstruation,
or if married, by sterility. Occasionally patients suffer from dys-
uria caused by the dilatation of the urethra in coitus. This dila-
tation, which thus plays the part of the vagina, may be so great
that, though not associated with incontinence of urine, two fingers
may be readily introduced, as in Siixinger’s case. I have repeatedly
examined two such patients.

Diagnosis.—Assoon as dysuria appears in children, whenever
they ery during and after urination, or press violently in order
to evacuate the bladder, the external genitals should be examined,
the nymphee drawn apart, and the stream of urine and its direc-
tion observed, the orifice of the urethra being separated from the
border of the hymen by introducing the point of a sound. The
hymen is then examined with the sound, the latter being intro-
duced into the vagina to detect any obstruction. In atresia of
the lower portions, the seat of the obstruction and its bulging
forward from retained secretion, may be found without difficulty.
If the sound detect an obstruction higher up in the vagina, the

E—

* Schaible.
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finger must be introduced into the rectum to determine whether
there be any tumor in the pelvis. In examining adults, atten-
tion should be paid to the characteristic symptoms ; as to whether
they ocecur every four weeks with increasing severity, and as to
~ whether menstruation has ever occurred. The detection of a
tumor the presence of which is recognized by the patient herself,
is very easy, and if the finger be introduced into the vagina,
the septum may also be felt. The questions to be decided
are, as to the situation of the septum, and its dimensions. For
this purpose a catheter should be introduced into the bladder,
its contents evacuated, and the instrument left in position ; the
index finger of the right hand is then introduced into the rectum,
and, the catheter being held with the left hand, the whole sep-
tum between the bladder and rectum is earefully examined. Ifthe
atresia be far up in the vagina, one finger should be placed in
the latter and against the membrane, the other in the rectum,
when, by exerting moderate pressure upon the tumor, the thick-
ness of the septum may be ascertained. But there are cases of
several atresim, one above the other, in which, behind the lower
septum, there will be an accumulation of mucus, and behind the
upper one, of blood, i.e., hematocolpos and hematometra. Such
cases have been described by Steiner, Charrier, and Thompson.
In acquired atresia, the history of the case will reveal a trauma
or inflammatory process occurring during the puerperal state, or
at some other time, and cicatrices resulting therefrom will usually
be found. In rare cases ulcerative or inflammatory processes
may occur in these parts even in feetal life.

Atresia will be differentiated from stenoses of a serious nature
by the passage of mucus or blood through the latter from time to
time, but the openings may nevertheless be very difficult to find.

2. LATERAL ATRESIA OF THE VAGINA.

When the original septum of the vagina, which disappears from
above downward, remains, and is associated with a complete sep-
tum in the uterus, we not infrequently find one or the other half
of the uterus and vagina closed, thus furnishing the conditions
necessary for the formation of a retention tumor, hydro- or hema-
tocolpos, and hydro- or hematometra. This tumor is lateral.
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The condition was first deseribed by Holst,® later by Veit, Simon,
Schroeder, and many others. The occlusion is usually of one
half of the vagina. In 46 cases noted in recent literature, 35
were of this character, the half of the uterus being occluded in
11 cases only.

Atresia of both sides is very rare. Breisky gives Neudirfer’s
case as an example where an original bilateral atresia was re-
lieved by spontaneous rupture, first of the left side, and then of
the right into the left through the uterine septum. According to
Pueeh’s observations unilateral atresia is much more frequent
upon the right side (20 to 8); my experience confirms Puech’s
statement. In the majority of cases the physician is consulted on
account of severe pain and other symptoms associated with each
menstrual period; upon examination an elastic tumor is found
upon one side of the vagina. These tumors vary in size and form
(see Hematometra), and have opening into them the os uteri, which
is displaced upward from the vaginal vault. If the menses occur
unusually late, and are scanty, the symptoms may be very slowly
developed, so that years may elapse (in Holst’s case, 10 years)
before a physician is consulted. The prominent symptoms are
catarrh of the unobstructed half of the uterus and vagina,
dysuria, increasing feeling of weight in the pelvis, and at times
during the menstrual period the most violent pain. Schroeder
has shown that this condition is most likely to be confounded
with periuterine hematocele ; but these affections may be easily
differentiated by remembering that the retention tumor is not situ-
ated directly before or behind the uterus, but at its side, and that
it is not of sudden origin, and hard and uneven, but of gradual
growth, and cylindrical and elastic. Moreover, periuterine hem-
atocele is extremely rare,

Spontaneous rupture occurs in about 1 per cent. of cases of
simple vaginal atresia, but in about 10 per cent. of cases of
unilateral atresia; the uterine septum is ruptured quite as often as
the vaginal. The first mode of perforation, as Breisky has shown,
does not usually result in immediate cure, but is followed by a
lateral pyocolpos and pyometra caused by retention of the

* Beitriige z. Gyn. u. Gebh,, i., Tiibingen, 1865, p. G5.
10
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fluids in the vaginal cul-de-sac, and purulent catarrh of the
dilated portions of the wagina and uterus, which in turn leads
to increased dilatation. This process finally causes another per-
foration through a thinned portion of the uterine wall, and the
same changes are repeated. The pus becomes putrid, ulceration
of the inner surfaces of the uterus and Fallopian tubes follows,
and death resulting from pelvic peritonitis and exhaustion.®

Lateral pyocolpos may also follow incision of the vaginal sae,
provided the opening be too small, e. g., Braus’s case.t In one
case reported by Breisky himself, the left-sided lateral pyocolpos,
from a congenital rudimentary vagina, had not been preceded by
a hematometra.]

According to Veit, the unobstructed portion of the vagina in
unilateral atresia may be recognized by its position with regard
to the tumor, and by a crescent-shaped orifice, with its concavity
towards the closed side. In my cases, this was not particularly
characteristic. The walls of the sac are subject to variations in
tension, partly from a decrease of the contained fluid by absorp-
tion during the intermenstrual intervals, and partly resulting
from contractions of the walls.

If any doubt exist as to the dimensions or origin of the tumor
after it has been incised or punctured, these questions may be
decided by a microscopical examination of the material obtained
by scraping out the sac with a spoon. In lateral pyocolpos
pressure upon the tumor will evacuate more or less putrid pus -
through the os uteri and vagina.,

Finally, other tumors originating in the uterus or ovaries, e.g.,
myomata (Breisky’s case), or a cystoma or sarcoma may be mis-
taken for lateral vaginal atresia and hemato- or hydrocolpos.
An exploratory puncture or incision will determine the diagno-
sis in such cases.

T'he prognosis is good, as long as the accumulation of the secre-
tion is confined to the uterus and vagina. Unfortunately, such
cases are rare, for usually the distension extends to the tubes,
and all these are dangemus, since rupture of the tubes is very liable

* See cases by erm_-,, Rukn-msky, and Breisky, 1. e., p. 32.

+ Berliner kl. Wochenschrift, Nos. 10 and 11.
T Archiv f. Gynaecol , Bd. vi., pp. 89-102.
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to follow the most careful evacuation of the hematometra (e.g.,
Ponfick’s and others).

Rupture is most frequent in unilateral hematocolpos, as has
been proven by Puech. My own case unfortunately resulted
fatally from this accident.

It is, in a great measure, due to the fact that in such cases the
affection is far advanced before a physician is consulted.

Treatment.—After a vaginal atresia has been recognized,
the first question in regard to the treatment is, as to whether
there is a retention of secretions or not. If there is not, but if
the atresia is associated with a normal uterus as ascertained by
examination per rectum, its incision is indicated when the symp-
toms render the patient uncomfortable, even though no retention
tumor be yet developed. Fischel has considered this condition
in detail. Aecting in harmony with this view, I once incised an
acquired atresia of the middle portion of the vagina, originating
after the puerperal period. Upon puncture of the septum, at
first only a tablespoonful of thick mucus was evacuated. The
incision was followed by dilatation with gentian root of the con-
stricted canal, with a favorable result. In 1882, I performed a
similar operation, with good results, upon a woman who had had
one child, had previously menstruated normally, but later, proba-
bly in consequence of an infectious colpitis, suffered from an ex-
tensive atresia of the upper part of the vagina, not attended,
however, by any considerable hematocolpos, though the atresia
had existed for several months.

But if neither the uterus nor ovaries can be reached through
the wvagina, the formation of an artificial canal will be of no
benefit, since it cannot be kept open, and will not lead to any
evacuation.

Two patients of this kind whom I treated in Rostock, had
Basedow’s disease, in addition to the atresia ; in these cases, since
the patients suffered much, I took great pains to establish and
keep open an artificial canal to the uterus, thinking that per-
haps there might be a cavity and some retained blood in this
organ, which was very small and hard, but the attempt failed.
If there be an atresia, with accumulation of secretions, these
must be thoroughly evacuated, and the canal kept open, so that
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not only the menstrual fluids may be dlscharged but that con-
ception and labor may oceur.

The operative measures necessary to accomplish this are, in
many respects, dangerous, directly from the possibility of injuring
adjacent organs, indirectly from the probability of causing rup-
ture of the tubes and septic infection.

Even experienced operators have injured the bladder, rectum,
or peritoneum in cases where the atresia was extensive, and the
septum between the bladder and rectum very thin; he who has
operated upon such cases knows how thin this septum, throngh
which a canal must be formed, may be.

In such a case, I adopted the following method : I intro-
duced a catheter, and evacuated the bladder; then passed the
right index finger into the rectum, and around the tumor; a
trocar, held in the left hand, was forced through the septum
lying between the catheter and the finger. After some blood had
flowed through the canula, a bistoury was passed by its side, the
opening enlarged to the right and left, and the cavity evacuated
as thoroughly as possible. In this case, hematocolpos and hema-
tometra alone existed, and the large opening and rapid evacua-
tion were attended with no danger,

If in addition to the uterus the tube be distended, the blood
must be slowly evacuated, lest a too rapid discharge canse drag-
ging upon and rupture of the tube, which is usually adherent to
the adjacent tissues. :

All pressure upon the abdominal walls is to be avoided, and
the anwesthetic administered when the stomach and rectum are
empty, to guard against vomiting and straining. The entrance
of air into the genital tract and septic infection are to be pre-
vented by attention to the position of the patient, avoiding the
- high dorso-coceygeal, knee-elbow, and lateral posture,and making
the ineision under spray with thoroughly disinfected instruments.
The parts should not be examined with the finger or sound for
several days after the operation.

Seanzoni and Baker Brown advised puncture of the hemato-
colpos through the rectum to avoid the above mentioned source of
infection, but in addition to the tendency of such a small opening
to unite and produce the former condition, there is always danger
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that gases will find entrance from the rectum into the retention
sac and cause decomposition of its contents.

G. Simon, therefore, recommended incision of the tumor through
the bladder, thus producing a condition similar to that in the
transverse obliteration of the vagina, or where the posterior lip
of the os uteri is used to close a large opening in the wall of the
bladder, but it is known that stone, cystitis, and pyelitis, usually
supervene, and the operation, therefore, cannot be recommended.

Moreover, the bladder has been injured with the trocar as in
the case cited by Breisky, where septic phlegmon of the pelvie
_connective tissue followed, and, since the new canal is kept open
with great difficulty after the puncture, Breisky has recently
proposed this method: Following Emmet’s suggestion, he first
makes a passage through the atresia by cutting into the skin
with the scissors; the assistant’s finger is passed into the rectum,
a catheter into the bladder, and the operator’s finger pressed
into the wound tears apart the tissue of the atresia, firm resisting
bands only being divided with the scissors. As soon as the
vicinity of the os uteri is recognized as a circular, yielding point,
a long-handled lance-shaped knife, having the canula of a trocar
fitted to the base of the blade by a spring, is forced through the
external os, pushed forward, and an incision 1 ecentim. (% in.)
long is made on each side, thus making a wound two centim.
(% in.) in width; the blade is then drawn back, the canula pushed
forward into the wound, and over it a branched canula intro-
duced. Now the trocar is withdrawn, the branches of the last
canula spread apart, and a fenestrated double tube of silver 6
or 7 centim. (2.3 to 2.7 in.) long, as thick as a No. 12 catheter,
and perforated at its lower end, is introduced into the newly made
canal. Breisky uses a silver tube 15 centim. (nearly 6 in.) long,
and which fits into one of the perforations in the head of the
double tube, for the purpose of introducing the latter and for
irrigating through it.

After a few days, when the uterus has retracted, the double
tube is changed for one 6 centim. long and not so thick, which
may be worn until after the next menstrual period.

After the first introduction of the canula Breisky uses injec-
tions of carbolized water, places a compress wet with chlorine
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water upon the external genitals, gives 10 drops of wine of
opium internally, applies cold compresses to the abdomen, and
insists upon strict rest, and injections of a tepid carbolic solution
through the canula for the first five days, twice a day, then once
a day. If there be fever, give quinine internally.

If one should find a second septum above the first, as in cases
described by Steiner and others, this must be incised and treated
in the manner just described. The earliest reported case of this
kind is probably that reported by Delpech.*

By this method of treatment dilatation is not made at once, but the
canal is kept open simply by the canula which remains in it; later,
when all danger from the hematometra has passed by, the canal
may be dilated by laminaria, tupelo, etc., from time to time, a
form of dilatation which will be assisted by cohabitation.

OrHER MALFORMATIONS OF THE VAGINA.
(A.) Absence of the Vagina.

Complete absence of the vagina includes those cases where no
band-like atresizz can be found, and where the septum between
the bladder and rectum is so thin that scarcely a layer of con-
nective tissue can be recognized, still less the museular rudiments
of a vagina. This occurs only in connection with a defect of the
vulva or uterus. Such cases have been reported by Dupuytren,
Samter, Ramsbotham, Rossiguol, Ebert, and others. Recent au-
thors have observed the above definition, but since all eases
have not been anatomically examined, the diagnosis of some
remains in doubt. Rossignol found the breasts rudimentary,
form slight, the face infantile, and venereal desire absent. Cun-
ningham confirmed the diagnosis of absence of the vagina by an

autopsy.
(B.) Abnormal Narrowness and Shortness of the Vagina.

Women or girls who have reached the age of puberty may have
an infantile vagina associated either with a fwetal or infantile
uterus. Scanzoni measured some vagine with a diameter of 4

* Mémorial des Hopitaux du Midi et de la Clinique de Montpellier,
Aotit, 1830, ref. in Froriep’s Notizen, Bd. 28, p. 240, October, 1830.
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and 4} lines; in the last case the vagina was so narrow that only
an ordinary hollow sound could be introduced ; the first admitted
a metal catheter. G. Veit reports similar cases. These stenoses
may be partial either in a single part, or more rarely in several,
and of slight extent ; they then appear as crescent-shaped, diago-
nal, or spiral ridges. Most of them probably originate, as do
congenital atresie, in a feetal inflammatory process. They may
also resemble a second hymen, when in the form of a transverse
membrane having several openings and situated just above the
hymen. Murphy saw such an one in a bride. The inflam-
matory origin is probable in such cases as Beigel’s, where in a
married woman of 23 years, with a normal uterus, the vagina
would admit nothing larger than a uterine sound, and its walls
were unusually firm and thick. The patient was sterile; there
was congenital malformation of the pubes, and the vulva was re-
markably small, though the mammary glands were well developed.

Slight stenoses are no impediment to coitus and labor, as a rule
not even requiring incisions ; but coition is impossible in well
marked cases, or if the individual has conceived the progress
of labor is so interfered with that rupture of the vagina may
oceur.

(C.) Double Vagina.

Previous to 1830, Ph. Liepmann found in thirty-two cases of
double uterus and vagina only two cases, reported by Callisen and
Morgagni, in which the vagina alone was double. In such cases
there is persistence of the septum between Miiller’s ducts, the
disappearance of which from above downward is generally com-
plete in the twelfth week of embryonic life. This septum may be
median or lateral, the halves of the vagina being of equal size, or
one narrower than the other.* The cause is to be found in the
abnormal congenital stenosis and small size of one half, and, ac-
cording to G. Veit, in cases of single uterus only that portion
of the vagina is suitable for coition which is not connected with
the vaginal portion. The hymen is also usvally double, and the
columnz rugarum poorly developed.f

* See plate xxv., in the Atlas.
1 Foerster, Missbildungen, plate xx., fig. 11.
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If the septum be complete above or below, we have a vagina
septa supra or infra simplex. The incomplete forms show the sep-
tum in the form of a low ridge. A vaginal portion may exist on
each side. In one case of double vagina and single uterus, re-
ported by Dunglas, the upper end of the septum was attached to
the side of the cervix. In another case, the hymen was single,
the septum beginning one millimeter (3% in.) behind it and ex-
tending the entire length of the vagina. Here the uterine orifice
‘was double, the uterus single, and the halves of the vagina
unequal.®

The septum often is so thin and distensible that one half of the
vagina is dilated at the expense of the other.

(D.)

Finally, it is worthy of remark that there may be inversions
or prolongations of the vaginal mucous membrane which extend
into the muscular layers, or even into the paravaginal connec-
tive tissue. These are partly congenital inversions of one vaginal
wall, or they are cases of unusual widening and lengthening of
the mucous lacuns situated at the sides of the columns of the
vagina. One must be careful not to mistake them for a double
vagina, or for the walls of a rudimentary vagina. They have thin,
smooth walls,and may be several centimeters long, e. g.,in Breisky’s
case, three to four centimeters. Breisky found a narrow passage
of this sort in an elderly maiden lady, which he was obliged to
open on account of symptoms caused by retention of mucus; and
a second similar case in a woman in the last half of pregnancy. 1
have repeatedly seen such pockets, but always in women with
relaxed vulvee, and who had given birth to several children; and
here it seemed to me there must be some connection between the
development of the lacunce, the increased mobility of the vaginal
tissue during pregnancy, its distensibility during labor and subse-
quent involution.

Atiology.—Acquired stenoses generally result from puer-
peral processes, and in particular from ulceration consequent
upon injury received from instruments used during labor. Infec-
tious colpitis and gangrenous or diphtheritic ulceration may be

—

# Corazza, Schmidt’s Jahrbiicher, exlviii., 148,
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causes; also, trauma, e. ¢., a fall upon the corner of a chair or
table, ete.; cicatricial strictures resulting from wearing a pessary
too long, the mucous membrane growing around and over it, as I
have seen in five or six cases ; severe cauterization with the actual
cautery, galvano-cautery, or strong acids may likewise originate
stenoses. Finally, not infrequent causes are cholera,® typhus,
variola, erysipelas, acute exanthematous and particularly syph-
ilitic uleeration, puerperal phlegmon, paracolpitis, and adhesive
colpitis in children and adults. Stenoses from partial or total de-
struction of the external genitals have been observed by Miiller,
Sims, v. Franque, and Holst; usually the upper part of the
middle portion is affected, as in the patients of de la Garde and
Schoen. When occurring high up in the canal the stenosis is
liable to be utero-vaginal. The bands of adhesion which fix the
vagina are the result of ulcerative processes.f Very extensive
alterations of this character may recur during gestation. The
vagina may be occluded by a membrane having in it several
perforations,} or the stenosis may be either single or multiple.§

Congenital stenosis results either from arrested development of
Miiller’s duects, from intrauterine inflammatory processes, or from
the adhesive colpitis of young children, as the latter may run its
course without the appearance of grave symptoms.

The prognosis of congenital and acquired stenoses is better than
that of atresia, because they occasion no accumulation of the secre-
tions, and many of them give way during labor. Van Swieten
reports a case where a girl of sixteen years had such decided
stenosis of the vagina that the handle of a pen could scarcely be
introduced, who nevertheless married and gave birth to four chil-
dren.|| Breisky saw a stenosis which was an obstruction to labor,
but which was overcome by natural forces, and recurred after
labor.y Evory Kennedy in one case dilated a stenosed vagina

* Ebell, Beitriige z. Gebh. und Gynaecol,, i., 2, pp- 51 and 62, 1871-72,
with the literature of the subject added.

+ Fig. 2, plate 8.

1 Jarjavay and Trelat.

9 Netzel's case, Hygiea, April, 1868.

| Breisky, l. c., p. 54.

T L. e, p. 61. E. Martin, Beitriige d. Berliner Gebh., Gesell. i., 3, 62,

11
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with sponge tents to permit coitus, which was followed by normal
pregnancy and labor; in another case, however, a crescentic
membranous stenosis led to fatal rupture of the uterus.* |

Treatment.—A short and narrow vagina should be dilated .
with tents of gentian, laminaria or tupelo. Bands of adhesion
should be incised if they interfere with labor, or, if necessary,
pieces of them may be excised with antiseptic precautions. Septa
should be doubly ligated and divided. Dieffenbach reports the
case of a woman with acquired stenosis of the vagina, resulting
from labor, whose bladder was incised by one physician, the rectum
by the second, and whose vagina he reopened, without, however,
curing the vesico-vaginal fistula. The vagina must be thoroughly
disinfected after any incision, and tampons of antiseptic material
introduced, to be followed by dilating agents also saturated with
such a solution, to prevent reunion of the parts. R. de Latour
cured two cases of vaginal stenoses within eight days by pro-
gressive dilatation of the genital canal, beginning with bougies
2 millimeters (% in.) in diameter.T Sitz-baths, injections, cocoa
butter suppositories, subsequent incision of bands, and the use of
sutures are often just as vecessary to prevent reunion as is the
removal of the cause of the original stenosis.

Still another malformation of the vagina remains to be noticed
in this connection, viz.: abnormal congenital union between the
vagina and a neighboring organ so that the contents of the latter
are evacuated into the vagina.

(E.) Congenital Cloaca of the Vagina.

We have already alluded to the fact that many malformations
of this nature have been incorrectly regarded as anomalies of the
vagina, while really the condition was that of persistence of the
uro-genital sinus. There is, however, a congenital atresic ani
vaginalis, i.e., an occlusion or absence of the external anus, and
an opening above the hymen into the vagina through which the
contents of the recium are evacuated. This condition or anomaly
was first deseribed, in 1719, by Jussieu; then observed by van

* Breisky, l. ¢, pp. 54, 55.
+ Presse Médicale, xxiii, 40, Sept., 1871. Schmidt's Jahrbiicher, 155,
170. See author’s publication in the Deutsch. Klinik, 1867, No. 29.
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Swieten, Mercurialis, Boerhaave, and Morgagni.* The causes
may be classified as foetal inflammatory conditions, abnormal
pressure, and hereditary predisposition, since this anomaly has
been known to occur repeatedly in the same family. It is a
rare affection, for Bednar saw only one case among 7154 girls
in his foundling asylum, Collins one among 16,654 children in
the Dublin lying-in-hospital, Moreau saw it but four times
during 40 years’ experience at the Maternité, and I do not recall
a single case among 12,000 children during my service as di-
rector of the Dresden hospital. If the anus open underneath the
hymen, the condition is known as afresia ani hymenalis or vesti-
bularis or otherwise superior and inferior vaginal atresia.f There
may also be both an opening into the vagina and into the peri-
neum, e. g., cases by Kiwisch and Veit, 1. ., p. 534.

The opening into the vagina may be large or small, round, oval,
or irregular; if it be large, an inversion or prolapse of the rec-
tum into the vagina may occur, as Ammon observed in a girl
seven years old. If it be not too large, it may be provided with
a sphincter and evacuation oceur periodically, i.e., real continentia
alvi. Such cases have been reported by Blot, Roux de Brignoles
and Jobert. Ricord knew a woman of 22 years, married three
years, whose rectum opened into the vagina, but evacuation oc-
curred at such regular intervals that her husband had no idea of
her condition, Under such circumstances, where the patient can
retain the fecal masses and flatus, she suffers but little incon-
venience and may live to old age. Not so, however, when the
opening is large, for the involuntary discharge of feces renders the
condition miserable in the extreme,even though by great attention
to cleanliness the patient may escape serious consequences. But,
since these openings before the hymen and in the vagina are
smaller than normal, and in addition the rectum is drawn forward
or even hent at a right angle, it not infrequently happens that very
considerable fecal retention results, proceeding even to the symp-
toms of obstruction, stercoraceous vomiting, peritonitis and death.

* Krieger, Monatsschrift, xii., p. 134
t Lotze's case: D, i., sistens casum singularem ani praeter naturam collo-
catl et atresise vagine. Jena, 1827, 4. c. tab. ®nea.
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Guillon had a patient aged fifteen years under his charge who
habitually facilitated defecation by pressing upon the perineum.*

The Prognosis in atresic ani vaginalis is, on the whole, good if
the opening be not too high up in the vagina. By an operation
which is attended with comparatively little risk, the condition may
be permanently removed, the evacuations made to occur in the
normal way, and complete continence secured, provided the
anomaly has not existed too long, has caused no disease of the
rectum, and is not associated with other malformations which, in
any case, are dangerous to life.

In the surgical treatment of this affection, it should be the aim
of the operator to restore the organ as nearly as possible to its
normal position. Therefore, it would be highly improper to push
the posterior wall of the rectum downward from the vagina towards
the normal location of the anus and make an incision into it,
as this would leave the vaginal fistula to be closed subsequently ;
the latter would heal with difficulty, the external opening be apt
to remain too small, and the rectum be subjected to too much
tension. |

The perineum must be divided by an incision from before back-
wards and sufficiently long to expose the lower portion, which
must then with a blunt instrument be loosened from its connee-
tions, particularly at the vaginal insertion. The vaginal connee-
tion will then be divided and the end of the intestine sutured into
the middle of the perineal wound, thus providing against a narrow-
ing of the opening ; the vaginal opening is finally closed by sutures
passed from the vagina.

The stitches should remain till they cut through. Easy stools
are secured by administering cathartics or, if need be, by injec-
tions with the irrigator. In eleven cases of alresia ant vaginalis
which were operated upon, according to Curling there was but one
fatal result.

After the rectum has been separated from the vagina, the open-
ing in the latter soon becomes so reduced in size that it may be
closed by cauterization. When there are narrow, fistulous canals

# Thomas. De 'imperforation congénitale de 'anus. Thése de Stras-
bourg, 1864, p. 6. :
1 Esmarch, Billroth, iii., vol. ii. Abth. Fuenfte Lieferung, p. 40.
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in the perineum, they should be opened into the rectum, separated
from the intestine, and the sutures passed backward to the coceyx.

Rhea Barton divided the tissues between the anal orifice and
the perineum, beginning the incision at the former, and then
preserved the opening in the perineum. In this method other
subsequent operations become necessary and the patient is in a
miserable condition until they are performed. It therefore seems
better to finish all at once by an operation which really is not so
complicated as may appear at first glance.

CHAPTER IIIL
DISPLACEMENTS OF THE VAGINA.

OwinG to the great mobility and distensibility of the vagina,
temporary displacement does not disturb its circulation or secre-
tion, nor destroy any of its connections. When, however, a dislo-
cation of a permanent character is produced, disturbances in these
soon become manifest.

One or both walls may be displaced. As a rule, it is the ante-
rior wall which is dislocated and, if we examine carefully into
the relations of the parts, it is observed that a portion of the wall
has descended into the widened lumen—that is to say, it has not
only descended but is also inverted. If the inverted portion pass
through the vulva, the condition is known as “inversion of the
vagina, with prolapse.” In order to understand the method of
its production, the prolapsed portion should be returned and the
patient then told to bear down. It will now be seen that the rima
of the vulva is opened by the descent and advance of the vaginal
tubercle, and that it is gradually followed by more or less of the
anterior vaginal wall. The uterus may remain anteverted but it
usually sinks somewhat lower, and finally in great inversions it
is retroverted and partially prolapsed.

In displacement of the posterior wall, generally the lower or
middle portion, rarely the upper, descends. In inversion of one
wall the corresponding vaginal vault is obliterated.
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Total circular inversion of the vagina usually begins in the
vaginal vault associated with, and caused by prolapse of the
uterus. More rarely it results from the gradual inversion of one
vaginal wall.

When a portion of the vagina has passed through the introitus
and remains exposed to the air and other irritants for any time,
the mucous membrane becomes paler, firmer, and its folds are
effaced ; it appears like cuticle from the transformation of its
epithelium, and both mucous membrane and the tissue beneath
become infiltrated, cedematous and passively congested. Asso-
ciated with the above changes are found hyperplasia and hyper-
trophy of the muscular layers. Varicosities are often produced
by stasis in the vessels. In elderly patients the walls of the
inverted part are very much thinned by the disappearance of the
para-vaginal adipose tissue, and look smooth and glossy. There
may also be loss of substance in the more dependent parts near
the perineum, associated with slight swelling of the adjacent
parts, the wound having a secreting surface with reddened
edges.

Such spots are to be regarded as decubitus since they are sub-
jected to pressure and irritation in walking, sitting, and lying;
subsequently they become enlarged and unhealthy looking, from
dribbling of urine and difficulty in maiotaining cleanliness.

Atiology.—These dislocations result from the united effect
of diminished resistance on the part of the vaginal walls and in-
creased weight and pressure. Diminished resistance follows upon
the repeated extension, relaxation and mechanical injuries asso-
ciated with gestation, particularly when the pregnancies oceur in
rapid succession. The processes of labor permanently enlarge
the lacunze in the pelvie tissue in which the vagina lies, and its
perineal supports are relaxed, thereby lessening its fixation and
power of resistance. A certain predisposition is caused by in-
juries to the perineum which lessen the support of the vaginal
walls, cause expansion of the vulva, and which, by cicatricial
contraction, may even directly draw on some part of the wall.
This is, however, not the only cause, nor is it so common as has
hitherto been supposed.

It is obvious that anything which throws a weight upon the
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vaginal walls or draws down the uterus is a predisposing cause.
Tumors in the vaginal wall, cysts, fibro-myomata, ete., may exert
such an influence; also anything which causes a descent or prolapse
of the uterus. Under the circumstances last mentioned the dis-
location of the vagina is secondary. In this way it may be in-
verted by pressure from any of the other pelvic organs, e. g., the
bladder, the rectum, the ovaries, and also by tumors in Douglas’s
cul-de-sac; but even here the vaginal walls do not usually give
way unless their connections have been weakened.

In the great majority of cases the vaginal displacement is the
primary affection, and the dislocation of adjacent organs secon-
dary. It has been asserted that anterior vaginal hernia might
become so great that the vaginal wall would be loosened from
the bladder and urethra, but this can occur only under such
eircumstances as exist in prolapse of the uterus; such a primary
separation of the entire wall cannot be brought into harmony
with known facts (Breisky).

A. INVERSION OF THE ANTERIOR VAGINAL WALL wIiTH
Vacinan CyYSTOCELE.

Vaginal cystocele is an inversion of the anterior vaginal wall
in connection with the pulling down or descent of the posterior
wall of the bladder, usually at its lower portion. This portion is
pushed forward under the urethra which finally becomes S-shaped.
It is generally situated in the median line but may appear on
either side, The wall of the bladder is subject to the changes
peculiar to the vaginal wall, the inverted portion becoming cedem-
atous, hypertrophie, ete. The tumor thus formed may reach the
size of a child’s head, when the greater part of the bladder has
escaped from the pelvic cavity, but usually the greater part of
the organ remains behind the pubie symphysis.

Cystocele is easily recognized as a yielding, elastic tumor which
is easily reduced but instantly reappears from pressure. The
catheter cannot be introduced in the usnal manner, but its con-
cavity must often be directed downward and posteriorly until
the point enters the tumor between the labia majora. Then the
handle of the instrument may be turned around, and it is often
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possible, without reposition of the cystocele, to demonstrate a
cavity behind the symphysis.

Women with ecystocele generally suffer from dysuria, though
not invariably ; in addition to this there are the symptoms pecu-
liar to inversion of the vagina. Some cannot pass their urine
until they have reduced the cystocele with the finger; others in-
completely evacuate the bladder, retaining the urine in the portion
which has descended into the vagina, and hence a cystic catarrh
may result, though this is uncommon. If the muscular coat of
the bladder becomes affected, retention of urine will result, the
patient complaining of pain in the region of the kidneys, and in
the epigastrium, of nausea, anorexia, ete. Concretions may fol-
low or be associated with the catarrh. In a cystocele of this
kind in a patient eighty years of age, F. Tolet found five stones;
Ruysch found forty-two stones in the bladder of a patient eighty
years of age. The alkaline fermentation which accompanies
catarrh of the bladder promotes the formation of phosphatic con-
cretions; numerous such coneretions were found by Eyster and
Galabin in cases of cystocele, and in the one alluded to above,
one of these seems to have perforated the wall of the bladder,
passing toward the vagina. It is also obvious that the cysto-
cele will increase in size from accumulation of urine. Seanzoni
believes that cystocele in young girls may be caused simply by
the protracted retention of urine; this I doubt, however, since 1
have never met with such a case. Cystocele may appear during
the puerperium, especially in poor women who are obliged to
work hard soon after delivery. Such cases are represented in
the author’s Atlas, plate xvii., fie. 1, p. 118, and plate xix.,
fig. 2, p. 224; the thickening of the walls of the vagina and
bladder could be seen with the naked eye, also the numerous
vessels upon section.

In one hundred and eight cases of prolapsus of the uterus met
with in the polyelinie, I found cystocele fifty-four times, and ree-
tocele only thirty-three times.

The prognosis of vaginal eystocele is not unfavorable; it may
be removed by an operation with comparatively little risk. Pal-
liative treatment by means of a pessary is sometimes advisable,
though the instrument is liable to cause disagreeable results.
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But if a cystocele be neglected it may gradually produce dis-
ease of the kidneys or wasting of the ureters, thus placing the
life in jeopardy. I had such a case under my care in Ros-
tock, in April, 1871; the patient, with irreducible incomplete
prolapse of the uterus, died on the day after her admission from
nephritis, hydronephrosis, ureemia, and proetitis. Similar cases
have been cited by Froriep, Virchow, C. Braun, Philipps and
Barker.

Treatment.— Prophylaxzis.—The avoidance of great exertion
of any sort during the puerperium, confinement in bed after de-
livery, if necessary even for weeks, the treatment of perineal
lacerations and constipation. Predisposing catarrh and relaxa-
tion of the vagina should be treated with astringent injections,
cold-water injections, or tampons and suppositories prepared
of cotton and of cocoa butter, and saturated with some astrin-
gent solution. Remedies useful for this purpose are, lead water,
decoction of oak bark (10 to 250), tannin, alum, aluminate of
copper, sulphate of copper, sulphate of zine, extract of rhatany
and kino. These may be pulverized and applied upon cotton,
but then they act powerfully upon the tissues and cause much
pain ; they are, therefore, best used in the form of ointment,
1 to 25, or 1 to 15 of vaseline, which may be spread upon
cotton; or 15 to 38 grains of the remedy may be dissolved in
about a quart of warm water, and used once a day as a vaginal
injection.

B. VaciNAL IxJeEcTiONs AND TAMPONS.

The instruments used for vaginal injections are syringes of tin,
glass, or india-rubber, siphons and funnels, the bulb syringe, and
simple irrigating cans.

The use of syringes of tin, glass, and rubber is becoming less
and less common, even in midwifery practice, because air is
liable to enter the syringe and be forced in with the fluid, the
apparatus is hard to manage and to clean, and because only small
quantities of the fluid can be injected at a time, making frequent
changes necessary and the entrance of air almost unavoidable.
If a rubber bulb attached to a tube be used instead of a metal
syringe it requires a long time to complete the injection, tiring
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the patient, the balloon is liable to become hard or damaged, and
the fluid mixed with air.

The bulb syringe is still less worthy of recommendation. Air
may easily be forced into the genital organs with this instrument,
or even into the veins and heart, thus producing instant death.
Hegar has recently reported such a case from the practice of a
medical friend which should serve as a warning. Moreover, the
instrument is difficult to work, tiresome for the patient, and the
pressure is irregular and hard to equalize. This instrument is
to be avoided.

The simplest apparatus for vaginal injections are the siphon,
funnel, and the so-called irrigating can. The siphon consists of
a long tube, having on one end a hollow lead hemisphere, on the
other a vaginal nozzle. The end to which the lead is attached
is put at the bottom of a vessel filled with water. Before the
vaginal nozzle is connected the rubber tube is filled with water,
the end closed, and when it is now placed below the level of the
fluid in the vessel, the flow will be continuous till the latter is
emptied.

Hegar’s funnel is still more simple. It consists of an ordinary
glass funnel, which is inserted into a rubber tube having a uterine
nozzle at the other end. The funnel when filled is either held by
the patient, or placed upon a stand in such a way that the flow
of the fluid can be watched.

The ordinary surgical irrigator is just as suitable. It is a
cylindrical vessel, holding 3 to 4 pints; it has a bale, and an
orifice below, to which a rubber tube about 3 feet long is at-
tached. At the other end of the tube is the uterine nozzle, which
is closed with a stop-cock. The nozzle is inserted into the uterus
or vagina after the water has run till the air has been expelled.

Graduated vessels of glass or porcelain have been used instead
of zine, or they have been provided with a graduated tube at the
side, which serves to indicate to the patient the quantity of fluid
used, and to prevent the entrance of air into the tube, but such
apparatus is expensive and fragile, and is practically no better
than Hegar's funnel.

* QOperative Gynaecologie, Stuttgart, 1881,
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Injections and douches are by no means so innocent as is gen-
erally supposed, not only because inflammatory and neuralgic
conditions have resulted when they were administered too foreibly,
or infection has been caused by the use of apparatus which was
not thoroughly cleansed, but because instant death has resulted
from pumping air into these cavities. Care and prudence are,
therefore, essential in every case. It is also obvious that a very
significant portion of the apparatus is that which is to be intro-
duced into the vagina., This should be 6 to 8 inches long, have
an olive-shaped head in which are a number of openings not too
small to be cleansed with ease, and there should be no opening
directly at the end. If it is made of some substance which is
covered with varnish, it must be smooth, hard, and not affected
by acids. The very best are of glass, which is cheap, easy to
clean, and can be made so thick that there is no danger of its
breaking.

That the injection of air into the genital organs is not the only
thing to be feared has been proven by Chrobak’s case, where the
patient injected an entire match into her uterus.* He had advised
her to close the central opening in the uterine tube, so that the
stream would not be thrown directly against the uterus, and she
had done so without his knowledge in the manner indicated.
Several weeks later she was attacked with violent parenchyma-
tous metritis and perimetritis, from which she did not recover for
many months. A few days after the onset of the disease Chro-
bak found a foreign body in the uterus, which proved to be a
match. This had been forced out of the head of the tube into
the uterus by the stream of fluid, and had produced inflamma-
tion. But it seems to me that Chrobak has attached entirely
too much importance to the entrance of the match in this man-
ner. It is conceivable that the head of the tube was pushed into
the distended os uteri, and the match thrown forward, but that
it could be forced through the cervical canal simply by the
stream of fluid is hardly probable.

The object of vaginal injections is, in part, to cleanse the inter-
nal surface, wash away the secretions, and to remove exfoliated

o

* Untersuchungen der Weibl. Genitalien, p. 145.
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tissue; and in part to cause contraction of the vaginal walls through
the influence of temperature, i.e., by either very hot or very cold
injections; to cause changes in the circulation and position of the
vagina, or to cause contraction by the influence of a certain
pressure ; or, to introduce medicinal agents, calculated to remove
certain pathological conditions of the organ. The indications
for these especial purposes will be given hereafter. We will
simply mention, in this connection, that the vaginal mucous
membrane has the power of absorbing medicinal agents in a
comparatively short time. According to Hamburger’s experi-
ments,* the following agents could be demonstrated in the urine,
in from 2 to 5 hours after injection into the vagina, viz., 15 per
cent. solution of potassic iodide, 9 per cent. solution of potassic
ferrocyanide, 2 per cent. solution of salicylic acid, 6 per cent.
potassic bromide, and 10 per cent. solution of lithia.

We were, however, aware of the absorbent power of the vagina
before these experiments were made, since patients frequently
have the taste of tannin in the mouth, following injections of this
substance ; salivation has resulted from injections of corrosive
sublimate, and, as I have myself seen, iodism may follow the
prolonged use of solutions of potassic iodide.

Such results seldom ensue from simple injections with these
agents, but more frequently from intimate and protracted con-
tact by means of tampons, ete.

Tampons, which are useful in the treatment of inversion and
eystocele of the vagina, are made of fine, soft cotton, the best
being Bruns’s, which has been deprived of its oil. They act
mechanically in causing retention, and also as vehicles for me-
dicinal agents; they should, therefore, be made of a size corre-
sponding to the lumen of the vagina, tied round the middle with
a string, one end of which should be left three or four inches long,
and have a loop at its end. These tampons are then to be
dipped into an astringent fluid until thoroughly saturated; as
of alum, 15 to 30 grains, lead, copper, or zine, 7.5 to 15 grains,
or tannin, 30 to 60 grains to the 3 fluidounces; or, decoction of
quassia, willow, leaves of butternut, kino, or of rhatany, 15 to

* Prager Vierteljahrsschrift, vol. 150.
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100. The tampons may be also duvsted with the above-named
agents in powder, but the action is then often too energetic.
They may also be covered with ointments of vaseline or glycerine,
2,3, or 5 parts to 75 of vaseline; made in this way, they are
readily introduced.

Special instruments for introducing tampons have been devised.
It affords me much amusement to recall the time when a very
popular gynecologist, in a German watering-place, was accus-
tomed to send each of his patients to her home with a porte-tam-
pon, purchased from him, in her possession—an original and
ingenious method for adding just a little profit to the customary
fees of physicians at such resorts. Whether his action had a
tendency to elevate the standing of the profession, the friendly
reader may judge for himself. One should instruct the patient
when she is in the gynecological chair how the tampon should be
introduced, in a half-reclining posture, ete., and if she is intelli-
gent she will soon learn it, but if stupid only involves herself in
more difficulty by having one of these beautiful instruments. The
instrument has also the disadvantage that it is suitable only for
a small, narrow vagina, so that really each patient should have
a porte-tampon made especially for herself.

A borated lint roller may also be used for this purpose, by in-
troducing one end, and gradually following it with the rest of the
bandage.

This tampon is indicated chiefly in sudden hemorrhages, but
is also of much service in cystocele.

Tampons are best introduced in the evening after the patient
has retired, and left in place during the night. In the morning
the tampon may be removed either before the patient rises, or
while in a stooping posture, by pulling on the free end of the
cord attached to it in the manner described. Injections of tepid
water should be used immediately after its removal.

A tampon may also be introduced by the physician or midwife
through a speculum only when it is necessary, a certain portion
of the vaginal wall being diseased, to place the tampon directly
upon it.

Too much should not be expected from this method of treating
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cystocele; very few cases can be cured by it, and these only when
the affection is treated at its very beginning.

Nevertheless, it will often be necessary to resort to this means,
for example, in patients who will not submit to an operation and
who have vaginal catarrh from wearing a pessary, rendering the
removal of the instrument necessary.

As a rule, we will be forced to resort to mechanical means for
retaining extensive inversions of the vaginal walls, since very
few patients are willing to submit at once to an operation.
There are a great number of such appliances, which will be con-
sidered in detail when we come to speak of prolapse of the uterus;
in this connection those only will be mentioned which are of
special service in the treatment of cystocele. These are pessa-
ries with and without stems, simple or wing-shaped, and those
resting in the vagina, with or without external support. In
slight cases, Meyer’s rubber ring pessaries may be of good service,
but if the cystocele be large they will be at once expelled because
of their pliability, and then round pessaries of oakum covered
with a firm, thick, smooth coat of varnish should be used. These
rings, when placed above the levator ani and pelvic fascia, assist
in retaining the prolapsed wall by causing a circular distension of
the vaginal vault. If the largest pessaries of this sort are expelled
on account of the great pressure and the stretching of the vulva,
they may in many cases be replaced with advantage by Martin’s
stem pessary. If this should give way before the strong pressure
to such an extent that an edge comes to-lie between the levators,
the club-shaped extremity of the stem will be forced against the
thigh, and further expulsion prevented. There is still another
instrument to be mentioned, which may be of signal service in
special cases, viz,, the Zwanck-Schilling hysterophore. I have
seen this remain in position when all the previously mentioned
pessaries were at once expelled. However, its somewhat thin
edges may exert an injurious pressure upon the soft parts, result-
ing in vesico-vaginal fistulze,

Other patients are benefited by the apparatuses of Roser and
Scanzoni—a stem pessary held in place by a girdle and a band-
age over the external genitals. I formerly used these, but have
abandoned them. Poor patients who cannot themselves properly
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place them in position, soon complain of pain and burning from
ulcerations near the urethra caused by the pressure of the band.
If the pressure upon the instrument be great, the pessary is ex-
pelled, or the vaginal wall passes down behind or by its side.

The Scotch hysterophore, which is especially recommended in
Breslau, is better, but is suitable for slight cases only.* It causes
simultaneous longitudinal and transverse distension of the vagina,
but is very irritating, and unless the patient is careful to cleanse
the part, will cause catarrh.

Many patients are rendered very comfortable by a firmly ap-
plied T-bandage; in slight cases this may be tried alone or in
conjunction with the tampon.

But a radical cure can be had only by an operation, and this
is so simple and so satisfactory in its results, that it should be
strongly recommended to every patient who is not soon relieved
by one of the above methods of treatment.

The operation consists in the excision of an oval piece of the
anterior vaginal wall, and is known as anterior colporraphy.

He who would become thoroughly acquainted with this opera-
tion, its origin and gradual development, should read its history
by Marion Sims. It was Sims'’s belief that previous to his time,
nothing had been accomplished by operating for cystocele, and
he attributed all his success to the metallic sutures which he
employed—a view of the case which has not been confirmed by
experience.

The length and breadth of the excised portion depend upon
the degree of inversion and cystocele. The more extensive these
are, the longer and broader must be the portion excised, e. g., in
very bad cases it may reach from the vaginal tubercle to the
anterior lip, and be two to three inches broad.

The patient should be ansthetized, after the rectum and
bladder have been evacuated, and placed upon the table in the
dorso-coceygeal position; the anterior lip is then drawn down
with a tenaculum-forceps or by a loop of silk until it appears at
the posterior commissure. The two assistants who hold the
patient’s thighs should now draw the nymphw apart with tena-

* BScanzoni's Beitriige, iv., 270.
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cula, until the field of operation is exposed. The anterior vaginal
wall should be washed with a 2-5 per cent. carbolized solution,
which should also be dropped over the wound from an irrigator
during the operation.

The incision begins below. The contour of the portion to be
cxcised is now marked out with the scalpel, the incision then
made through the entire thickness of the vaginal wall, first upon
the left side, and the lower end loosened with the knife. The
handle of the scalpel is used to separate cellular tissue between
the bladder and vagina—the knife being employed only when the
connections are very firm. It will be necessary to divide one or
two large vaginal arteries, branches of the uterine artery, and a
number of large veins; the arteries are at once taken up with
the forceps. Searcely five minutes will be required to excise the
oval portion necessary to be removed. The surface of the wound
is then made uniform, all islands of vaginal tissue removed, the
irrigation with the carbolized solution repeated, and the sutures in-
troduced. The needle should be entered and brought out about
2 of an inch from the edge of the wound. In the middle of the
wound it must be passed beneath the surface so that this will not
be thrown into folds when the sutures are tightened, 7. e., only
about two-thirds of the wounded surface is to be entirely surrounded
by the sutures. In small wounds this precaution is unnecesary, and
the suture may pass behind the wound throughout its whole length.

The individual arteries need not be ligated, but the sutures can
be passed in such a way as to include them. The sutures are to be
tied alternately above and below so as to gradually overcome the
tension which is greatest in the middle of the wound. I do not
now pass superficial sutures, but deep ones only, while K,
Schroeder adopts the opposite plan, i. e., passes many superficial
sutures and but few deep ones. This latter method has been
characterized by Werth as not proper. Immediately after all
the sutures are tightened the wound and its vicinity are carefully
washed and dried. When not a single drop of blood is to be
seen escaping from any portion of the wound, the vagina may be
replaced. It is not necessary to apply any protective substance,
or to insert a tampon of cotton.

The variety of suture proposed by Dr. Werth, of Kiel, is as a
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rule also unnecessary.* Under certain circumstances, these inter-
fere with the union. I particularly recommend as sewing material
the silkworm-gut. The whole operation may be completed, on
the average, in from 20 to 25 minutes, . e., from the time the
incision is made.

If the patient can urinate after the operation, there is, of course,
no reason why the catheter should be used. Ischuria may super-
vene, however, for the sutures have been passed through the wall
of the bladder. If pain in the bladder or catarrh should follow
catheterization, the bladder should be washed out with a solution
of salieylie acid, 1 to 1000, or with solution of boric acid, 3%
per cent.

The sutures may remain in sifu at least eight days, but if fil de
Florence (silkworm-gut) be used, they need not be removed for
weeks. Silk sutures should be taken out in six or seven days.

The bowels may be evacuated on and after the fourth day ; the
patient should be confined to bed until the twelfth or fourteenth
day, as before this time the cicatrix is not firm enough to be
exposed to strong pressure without risk. If the patient be a poor
woman, she should for a time avoid, as far as possible, hard work,
frequent stooping and the carrying of heavy articles.

Descent and prolapse of the uterus are usually associated when
inversion and cystocele are extensive; here the operation just
described will not suffice, and posterior colporrhaphy must be
subsequently performed.

It remains to be mentioned that strong caustics, such as fuming
nitrie acid, chloride of zinc and the actual cautery, were formerly
applied in different ways to the vaginal walls, but that, at the
present time, they are no longer used for this purpose, partly
because their action is uncertain, and also because adjacent organs
are unfavorably affected by them.

C. INVERSION OF THE PoOSTERIOR WALL AND RECTOCELE.

Associated with inversion of the posterior vaginal wall there
is often a dislocation of the anterior wall of the rectum, a condi-
tion analogous to eystocele—the so-called rectocele. The condi-

e —— e’

# (Centralblatt fiir Gynaeec., 1879, No. 23, p. 561.
12
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tion was well known to Gunz, 1744, Sabatier, 1757, van Swieten,
1765, Monteggia and Clarke, 1814. In 1835 Bellini performed
colpodesmorrhaphia for this affection, but in 1836 Malgaigne
announced in a communiecation to the Paris Academy that he
had discovered rectocele, a condition which had previously never
been described.

By rectocele or proctocele we understand a projection or dis-
tention of the anterior rectal wall into an inversion of the posterior
vaginal wall. The tumor thus formed may be as large as a
fist or larger. The dislocation of the rectum does not, how-
ever, invariably follow the inversion of the posterior vaginal
wall ; it is by no means as common as cystocele in anterior inver-
sion because the connection between rectum and vagina is much
looser. As a rule, the tumor is flabby and easily reduced; it
rarely becomes hard or firm by being filled with seybala; but
it may be so much enlarged when bearing down as to interfere
with labor.

The usual symptoms are obstinate constipation and occasionally
tenesmus ; sometimes there are anorexia, abdominal pain, nausea,
and disordered digestion. The other symptoms are caused by the
prolapse of the uterus which usually accompanies it.

Rectocele may be differentiated from a simple inversion by
introducing the finger through the rectum into the tumor which
appears between the labia majora, though, since the rectal wall is
so easily displaced, a mistake might possibly oeccur. From an
abscess or cyst it may be differentiated by careful palpation of
the tumor; the presence of fecal matter will, of course, render
the diagnosis very easy.

Ztiology.—Perineal laceration is sometimes, but not often,
the cause of rectocele; probably the most common eause is the
loosening and distension of the vaginal tissue by pregnancy and
labor; again, protracted constipation, and possibly sudden con-
cussion as in Malgaigne’s case. Secondarily, the dislocation may
result from prolapse of the uterus, neoplasms of the posterior
vaginal wall, ete,

Treatment.—All the means and methods which are used in
treating cystocele are also suitable for rectocele; likewise injec-
tions, tampons, and pessaries are of value.
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The integrity of the perineum is to be restored provided there
be a laceration or cicatrix, and a permanent pressure brought to
bear upon the dilated portion of the vaginal wall and rectocele
by narrowing the vagina. The methods of accomplishing this
object, which have found favor during the last twenty years, are
as follows:

G. Simon excised a pentagonal portion of muecous membrane
from the posterior vaginal wall, at the dividing line between the
skin and vulvar mucous membrane. This excised piece meas-
ured 5 to 6 centimeters (2 to 2.3 in.) in breadth, being 1 centi-
meter (% in.) narrower at the upper portion, and extended up the
vaginal wall for b to 6 centimeters. The operation was performed
with the aid of the fenestrated speculum invented by him, and
the wound united by alternate deep and superficial silk sutures.
The vaginal sutures numbered about ten, and the perineal from
four to six, the former being removed on the ninth or tenth day,
the latter on the fourth.

Hegar and Kaltenbach’s method, perineauzesis, is to excise a
triangle, the sides extending above the rectocele, and the convex
base crossing the posterior commissure. The wound is closed by
deep wire sutures, the deepest of which do not pass around its
entire breadth, but leave a small portion exposed in the middle.
After the operation the wound is cleansed with chlorine water;
injections of this fluid are subsequently employed, if there be an
offensive discharge. The bowels should be evacuated on the third
or fourth day, the perineal sutures removed from the third to
the fifth day, and the vaginal not before the fourteenth to the
twenty-first day.

Bischoff’s method of colpoperineoplasty, while principally used
for prolapsus uteri, is still of service in rectocele, but it is much
more complicated than the operations previously described. The
field is exposed by raising the anterior vaginal wall with a suitable
instrument while the assistant stretches the vaginal orifice with
his fingers. A tongue-shaped flap is now marked out in the
middle of the posterior vaginal wall, beginning 2 centimeters
(% in.) in front of the navicular fossa; the flap is from 4 to 6
centimeters (1.6 to 2.4 in.) long, 2.5 to 3 centimeters (1 to 1.2 in.)
broad, the base above and the slightly rounded apex below. It
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is now dissected up from the point to the base, the latter remain-
ing in connection with the vagina. When this is done, incisions
are made either in a straight line or slightly convex, from the base
of the flap through the lateral vaginal walls to the level of the
middle of the labia minora, and these two lateral triangles then
denuded by dissecting them first right and then left from the
base of the flap and below the lateral incisions, to the vaginal
orifice. The flaps may be separated by using the handle of the
scalpel and the finger-nails, unless there be cicatrices. Finally,
the vaginal wound is extended to the posterior commissure and
borders of the labia majora and minora.

The flap obtained from the middle of the posterior wall is now
united by sutures passing deeply into the vaginal tissue to the
wound in the vagina, the left edge of the flap to the left edge of
the vaginal wound, and wvice versa. Now the perineal sutures
are passed, and in such a way that the upper 1 or 2 sutures will
include the points of the vaginal flap. The wound and parts
adjacent must be carefully disinfected before the sutures are
passed ; 4, 6, or 8 sutures are used in each side of the vagina,
and the perineum united with from 3 to 6 deep silver sutures; if
preferred, all the sutures may be of silk or silkworm-gut. Some
operators place a carbolized tampon in the vagina after the opera-
tion is completed.

D. OvariocELE. VAcGINAL ENTEROCELE. HYDRO- AND
PyocoLPOCELE.

The posterior vaginal wall may likewise be inverted into the
lumen of the vagina by organs situated above it.

The anomaly known as vaginal ovariocele results from the
following conditions: An ovary not larger than a hen’s egg, with
a long pedicle, and some obstacle to the growth of the ovary
upward ; for if the ovary be larger, it may indeed dislocate the
vagina forward, but it cannot invert it. But when the vagina is
once inverted and prolapsed, the tumor may continue to grow,
for the vagina is capable of being very much distended. Very
often, in retroflexion, one or both ovaries may be felt in Doug-
las’s cul-de-sac, but this will not warrant us in assuming an
oophorocele, for in the latter the ovary must have entered into
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a pocket in the wvaginal wall, a condition which is extremely
uncommon.

Secondarily, however, and associated with vaginal enterocele,
this is more liable to oceur., Plate xix. a. of the author’s Atlas rep-
resents a preparation where Douglas’s cul-de-sac has been forced
forward through the vulva, and is so distended, that beyond
doubt during the patient’s life loops of intestine must occasionally
have been in it. The patient was 74 yearsold; the uterus was
elongated, and retroverted, and an ovariocele may easily have
resulted from an enlarged ovary descending into the pocket.

Landau and Breisky have each recently reported cases of va-
ginal enterocele. A permanent primary vaginal enterocele can
occur only when the loops of intestine, having once descended,
can not afterward escape from Douglas’s cul-de-sac. This may
be the result either of the entrance to this space being too narrow
from congenital enlargement of the ridge-like folds of the plice
semilunares Douglasii, or from its having been narrowed by ad-
hesive inflammation. From this the evidence of the difficulty in
the reduction of the tumor in the two cases referred to is evident ;
in Landau’s case the tumor interfered with labor, and it was re-
duced only after passing the whole hand into the rectum while the
patient was deeply narcotized. In Breisky's case the knee-elbow
posture was repeatedly tried without success, but the tumor was
finally reduced by the protracted use of mild cathartics. A re-
markable feature of the latter case was that the uterus was in its
normal position. If the entrance to Douglas’s cul-de-sac be very
narrow, strangulation of the intestine is possible.

Secondarily, and associated with incomplete prolapse of the
uterus, vaginal enterocele is not so rare; in these cases the
neck of the sac is formed by the fundus of the uterus and the
anterior wall of the rectum. While the intestine does not de-
scend far into the sac as a rule, still Rokitansky and Fehling
have reported cases of rupture of the posterior vaginal wall fol-
lowed by the protrusion of large masses of intestine. Fehling’s
patient 65 years old had been afilicted for years with a prolapse
as large as a child’s head, which had been distended when the
accident occurred by carrying a pail of water up four flights of
stairs; the patient, while making vigorous efforts to reduce the
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tumor, felt something give way. * Fehling found a econvoluation of
intestine larger than a man’s head, protruding from the vagina,
and ascertained that it had escaped through an opening in the pos-
terior vaginal vault: he was not able to reduce it. The rectocele,
a large inversion of the vaginal mucous membrane into which the
rectum protruded, was not ascertained until the autopsy was
made. The vagina was 12 to 14 centim. (4.7 in. to 5.5 in.) wide,
and on the posterior wall was a laceration 61 centim. (2.5 in.) long
and 4 centim. (1.5 in.) wide involving the vaginal vault and peri-
toneum. The vaginal walls were very much thinned at this point.
" A large number of bridge-like bands and fibres were stretched
across from the posterior surface of the uterus to the rectum.

In the same way a metrocolpocele may originate. The preg-
nant uterus may invert the posterior vaginal wall more and more
and its rapid growth finally cause rupture of the vagina; the
prolapsed retroflected uterus will then be found in the rupture.®

Further, there is one case noted by Petrunti in which the
omentum alone became strangulated in such an inversion of the
posterior vaginal tissues,f i. e., a recto-vaginal epiploic hernia.

Finally, an exudation from the abdominal cavity of simple
ascitic fluid or pus may descend into Douglas’s cul-de-sae, invert
the posterior vaginal wall and pass through the vaginal orifice.
Kiwisch saw an unusually large prolapse of the posterior vaginal
wall disappear after puncture for ascites; this was evidently a
hydrocolpocele. The author found an inversion of the posterior
wall as large as the fist, containing the cul-de-sac of Douglas
which was filled with pus, at the autopsy of a patient who died
of diffuse peritonitis with extraordinary adhesions. During life
this had been diagnosticated by a colleague as prolapse of the
uterus. Hydrocolpocele presupposes the existence of a more or
less vertical pelvis, and a vertical or retroverted uterus, and since
these conditions do not often exist, we rarely meet with it even
in very great ascites.

If the upper part of the vagina descends in the form of a ring

—

* (Caspar’s Wochenschrift, 1838, and E. Martin, Neigungen u. Beugun-
gen, 1865; Martin, Monatsschrift, xxvi., 4, Grenser, and Mayer-Dubois,
Fehling, 1. c., p. 107.

T Froriep's Notizen, 49, p. 295.
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into the lumen, we have complete circular inversion, which may
also be primary or secondary; the latter, as a rule, in prolapse
of the uterus. Ordinarily, anterior inversion with incomplete
prolapse of the uterus is the original condition, and out of this a
total circular inversion is developed. According to C. Mayer’s
deseription this condition may exist simultaneously with anterior
and posterior vaginal enterocle.® The anterior enterocele was as
large as a man’s fist, the posterior as large as a pigeon’s egg, and
between the two was the cervix 2§ inches long and 1 inch thick,
while the fundus was in its normal position. The uterus was 4}
inches long, and the vaginal walls were enormously thickened,
from § to 1.25 inch thick.

Diagnosis.—It will not usually be difficult to recognize a
secondary ovariocele, because the ovary, which will be about the
normal size and in a large enterocele-sac, may be readily known
by its form, surface, sensitiveness, by its pedicle, and by its being
easily reduced. But when the ovariocele is primary, and the
enlarged ovary, which is less movable, has caused the inversion of
the posterior wall, the diagnosis is much more difficult. In this
case, all the points in differential diagnosis, which will be con-
sidered under ovarian tumors, must be carefully weighed.

The tumor in vaginal enterocele is soft and elastic, may be flat-
tened out and lessened in size, the gases in it may be recognized
by the tympanitic sound, and often the contents may be moved
about. KEnterocele may be difficult to reduce. In the posture
a la vache the tumor may become smaller, but upon coughing or
bearing down it will again descend. In hydro- and pyocolpocele
the tumor is irreducible, gives a dull percussion note, and is asso-
ciated with other affections, particularly with aseitic distension,
or an inflammatory condition of the abdomen. In hydro- and
pyocolpocele the inverted vaginal wall will be reddened, swollen,
and cedematous, while the general symptoms will be grave. In
the first place the physician must convince himself that the os
uteri is not a part of the inverted portion.

Prognosis.—In pyo-and hydrocolpocele this is almost entirely
dependent upon the leading affection; in ovariocele upon the

* Verhandlungen der Ges. fiir Geburtsh, vol. iii., pp. 131-133.
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ovarian tumor, its size, mobility, sensitiveness, ete. The prognosis
of enterocele, with regard to life, is good; the accompanying
symptoms: are not usually grave. Since it generally occurs in
patients who have repeatedly been delivered, the parts are relaxed
and stretched, and symptoms of strangulation are wvery rare.
On the other hand, a radical cure is almost out of the question ;
the treatment will be palliative, instruments being used to retain
in position the parts which were prolapsed. Of 15 cases collected
by Hoin, 13 were women who had recently been delivered, and
in whom the position of the uterusdirectly behind the abdominal
walls favored the descent into Douglas’s cul-de sac. But it also
oceurs in nullipare.

Treatment.—An ovariocele may be reduced, when the ovary
is wedged into the sae, either in the lateral posture or a la vache,
the operation being facilitated by narcosis: this is a necessity
in the reduction of the ovary from beneath the pregnant uterus,
If reduction be impossible, an attempt to lessen the size of the
tumor by removing a part of its contents must be made, and
this is best accomplished by puncturing the fluctuating portion
with a long, curved trocar passed up the vagina. The modus
operandi of this operation will be considered in detail under
ovarian affections. Should reduction be impossible after lessen-
ing the size of the tumor, or should the latter be also impossible,
then ovariotomy or, during labor, the Ceesarian section would
come in question,

In enterocele the reduction is usually easy, the two cases
reported by Landau and Breisky excepted. It is performed with
two or four fingers, or the whole hand, in the position a la vache.
Retention is secured by a round pessary of suitable size, in a
manner similar to that required in vaginal inversion. Petrunti
in one case diagnosticated an abscess which threatened to open
into the vagina ; he therefore made an incision, and, after evacu-
ating a quantity of bloody serum and putrid matter, a large
portion of the gangrenous omentum appeared which he excised.

In hydrocolpocele which is in free communication with the ab-
dominal cavity, puncture will also evacuate the sac. Puncture
through the vagina would be necessary only when the sac is com-
pletely closed, when the symptoms demand an operation, or
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when the other measures adopted fail to reduce the size of the
tumor. The operation is to be repeated if the sac refill. DBut it
matters not in what way suspicions of hydrocolpocele arise, no
excision of part of the wall, or injection of tincture of iodine
should be made, since the possibility of some slight commu-
nication with the peritoneum always exists. The treatment of
the original affection causing the hydrocolpocele does not come
within the limits of this treatise. .

In pyocolpocele the question of incision or puncture may also
arise. As a rule, the treatment of the diffuse peritonitis will
first claim attention, and any therapeutic measures be of avail
only when it has subsided.

CHAPTER 1V.
NEOPLASMS OF THE VAGINA.

GurLT observed the following tumors of the vagina in 11,140
patients with tumors of all kinds:

Of 647 women with fibroma, 1 was situated on ant. vaginal wall.

e “ papilloma, 2 were * in the vaginal wall.
Sy “ cysts, g 5 in the vagina.
s Ong U “ polypus, 1was in the vagina.
EEdRy o “ garcoma, 1 ¢ “  in the vagina.
S “ earcinoma of the genitals, 114 oceurred in the

vagina alone; in the vagina with uterus, 3449,

In all, 122 in 5029 tumors of the external and internal sexual
organs, excepting tumors of the mammary glands, there were 2
to 2.3 per cent. of vulvar tumors.

When we study Gurlt’s statistics of tumors, we will at once
notice the remarkable infrequency of neoplasms of the vagina.
On the other hand, compared with the rare appearance of neo-
plasms, we find congenital tumors and those occurring in early
childhood quite common. I wish to call attention to the fact that
neoplasms of the vagina must really be much more frequent than
these statistics would lead one to believe, for individual authors

13
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have observed so many cases. Critical examination of the vagina
i= often neglected ; that is to say, the affections of the uterus re-
ceive more attention and are of comparatively greater importance,
and hence many affections of the vagina are simply overlooked.

Beginning with tumors of the vaginal mucous membrane, the
first which will claim our attention are:

1. CysTs oF THE VAGINA.

In my article on vaginal cysts,* in the year 1871, I began with
the words: “ Cystic formations in the vaginal walls are caleulated
to awaken a certain interest, not only because they are on the
whole very rare, but because their location and their origin are
by no means well understood.” Twelve years have passed since
then, and considerable literature upon this subject may now be
obtained ; but still the sentence just quoted has its full force.
The article referred to had certainly the merit of proving that
vaginal cysts are far more common than had hitherto been
believed, and that they were the most frequent vaginal neoplasms.

Cysts of the vagina will be divided into the simple, compound,
single or isolated, and those oceurring in masses or groups.

As a rule they occur singly (82 per cent.), more rarely two or
three at once, or even five (Kiwisch); air eysts, however, always
occur by the hundred. The location of cysts is on the anterior or
posterior wall, more rarely on the lateral walls, the proportion
being 29 : 21 : 11 (Graefe). In the anterior wall they are most fre-
quently found in the lower third, or between the lower and mid-
dle thirds,and in the posterior wall with like frequencyin the lower,
and in the middle third. By far the greater number of cysts are
therefore situated in that part of the vagina between the middle
and the vicinity of the vaginal orifice, 66 per cent. About one-
fourth of vaginal cysts are as large as a pea or hazelnut, one-half
as large as a walnut, and about one-third as large as a pear or
the fist; the larger cysts are therefore three times as common
as the smaller ones, which is a proof that the latter are often
overlooked or not considered worthy of notice. Peters’s account
of a cyst of the posterior wall as large as a child’s head, and which

* Archiv fiir Gynikol., vol. 11., p. 283.
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interfered with labor, and from which he evacuated a pound of
clear yellowish fluid, at once arouses a suspicion of the tumor
having been an ovarian cyst.*

The contents of the cysts resemble the fluid from hydrocele—
bright and clear with a tinge of yellow ; but they may be reddish,
brownish, chocolate-colored, or greenish, also similar to synovial
fluid, thick and albuminous: those of firm consistence are about as
common as the serous. In Neélaton's case, one of a cyst as large
as the fist, and which occupied the entire posterior wall, the
chemical analysis of the contents was as follows : water 18, albu-
men 12, and salts 3 part. Microscopical investigation reveals in
different cysts, epithelium, granular and pus cells. Graefe found
many erystals of cholesterine, débris, nucleated cells, globules of
granular matter and lymphoid cells.

The character of the cyst wall is very variable. In some cases
it is so slight as to rupture from the use of the speculum. It has
frequently been noticed that the wall was harder and firmer
than would have been expected from the transparency of the
eyst. Lisfranc found the walls 7 mm. (4 in.) thick. The wall was
hard, fibrous and firm in several cases reported by West, Sixin-
ger, Lisfranc and others. From the above there can be no doubt
that cysts must also be divided into superficial and deep.

Careful miceroscopical examinationt of the cyst wall gives the
following results : The external surface is covered with the ordi-
nary pavement epithelium of the vagina; the thickness of the
wall varies between 1 mm. and 1 centim. (3% in. and % in.), the thin-
nest portion being formed of connective tissue alone, the thicker
with the addition of smooth muscular fibres. The internal surface is
usually perfectly smooth, hut may show papille covered with epi-
thelium which in the majority of cases is eylindrical, more rarely

* Monatsschrift, xxxiv., 2, 1869.

T Graefe says that my article above referred to has one great defect,
namely, that the microscopical examination is given in a few cases only, and
then in a very incomplete manner; this charge is preferred against the
wrong person, however, for the blame should not be attached to me, but to
the authors who cited and published my cases. My own descriptions in
this article are very precise, and have since been confirmed by various
anthors, e. g., Schroeder, Klebs, Hiickel, and Lebedeff.
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simple or stratified pavement epithelium, or still more rarely strati-
fied pavement and cylindrical epithelium in the same eyst.* The
original simple eylindrical epithelium may become flattened into
pavement epithelium, and this in turn be transformed into strati-
fied pavement epithelium.

The original location of these cysts, according to our present
information, it will be seen, may vary.

In the first place, it cannot be doubted that many vaginal eysts
arise in the form of retention cysts of the vaginal glands. The
most interesting account of this variety is furnished by wvon
Preuschen.f Heitzmann and Hiickel have confirmed the observa-
tion of von Preuschen as regards the existence of vaginal glands.
The coalescing of several cysts which were originally single would
explain the occurrence of cylindrical and stratified pavement
epithelium in the same eyst. All such cysts would obviously oc-
cur in the superficial portions of the vaginal mucous membrane.

Secondly, there are cysts whose interior is lined with endothe-
lium, as I have demonstrated and Klebs has confirmed.] Such
cysts would seem to originate in dilated lymph vessels; they do
not appear to be common.

Four cases, found in the literature of this subject, tend to
show that cysts may also originate in cedema, contusion, or in
transudation of blood into the submucous tissues. These will
have neither epi- nor endothelial lining,.

Deep-seated cysts having a muscular wall may arise in one
of two ways: From the remains of Wolff’s or Gartner’s canals,
and hence they must be situated in the middle and upper third
of the vagina or in the wall of the uterus, particularly at its
sides. I excised such a cyst six months ago from the right side
near the urethra ; it was almost as large as a hen’s egg. I have
also repeatedly punctured one as large as a pigeon’s egg, situated
on the left side in the vaginal vault. Secondly, as Freund be-
lieves, some such cysts may be considered as rudiments of Miiller’s
ducts, in that some portion of them has not united with the
corresponding part, while the spiral course of the double vaginz

# Three cases by Graefe, one by Kaltenbach and Lebedeff.
+ Virchow's Archiv, 1xx., 8. A., plate ii., figs. 4 and 6.
1 Handbuch, i., 2, A, 965.
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about each other will explain why the cyst is situated sometimes
in front, and at other times posteriorly or laterally. Finally,
Graefe is of opinion that, where several large cysts with thick
walls are present,® the hypotheses of Freund and Veit might be
combined, viz., that two of the cysts proceeded from Gartner’s
canals, the third from a rudiment of Miiller’s duets.

The following is the result of the examination of a cyst the size
of a walnut, which I extirpated from the posterior vaginal wall :
It contained a sticky, thick, brown fluid, in which shrivelled
blood corpuscles, corneous cells, and fat corpuscles, with large
masses of eylindrical epithelium, floated. Transverse sections of
the wall of the cyst next the vaginal canal showed, first, pave-
ment epithelium, under which was a layer of numerous fine capil-
laries, then a firm stratum of longitudinal and transverse mus-
cular fasciculi, and internally a thin interrupted border of low
cylindrical epithelium, the cells being almost cubical. Remains
of glands could not be recognized in any part of the walls.

In another smaller eyst of the middle portion of the vagina we
found the following appearance upon microscopic examination :
A wavy, loose connective tissue with few cells, which passed
without any definite boundary into the connective tissue of the
vaginal mucous membrane, where the cells became more numerous.
The internal lining was of pavement epithelium, with small cells
and but slightly stratified. In the vicinity of the cyst were many
convoluted arteries and large venous lacunze in part filled with
blood, the white blood corpuscles being so aggregated that some
points resembled little abcesses. The superficial portion of the
vaginal mucous membrane, with its numerous isolated papille and
pavement epithelinm, was continuous over the covering or roof of
the cyst. No communication between the cyst and the surface of
the mucous membrane could be detected.

Finally, cysts may be found still more externally in the peri-
vaginal connective tissue whose origin may have some relation
to the vaginal wall. For example, hygromata of the recto-
vaginal wall are described by Verneuil and by Mannel ; one was
a follicular tumor with atheromatous contents, the other the size

* Graefe's case, No. ix.
T Tumoren des hinteren Beckenraumes, Marburg, 1864, p. 63.
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of a hen’s egg, with dermoidal contents, both being situated in the
loose connective tissue between the peritoneum and the levator
ani. As a rule such tumors are surrounded by a tolerably firm
membrane, and have a separate sac, and may be turned out of
the tissue without being ruptured.* Their point of origin is not
clear, though von Preuschen succeeded in demonstrating a con-
nection between such a tumor of the anterior vaginal wall and
the urethra ; the origin of this cystic growth was in a racemose
gland of the urethra, and a delicate opening into the canal was
demonstrated. Acecording to location, vaginal eysts may there-
fore be divided into mucous, interstitial, and paravaginal.

Symptoms.—As a rule vaginal cysts grow very slowly,
many requiring years to become as large as a hen’s egg. The
small and medium eysts generally cause no inconvenience. They
attract the attention of the patient only when they are situated
so low in the vagina that they lie between the labia minora
or protrude when in the erect posture. Still, in infants, cysts
as large as a walnut may cause dysuria.f They may also
cause the urine to flow into the vagina, thereby producing
colpitis. Large tumors may make coitus impossible, as was the
case in one patient with a cyst the size of a pigeon’s egg at the
introitus. When the tumor enlarges it may displace the uterus
anteriorly or posteriorly, or a pedicle may be formed, the tumor
descend through the vulva and pull the uterus down by its
weight.] They then cause shooting pains and interfere with the
evacuation of the bladder and rectum, as, for example, in the case
described by M. Brednow, a cyst as large as an orange being
sitnated in the lower portion of the anterior wall, in a woman of
nineteen years and in her first pregnancy ; attention was directed
to the tumor by a protrusion of the vaginal wall. J. Veit’s case
does not belong to this variety, and was probably a cyst of the
broad ligament. Vaginal cysts are frequently associated with a
profuse or putrid discharge; they may also add to the discomforts
of menstruation.

Small cysts may rupture spontaneously, and subsequently refill

* Asin Lebert's case.
+ See author’s case of congenital eyst, 1. ¢, p. 895, 396.
I Nélaton’s case,
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- just as they do after incision. Huguier has reported a case of
gangrene of the cyst wall which was probably caused by labor,
and which was associated with metroperitonitis,

Diagnosis.—These tumors should be recognized without diffi-
culty, but still they have been mistaken for cystocele, rectocele,
hydrocolpocele, prolapse of the uterus, and ovarian cysts.

If that portion of the vaginal wall where the tumor in question
is located be grasped through the vagina and moved about, the
connection between the tumor and the wall will often become
evident. If this plan does not succeed, and the tumor is on the
posterior wall, the finger is to be introduced into the rectum and
the vaginal wall carefully examined ; if on the anterior wall ex-
plorations may be made with the catheter introduced into the
bladder. Again, there will be a diffcrence in color between the
vaginal wall and the tumor, the latter being usually bluish or
reddish brown. The larger tumors also show a tense, elastic
flucutation, and will not disappear when the vaginal inversion
is reduced, but are of the same size and consistence as before. In
all cases where, in spite of the above modes of examination, a
doubt exists as to the real nature of the tumor, the question may
soon be decided by punecture and examination of the fluid.

Aitiology.—The author reported the first case of congenital
vaginal eyst. During extrauterine life anything injurious which
comes in contact with the vagina would favor the formation of
cysts ; mucous cysts which originate in the vaginal glands may
be produced by catarrh or inflammation of the mucous mem-
brane, particularly during gestation. Labor is probably the chief
cause of interstitial and submucous eysts, in as far as it produces
compression, displacement and contusion of the vaginal walls with
transudation of blood into the tissues, and since the vaginal
tubercle and the anterior wall are most exposed to the above
mentioned lesions, it is not remarkable that cysts are most fre-
quently found in these localities. In a case described by Sanson,
the origin of the tumor was very probably in some way con-
nected with a fall received by the patient while she was carrying
a heavy load, for immediately after the accident occurred the
tumor was first noticed. Trauma may also explain the origin of
cysts of the Wolflian bodies or of the rudiment of Miiller’s ducts.
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Verneuil believes that mucous sacs may easily be formed in the
loose space between the vagina and rectum, and that these subse-
quently develop into eysts from an increase in their contained
serous fluid. He found a lacuna three centimeters (1.2 in.) in diam-
eter between the vagina and rectum and five or six centimeters (2
to 2.4 in.) above the anus, which he concludes was caused by the
pressure of the uterus against the rectum.

Treatment.—As a rule, a simple incision into the ecyst wall
and evacuation of the contents suffice to cause the disappearance
of the growth. In addition to this, most operators excise a portion
of the cyst wall and cauterize the base of the tumor with nitrate
of silver, a procedure which is attended with some danger if
the cyst be in the posterior wall, on account of its proximity to
the peritoneum; a patient treated in this way by Ladreit* had
subsequently very severe pain in the iliac fossa. Jobert recom-
mended puncture and iodine injection, because he had observed
considerable hemorrhage result from the incision. Some remove
such tumors with the écraseur ; others pass a loop of wire through
the cyst. I have recently several times excised cysts larger than
a walnut, chiefly because I wished to examine all portions of their
walls ; the hemorrhage was soon controlled by acupressure and
uniting the edges of the wound by sutures, and a rapid recovery
followed. Toaccomplish this, the wall over the eyst is to be divided
through a portion which is not too thin, and the whole sac dissected
out with the finger or the handle of the scalpel, if possible, with-
out opening it; if need be, a piece of the vaginal wall may be
resected. The wound should then be closed by a sufficient num-
ber of deep sutures passing entirely around it.

Historieal.—I once made the statement that, according to
Safford Lee, vaginal cysts were first mentioned by Sir Astley
Cooper, but Dr. Haussmann has shown this to be incorrect. Hal-
ler mentions “ hydatides in vagina vidi,” in his treatise Elementa
Physiologice Corporis Humani.f The word hydatids was used
to designate a more or less thin-walled sac containing a fluid,
and, since he uses this expression without further remark, it is
probable that vaginal cysts were quite well known in his time.

* No. 10, Author’s Table. + Archiv f. Gyn., viii., 533.
i T. vii., Bernae.
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2. Cystic COLPOHYPERPLASIA.

In my previously mentioned article I described a condition
which 1 designated eolpohyperplasic eystica. I met with this in
three cases during gestation, the condition being characterized
by the enormous numbers of cysts present, for example, fifteen or
twenty upon a spot the size of a dollar; also, by being exclusively
superficial, with a transparent wall, developing upon a moist
hyperemic substratum, and usually being associated with hyper-
secretion. The greater number of these cysts were filled with
gas, and, when punctured, collapsed with a distinet sound. K,
Schroeder has shown that C. Braun had demonstrated the same
condition in a case in his elinic in 1861.* Braun found in a preg-
nant patient with hypertroplia corporis papillaris vagine, *the
whole vaginal portion and the posterior roof thickly studded with
elastic vesicles as large as a pea, which, through the speculum,
appeared smooth and of a pale yellow color, and, when punctured,
audibly collapsed, exuding a few drops of a limpid, pale yellowish
fluid. The vesicles did not refill after being evacuated. The patient
did not consider herself sick, except that she had a rather profuse
blenorrheea.” Thus far Braun’s observations fully coincide with
my own, but they received no further notice at that time, my at-
tention first being directed to them by Schroeder. In the desecrip-
tion just quoted, Braun ecalls the affection hypertrophia corporis
papillaris vagine, and in the second edition of his text-book,
1881, p. 368, retains this designation, though the affection has not
the slightest connection with a papillary hypertrophy. He did
not endeavor to investigate the origin of the contained gas, thus
ignoring the obscure feature of the affection. Chéneviére states
that Ritgen was also acquainted with this condition and had de-
seribed it, but I can assure the reader that the puerperal aphthous
disease which he described has not the slightest similarity to the
affection under discussion, and I therefore consider any compari-
son of the two as inappropriate.

At all events, my article first drew the attention of the pro-
fession to this peculiar disease which is analogous to no other

== — e

* Archiv fiir Kl. Medicin, xii., 538; Zeitschr. d. Ges. der Wiener
Aertze, 1861, vol. ii., p. 182.
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affection of the mucous membranes, and since that time a large
number of papers have appeared devoted to the consideration of
the origin, character and location of this air or gas.

I had emphasized the fact that a part of the cysts were lined
with endothelium and were to be regarded as follicular cysts, but
that others, having no epithelial envelope, seemed to have origi-
nated in hemorrhagic exudation ; the air contained in them may
have developed from a vaginal catarrh, and may have been con-
fined by the coalescing of some of the adjacent vaginal promi-
nences. Soon after this, Eppinger reported a case from which it
would be concluded that the air had collected in spaces in the
most superficial connective-tissue layer of the vagina ; that these
air-spaces had no characteristic lining membrane, and that, as
Professor Lerch had determined, the air in the cysts was similar
in chemical composition to the external air.*

Kaltenbach, after describing an excised cyst, briefly states that
he saw a striking example of colpohyperplasia in a pregnant
woman in Hegar’s clinic.f

Then K. Schroeder described a case as emphysema of the vaginal
mucous membrane, where the eysts were most actively developed in
the second week of the puerperium, rapidly disappearing after
this. He thought the gas originated in the serum of the mucous
follicles. Klebs said that it was possible the gas was diffused into
the dilatation of the lymphatic vessels, or that, formed in these
dilatations, it was altered by diffusion.

Breisky’s communication followed, describing a number of
cases of conglomerate air-cysts in the vaginal wall which occurred
not only during pregnancy but in the non-pregnant.§

Schmollig published a case from the Berlin elinic (J. D., Ber-
lin, 1875).

Naecke then published three cases from my Dresden clinie,
which proved that such emphysema could not be artificially pro-
duced by injecting air into the mucous membrane with a Pra-

* Vierteljahrsch. f. Prakt. Heilkunde, Prag., vol. 120,
1 Archiv, v., 1873, p. 144.

1 1873, Lehrbuch i., 2, A. 966.

% Correspondenzblatt f. Schweizer Aerzte, 1875.
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vaz's syringe, because the injected air escaped immediately after
the withdrawal of the canula.*

Then Zweifel studied the subject, and, accepting the hypothesis
of the secreting gland tubules which von Preuschen had in the
meantime demonstrated, coneluded that the air eollected in the
glands; into these, as long as they remained open, air or germs
might enter, and thus would generate gas in the ordinary way,
if the glands became closed. At the same time, he proved that
the eysts did not contain air, but trimethylamin ; they had the
odor of herring-brine, and an alkaline reaction. He showed, too,
that trymethylamin was common in nature, occurring not only
in herring-brine, but also in the blood of calves, ergot, cod-liver
oil, urine, and chenopodium vulvaria; it boils at 48.7° F. The
character of these vesicles and their great tension were suggestive
of a low boiling point, for it was entirely inexplicable that atmo-
spherie air could be under such high tension,

Indeed, Zweifel did not succeed in demonstrating directly the
existence of trimethylamin in the vesicles, but Professor Hilger,
of Erlangen, conclusively proved its existence in the healthy
vaginal secretion of pregnant women, thus removing the objections
which Breisky formerly held in regard to this explanation.}

The next communication eame from Chéneviére, who reported
some cases from Professor Breisky’s clinic in Prague, several of
which were non-gravidz, and one was a young girl of 17 years,
giving, in addition to this, two illustrations which were very
accurate.l

In a note appended to this article, Breisky remarked that he
had under observation at that time a pregnant woman, in whom
the unusual symptom of emphysematous crackling or crepita-
tion was had when the examining finger was pressed upon the
posterior vaginal vault. Spiegelberg based on this article the
statement given in his text-book, that the cysts are really ectasis
of the lymphaties; Klebs also makes the same assertion.

Eppinger’s view as to the location of the gas was next confirmed
by Carl Ruge.§

¥ 1876, Archiv f. Gynaecol,, ix., 461. t L. c., p- 128.
I Archiv f. Gynaecol., xi., pp. 351-357 ; plate viii.
¢ Zeitschr. f. Geb. u. Gynaecol,, ii., p. 29, 1878.



156 DISEASES OF WOMEN,

In 1876 he excised a portion of the vagina with air cysts
upon it, and found that the cavities were interstitial in the
gtroma, that they had no separate wall, and that small projections
of connective lissue extended into their interior, and from these
projections of free elastic or connective tissue fibres either floated
in the cavity or extended across it in the form of trabeculz.
He named the condition eolpitis vesiculo-emphysematosa. Klaus
and Welponer objected to Zweifel’s theory, first on account
of the ease with which trimethylamin is absorbed, while the
gas from the cysts will rise through water; again, because if
the boiling-point be so low as stated, the high tension would cer-
tainly rupture the thin cyst wall. They also examined the gas
and found its composition almost the same as atmospheric air—
with but 4 per cent. less oxygen—which might, however, have
been ahsorbed by the tissues.*

In Eppinger’s second and more complete article, he arrived at
the following conclusions : That the appearance of gas cysts filled
with atmospheric air in the wall of either a part or the whole of
the vagina was due to a purely mechanical change; that it
might occur in any vagina, or, probably, more readily in one
prepared or predisposed by some disturbance of the venous circu-
lation ; that it was analogous to interstitial pulmonary emphy-
sema and to the subcutaneous variety, and was, therefore, in any
case, simply an emphysema having no connection whatever with
an inflammation of the vagina.t

The endogenous development of the gases contained in the
cysts, was sustained in 1881 by Lebedeff, in opposition to Ep-
pinger’s conclusions.

He found that cysts have a connection with the venous hyper-
emia, that blood exudes from the capillaries, its fibrin becoming
granulated, while the formed elements are decomposed, and he
supposed that these changes, transpiring in the blood, might ac-
count for the formation of the gas. Lebedeff' confirmed my own
observations, viz., that in two days a gas cyst was developed at
those points where an exudation of blood could be seen with the

* Centralblatt f. Gynaecol., 1879, p. 337.
1 Zeitschrift f. Heilkunde, vol. i., Prag., 1881, S. A., p. 48.
1 Archiv f. Gynaekol., 18, p. 132.
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naked eye. The frothy character of the discharge he attributed
to the gas escaping from the eysts.

The most recent literature upon the subject is by Hiickel.*
The views therein expressed are based upon the study of two
preparations, both from women above 50 years of age, the exami-
nation being under the direction of Professor Zahn, of Geneva.

They confirm, in every particular, the result obtained from my
original investigations. In both ecases, Hiickel found a violent
and protracted vaginal eatarrh. He further saw gland-like for-
mations in the vaginal mucous membrane in the form of simple
or divided tubes with cubical epithelium and a membrana propria
which descended into them from the surface. These had, appar-
ently, undergone no change, thus confirming the observations of
Preuschen. Hiickel, however, considered the cysts to originate
in these glands, since they also possessed a membrana propria
and a cubical epithelium; he explained their formation by as-
suming that a catarrh of the mucous membrane extends to the
glands, and retention cysts result. He did not find ciliated
epithelium in them. He further adopts the name applied to the
condition by me. Since Hiickel’s article appeared, Heitzmann
has written upon colpohyperplasia, and given some good illustra-
tions, but, in addition to this, nothing new has appeared.}

From the above it seems that the simple name emphysema
of the vagina will not apply to all phases of this affection; the
designation given by me has been adopted by many writers, some
others preferred Ruge’s—colpitis vesiculosa emphysematosa. This
will suffice for a disease which, as Lebedeff has said, *“ has almost
no practical importance for the gynecologist, but is all the more
interesting from a pathological standpoint, since it is not analogous
to any of the known processes.”

9. NEOPLASMS OF THE VAGINAL CONNECTIVE AND MUSCULAR
TrissvuEs.

These tumors of the submucous, muscular, and paravaginal
tissues are grouped according to their composition—fibromata,

* Virchow's Archiv, 1882,
T Spiegelbilder der Normalen und Kranken Vaginal-Portion, Wien, 1883,
pp. 91, 92,
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when of connective tissue and vessels only; fibromyomata, when
they contain muscular fibre in addition to the above, and myo-
mata, when mainly composed of non-striated muscular fibres.

Aitiology.—There are many examples of each of these three
groups, but such neoplasms of the vagina are in fact rare, and
particularly so when compared with the analogous diseases of
the uterus. This fact seems rather remarkable, for the vagina
is exposed to many sources of irritation, disturbances of cireu-
lation, displacements, etc., and at the same time has a thick layer
of non-striated muscular fibres, similar to those of the uterus.
The differences in the character of the mucous membrane, espe-
cially the smaller number of glands and their slight sensitiveness,
and in the number and arrangement of the vessels may in some
degree account for this, but will not alone suffice to explain it. In
contradistinction to those of the uterus the tumors referred to may
be congenital or developed in infancy.® Still they usually occur
during the third and fourth decade, in the child-bearing period.
They are also found in children, in girls about the age of puberty,
and in parous women. But the number of these cases is toosmall to
determine with accuracy the causative influences of the puerperal
processes. Indeed the mtiology of all these formations is very ob-
scure, for if they originated in the uterus, as Kiwisch held, they
are really not vaginal tumors. The existence of the latter, how-
ever, is beyond all question. It is obvious that they cannot be
produced by masturbation, as Faye claims, for the vaginz of
non-masturbating married women are exposed to much greater
irritations than those of the masturbating, and they occur without
causing neoplasms. On the other hand, we must bear in mind
the possibility of a connection between these tumors and a par-
tial hyperplasia of the walls of Gartner’s canals, or of an oblit-
erated Muller’s duct.

Anatomy.—The tumors occur in any portion of the vagina,
and their size varies from that of a pea to that of a child’s head.}
The larger they are the higher they grow, so that finally only the
wall which is affected, but not the point of origin, can be deter-

S —

¥ (Cases by Traetzel and Wilson.
t Greene.
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mined. It is a remarkable fact that the disease generally attacks
the anterior wall, scarcely half so often the posterior, and ap-
parently still more rarely the lateral walls. Leteneur confirmed
the observations of Rokitansky and Klob, but this view was
opposed by Kleinwichter. Another remarkable difference be-
tween vaginal and uterine tumors is that the connective tissue and
muscular vaginal tumors are invariably single, while the opposite
is the fact in tumors of the uterus, They are pedunculated or
sessile with about equal frequency. The pedicle may be thin, or
as thick as the finger; it is generally short and thick, and may
contain quite large vessels. Pedunculated tumors usually become
cylindrical from the pressure of the vaginal walls and, if they
‘partially protrude through the valva, may show a constriction
caused by the introitus of the vagina.®

Numerous changes may oceur in the tissues composing the
tumor. Serous infiltration, tissue becomes less compact, ete., or
blood stasis will soften the tumor or even cause it to fluctuate.
In consequence of this, it has been mistaken for an abscess or a
vaginal eyst. In Neugebauer’s case the lymph vessels surround-
ing the tumor could be anatomically demonstrated. The cedema
is sometimes so great that fluid exudes from the incised surface.
It is obvious that the latter condition would cause a more or less
rapid increase in the size and weight of the tumor.

In one case Kleinwiichter saw a partial myxomatous degen-
eration of the tumor. We cannot doubt the possibility of fatty
degeneration in some cases, though, according to Kleinwichter,
it has never been observed. Calcification has been observed but
once, in Taubert’s case as reported by Meckel, where an excres-
cence of the vagina three drachms in weight was found near the
labia ; this was associated with a ealeareous tumor of the uterus,

Sinee these tumors are sometimes very vascular, arteries as
well as veins being present, the growth will vary in size accord-
ing to the fulness of the vessels within certain limits ; there may
also be points of hemorrhagic exudation. True eavernous tumors
do not seem to have been found in the vagina; Dupuytren had
a case which may have been of this character, but it is =0 incom-

S

* Hildebrandt.
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pletely described that one can only say that it was very vascu-
lar* Flunderberg refers to a case which will serve to illustrate
hemorrhage into the tissues of such a tumor; four weeks after
the delivery of a patient having a vaginal tumor the size of a
cocoanut, an exploratory puncture was made which evacuated a
dark-brown, syrupy, odorless fluid containing shrivelled blood-
corpuscles. These tumors are seldom complicated with other
tumors of the genital organs. Only three cases of this kind are
noted by Schroeder, Virchow and Pillore, where a fibromyoma
of the uterus or an ovarian tumor existed simultaneously.
Neither do they degenerate into sarcoma or carcinoma, or occur
with them ; this is probably due to the comparative scareity of
vaginal glands, and also because these tumors soon form a pedicle
from the pliable wall, are then seen and removed before being
much affected by injurious influences.
Symptoms.—Neoplasms of the vagina grow slowly, they
may remain small for years, and therefore cause no inconven-
lence. They are not infrequently accidentally discovered by the
examining physician. Some patients know of their existence for
years, but, from the fact that they produce but little annoyance,
pay no further attention to them. When they begin to grow they
interfere with the mobility and distensibility of the vagina, or
cause affections of the other pelvie organs. Those developed in
the anterior wall may cause dysuria, cedema, ischuria, or inver-
sion of the wall with its usually associated conditions. Those in
the retrovaginal septum may interfere with or render defecation
impossible. Tumors of large size prevent cohabitation. Such
tumors also displace the vaginal wall and pull the uterus down
or cause latero-version, according to their location. They may
also interfere with menstruation, but this is rather unusual.
As long as they remain small they do not prevent conception,
normal pregnancy and labor. MeClintock found a partially
gangrenous, pedunculated myoma, about the size of a hen’s egg,
in a woman who was in the last month of gestation. The vessels
from which the cedema results may also cause a more rapid growth
during pregnaney, and the tumor may be an obstacle to delivery,

* Kleinwiichter, L. e., p. 367.
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and even cause such a narrowing of the pelvic canal that the
Ceesarean section will become necessary. Smaller tumors delay
labor or render it more difficult, or if the tumor be low down in
the vagina the presenting part may drive it through the vulva,
Porro’s case demonstrates the possibility of mortification and
gangrene resulting from contusion of the tumor. It is not defi-
nitely known whether the tumors diminish in size during the
puerperium, though this is probable; it would depend in great
measure upon their extent and vascularity. If the tumor hasa long
pedicle, it may protrude through the vulva without being forced
down by the contents of the uterus. This occurs spontaneously,
but slowly in small tumors situated low down, and large ones may
by the tension on the vagina cause reflex contraction of the abdo-
minal walls, thus driving the tumor down as if it were the child’s
head, even, as in Greene’s case, causing rupture of the perineum,
This having occurred, the pain is usually lessened. The delivery
of the tumor generally takes place very slowly and is associated
with violent pressure upon the bladder, retention of urine in the
urethra and urethral catarrh.* The tumor may then make walk-
ing, standing, sitting and cohabitation impossible; or it may be-
come strangulated, causing erosions, ulecerations, hemorrhage and
decomposition, finally leading to the expulsion of the tumor or
to septicemia.

Diagnosis.—Small neoplasms of the vaginal wall may at once
be recognized as fibromata by their hardness, their shape and
mobility. If situated high up or in the anterior or posterior
vaginal septum, exploration by the rectum or urethra is often
useful in determining their precise origin. In large solid tumors
such examination is indispensable, combined with palpation of
the abdominal walls, to determine the upper boundary of the
tumor and its connection with the uterus. At the same time
the mobility of the tumor and the displacements of adjacent
organs must be regarded, since neglect might lead to injury of
those organs in the extirpation of the tumor. I think it prob-
able that many polypi which have been driven down from the
uterus during labor have been mistaken for vaginal polypi,

* Kleinwiichter,
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for labor so obliterates the boundary between the uterus and
vagina that it would greatly increase the difficulty of following
the pedicle and determining whether it was located in the vagi-
nal vault or above it. The cases collected by Kleinwichter
are by no means all vaginal tumors, neither are those of Jacob
Denys, 1733, Simon, 1743, in which the presence of such a
tumor is briefly asserted but not proven. So also are the cases
of Baudier, No. 10, and Pillore, No. 13, at least doubtful ; for ex-
ample, in the account of the latter case, we read that “ the tumor
was situated on the anterior uterine and vaginal wall.” Van
Doeveren’s and- Gensoul’s cases may be considered with probable
certainty to have been fibrous uterine polypi, as the pedicle
was inserted very high up and the tumor had delayed the de-
livery ; in one case the extraction of the foetus with the forceps
tore the tumor from its insertion, so that it is questionable
whether the latter could have been determined.

An exploratory puncture would in some conditions prevent
confounding these tumors with cysts or abscesses. In case this
does not make the diagnosis clear the tumor may be harpooned
or a small piece of the wall excised. Sarcomata may be differen-
tiated from fibromata of the vagina by their softness and sensi-
tiveness, and especially by their rapid growth.

Again, solid vaginal tumors have repeatedly been mistaken for
vaginal prolapse, or for uterine inversion, an error which is im-
possible, if the os uteri,and location of the uterus, are ascertained,
and this should be done under all circumstances.

Prognosis.—This depends upon the size, mobility, vaseularity,
location and complications of the tumor. Small tumors should
not be interfered with ; the larger can only be removed by bloody
operations, which may be attended with considerable danger if
the tumor has a broad base. The complications arising during
labor will be determined by the narrowing of the birth canal
which the tumor produces, and the readiness with which it may
be pushed downward. The Czesarean section has repeatedly been
necessary, one-third of the mothers and as many of the children
perishing under the operation.

Treatment.—The tumor should be removed as soon as it be-
comes as large as a walnut, for having once attained this size it
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will soon form a pedicle and produce displacement, ete. If it be
pedunculated the operator must be convinced that the pedicle is
not in connection with adjacent organs, and that no diverticulum
of the bladder, urethra, or rectum extends into it. If the pedicle
is only as thick as a penholder it may be ligated with catgut,
silkworm-gut, or silk, and cut off’ just below the ligature ; if the
pedicle be much thicker, a double ligature is passed through it
and each half tied. If the insertion is broad or the pedicle very
thick, an elastic ligature may be applied about the base, and the
tumor then removed ; the ligature may be passed through some
of the tissue to prevent it from slipping. It is unjustifiable to
leave the tumor to be thrown off by natural processes after liga-
tion, for putrefaction of the ligated portion is liable to produce
general infection through the pedicle.

If there be arterial or parenchymatous hemorrhage after the
removal of the tumor, the arteries may be ligated, or the wound
treated as has been recommended in vaginal cysts.

A broad, thick pedicle may also be divided by the galvano-
cautery, a method which has much to recommend it. But one
should accurately mark out tlre points through which the loop
is to pass before beginning the section, or the parts will recede;
the loop should be allowed to pass through slowly, that is, the
heat should be intense, and a Paquelin’s thermo-cautery kept in
readiness that bleeding arteries may be at once cauterized. It
will be understood that tumors which ecannot be lifted up from
the surface are not to be operated upon in this way, and that care
should always be taken not to exert traction upon adjacent or-
gans with the loop of the cautery.

Broad-based or sessile tumors ean only be removed by turning
them out of their bed with the knife or scissors. The bladder
and rectum are first evacuated, the finger then introduced into
the rectum or the catheter into the bladder as the case may be,
and the introitus of the vagina drawn apart with blunt hooks;
when the size of the tumor will permit it, the vagina may be drawn
down with a loop of cord so that the portion of the wall which is
to be operated upon may be brought into full view. The surface
is now thoroughly disinfected, the capsule laid open, and the
tumor dislodged from its bed with the handle of the scalpel ;
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small bleeding vessels are closed by forsion, and the larger
ligated. The cavity must be carefully disinfected, and if the
walls toward the vagina are very much relaxed, a piece may be
excised from each side, and the wound then closed in its entire
length and breadth by passing the needle completely around it ;
hemorrhage, which is the principal source of dauger, will thus be
prevented. The tumors must not be drawn down with too much
force, since the vagina or perineum may be ruptured.

In addition to myomata with non-striated fibres, there are also
neoplasms of the vagina containing striated muscular tissue.
Hitherto but a single well-authenticated case of this sort is known,
the one described by Breisky and Kaschewarowa Rudewna; a
orowth upon the anterior wall of the vagina, resembling a polypus,
was extirpated, but recurred in six weeks in the form of an irregu-
lar tumor the size of a hen’s egg. The patient was 15 years of age.
This tumor had a reddish color like mucous membrane, and the
tissue forming it was so loose that pieces could easily be broken off
with the finger; in color and consistence the tissue resembled
smoked salmon. It grew rapidly, soon became necrotie, and
caused a fatal issue in three months after the patient’s second
admission. The autopsy showed a nodulated tumor extending
into the paravaginal tissues to the right and posteriorly, where one
portion the size of a goose-egg lay loosely attached. Klebs ex-
amined it microscopically, and determined it to be a hyperplasia
of normal muscular tissue, for he was able to follow out some of
the muscular fasciculi into those belonging to the levator ani.
From the hyperplasia there proceeded a proliferation of the con-
nective tissue and muscular portions, the former as a myxoma,
the latter as fasciculi of striated fibres, which in the older parts
near the point of origin were band-like, striated and without a
sarcolemma ; the tissue more recently developed was composed
of spindle-shaped cells with transverse striz.

These tumors are closely related to sarcoma and carcinoma ;
they soon recur, and are to be treated as the tumors just named.

It appears as if there had been a metastasis of the tumor
in the case just given, for a firm whitish nodule the size of a lentil
was found in one of the pyramids of the kidney, but its character
was not definitely established.
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4. LiromA.

Pelletan claims to have extirpated two lipomata from the recto-
vaginal septum ; proof by microscopical examination is not fur-
nished, however, and no cases of this kind have since been
reported.

5. SARCOMA.

Sarcomata very rarely occur in the vagina. Kaschewarowa
Rudewna has described cases of this character, and Prof. Kieter
has extirpated such tumors. Two others were operated upon by
Spiegelberg. Saengers’s case was a girl three years old. A round-
celled sarcoma originating in the anterior columna rugarum,
associated with cedematous swelling of the tissues, perforated the
bladder, causing death from peritonitis. Ahlfeld had a similar
case of congenital fibrosarcoma. More recently Soltmann has pub-
lished a ease of primary sarcoma of the mucous membrane with
secondary sarcoma of the bladder. Kieter’s cases were of rapidly
recurring spindle-celled tissue ; Spiegelberg’s one case, of a medul-
lary small-celled, and others of spindle-celled sarcomata. Iu Solt-
mann’s case—a child two years old—the tumor proceeded from the
anterior vaginal wall in the form of a convolution of reddish or yel-
low or dark red proliferations, which were transparent, soft, and
in part gelatinous. '

Marchand asserted that the tumor primarily originated in the
vagina, and that the grape-like form was characteristic of vaginal
sarcoma, Further, a case has been observed by Bajardi and E.
Bottini.

Mucous sarcomata may, therefore, occur as a soft circum-
seribed, eireular node, or as a diffuse sarcomatous infiltration, the
latter closely resembling carcinoma. As a rule they are found
in young patients, but are also seen in the aged. Their symptoms
vary with their position. When on the anterior wall they may
cause dysuria, pressure on the bladder, inversion of the wall and
sensations of traction and tension. They may produce genital
hemorrhage after the menopause. Occasionally metastasis to
other organs occurs. Emaciation, anemia, eedema of the extremi-
ties, retention of urine, violent pains and uremic symptoms may
accompany them. If they extend through the vaginal wall and
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attack neighboring organs, their degeneration may cause abnormal
communications with the bladder or rectum, i.e., fistule., Inflam-
mation of the pelvic peritoneum or pressure upon the sacro-
ischiadie plexus will cause violent pain, inability to walk and
constipation.

Treatment.—Early excision of a nodule if isolated may cure
the patient. Spiegelberg’s case is an example of this, no recur-
rence being noted after four years. In diffuse sarcoma the prog-
nosis is bad; recurrence is to be expected even after complete
extirpation, and the operations necessary for the removal are
attended with hemorrhage and are dangerous.

6. PRIMARY CANCER OF THE VAGINA.

All the various forms of carcinoma—cancroid papillary tumors,
fibro- and medullary carcinoma—are met with in the wvagina,
though they are alike rare. Papillary cancroid seems to be
most common on the posterior wall. It sometimes extends in a
longitudinal direction, and sometimes laterally or to the opposite
wall. Ulceration soon occurs on the surface, and hence an
uneven, eroded appearance. The pelvic and inguinal glands are
soon implicated. The urethra is not usually attacked until dur-
ing the last stages of the disease; in one case under my ecare it
became affected two months before death. Proliferations then
extend into it and hydronephrosis and uremic symptoms occur.
Sloughing may take place, causing recto- and vesico-vaginal
fistulze.

Amongst the symptoms are irregular hemorrhages, particularly
after coition, more or less violent itching of the external genitals,
increased secretion of mucusand pus, gradually becoming offensive
in oder, pains in the lower extremities, particularly in the course of
the sciatic nerve, and difficulty in cohabitation. Dysuria or vio-
lent pain in defecation oceurs. With the progress of the disease,
fragments of tissue pass away when the finger or speculum is in-
troduced. In a case of rhabdomyoma, in a woman 70 years of
age, I was able to remove large pieces of the vaginal tissue with
the finger. Quite frequently there is little or no pain even in cases
where the disease has made great inroads into the tissues. In
other cases uremic symptoms are developed, characterized by head-
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ache, nausea and vomiting. Occasionally the hemorrhages are
repeated, the fistulee increase the decomposition, and the patients
finally succumb to the exhaustion or septicemic and uremie pro-
cesses.

Ztiology.—T. Smith found cancer of the recto-vaginal wall
in a child of fourteen months. Guersant saw an excrescence 20
centim. (nearly 8 in.) long and 28 centim. (11 in.) in circum-
ference growing from the introitus of the vagina in a child of
three and a half years. In the Strasburg pathological collection,
where there are four cases of primary vaginal cancer, Johannovsky
discovered a sessile, nodulated, gland-like carcinomatous tumor
the size of a hen’s egg, situated in the posterior vaginal vault.
The preparation was from a girl nine years old. Kiistner was
able to establish a marked predisposition in only one of twenty-
four cases of primary vaginal cancer which he found reported.
Hegarextirpated two ulcerating cancroid nodules from the vagina,
which had developed exactly at the spot where a Hodge’s pessary
had pressed against the ischium, and I believe I have seen a
vaginal cancer result from wearing a Zwanck’s pessary. Kiist-
ner’s patients were, as a rule, above thirty years of age. One-
third of all cases occur in women between forty and sixty years old,
but one-twelfth are between fifteen and twenty, and twenty and
thirty years; there is, therefore, a comparatively large number of
cases of primary vaginal carcinomata in which a protracted local
irritation may be excluded, and which are accordingly in all
probability cases of congenital neoplasm. This tends to subtan-
tiate Cohnheim’s theory which is, that these growths result from
disease germs that are included in the embryonic developmeunt.

It is possible that gestation has something to do with the dewvel-
opment of such germs, for Bailey, Kiistver and Bruckner have
seen cases where the disease was first discovered during gestation,
and my last case came under obszervation soon after the patient
was confined. Such cases are, however, in the minority ; nor’is it
positively known that the disease did not exist prior to pregnancy.

In 17 women with primary vaginal cancer, 6 were nulliparz,
one had aborted gnce, and another twice.

Carcinoma of the vagina has hitherto never been observed
associated with prolapse of the uterus, though the vagina is here
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subjected to protracted irritation, and ulceration of the inverted
wall is a common occurrence.

In more than 5000 women A.Martin found but 4 with primary
vaginal cancer, which very nearly corresponds with Gurlt’s per-
centage from the Vienna clinics—not quite 1 per 1000.

Diagnosis.—Carcinoma may be mistaken for condylomata,
sloughing fibro-myomata, and for sarcomata. The excision and
microscopical examination of small pieces of the tissue is here
eminently proper since it is easily done, is painless and very soon
confirms the diagnosis. Very careful examination of the os uteri
will determine whether the disease be primary or not, for secondary
carcinomais frequent in inverse proportion to the rarity of primary
vaginal cancer. It is interesting to observe that the disease more
frequently extends to adjacent organs, as the bladder and rectum,
than to the uterus which is much more predisposed to ecancer.

If the vaginal portion of the uterus be but slightly affected
when compared with the extension of the disease in the vagina,
as a rule, though not invariably, we may conclude the affection
was primary in the vagina. Kiistner also believes that many
cases of vaginal cancer are reckoned with uterine cancer, because
the vaginal portion had become implicated, and on examination or
in the post-mortem both affections were found present. Never-
theless, he holds that hitherto in only three cases of primary
vaginal cancer has it been proved that the uterus and vagina
were simultaneously affected.

Prognosis.—Klob states that primary vaginal cancer may
be spontaneously eliminated and a cure with the formation of
cicatrices result, but these cases are extremely rare. As a rule,
the prognosis is unfavorable; the average duration in cases ob-
served by me was not longer than in cases of cancer of the uterus,
The disease recurs just as rapidly after an operation.

Treatment.—Circumseribed cancerous nodules should be
excised with the knife or scissors as soon as possible, and the
wound united by sutures. This plan has recently been recom-
mended and successfully carried out in diffuse vaginal carci-
noma by K. Schroeder and A. Martin. The operation has even
been performed in cases where it could be seen in advance that
the loss of time would be so great, a union of the wound would be
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out of the question. K. Schroeder has opened Douglas’s cul-de-
sac and removed the cancerous growth from the vaginal vault and
wall of the rectum, uniting the wound by deep transverse sutures;
two of his patients recovered.

But ordinarily one will be restricted to palliative treatment,
partly in the form of disinfecting injections of solutions of salicylic
acid, thymol, carbolic acid, or corrosive sublimate ; when hemor-
rhage and decomposition occur, the actual cautery should be
applied to the entire carcinomatous surface. Von Gruenewaldt
removed a recurrent vaginal cancer with the galvano-cautery,
but in so doing cut through a branch of the hypogastric artery,
and the patient died from hemorrhage in a few minutes. In my
last case I greatly lessened the hemorrhage and decomposition
by the free application of the actual cautery; the diseased tissue
was so extensive that any union of the wound made by an ex-
cision seemed impossible. After the operation if the loss of tissue
be too great to admit of union, the bleeding vessels should be
separately ligated, the wound cauterized with hot iron, and then
tolerably firmly compressed with salicylated cotton. The tampon
remains from 12 to 24 hours, and the wound is then treated as in
case of cancer of the uterus.

In pregnancy and during labor the treatment will depend
upon the size of the tumors; small ones may be left until two
or three weeks after labor and then excised. Schroeder claims
that the larger ones should be excised during labor, while Spie-

gelberg and Fritsch recommend Ceesarean section for the sake of
the child.

CHAPTER V.
NUTRITIVE DISTURBANCES OF THE VAGINA.

We distinguish eight varieties of imflammation of the vagina,
namely, catarrhal, gonorrheeal, mycotie, gummatous or syphilitic,
eroupous and diphtheritie, dysenteric, erysipelatous and vesiculo-
herpetic.

15
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1. VagIiNAL GoNORRH@EA AND CATARRH.

Vaginal catarrh may be acute or chronic. In the acute form
the mucous membrane is congested, swollen and relaxed, and the
columns more marked. The secretion is profuse, at first trans-
parent, but soon becomes clouded, milky and purulent. The epi-
thelium is exfoliated in large masses. The papillze are swollen;
they appear as nodules the size of a millet seed on the summits of
the folds, and also over the whole extent of the vagina, giving it
an irregular, uneven and rough surface like a file. The swelling
of the papillze in groups is caused by a small-celled infiltration,
the superficial layers of their epithelium being exfoliated, so that
the deep layers alone remain. At first they are rather pale in
color, and situated upon a dark red surface, but they soon become
brown or cherry-red, then black from extravasation of blood, and
may bleed somewhat when the tenderepithelial covering is removed
by the examining finger or speculum. Beside this papillary swell-
ing, the muscular tissue or even the paravaginal connective tissue
may be cedematous, and the inflammation extend to the walls of
the bladder and rectum. The seeretion has usually a strongly acid
reaction, and often contains the previously deseribed trichomonas
vaginalis, in addition to pavement epithelium, mucus, pus corpus-
cles and rod-shaped bacteria. In gonorrheeal colpitis the diplo-
coeel or gonococei of Neisser are also found. The latter are remark-
ably large round micrococei, 0.83 mm. in diam., deeply colored
by methyl violet, lie by the side of each other, or in groups, several
discs of which may be enveloped by mucus, thus forming a colony.
This catarrh may affect the entire vaginal canal or only parts of
it, in the latter case, generally the lower portions, or the part
surrounding the vaginal portion. Catarrh of the uterus, of the
vulva, and particularly of the glands of Bartholin, may be asso-
ciated with vaginal catarrh.

When this affection has become chronic the swelling and the
dark red velvet-like character of the vagina are diminished, the
mucous membrane becoming more livid in color ; the dark-brown
spots become slate-colored ; the secretion is creamy or greenish and
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purulent, often containing the trichomonas vaginalis; the papillary
swelling and the unevenness of the surface are less marked.

Symptoms.—A feeling of internal heat, pressure, chilliness
and increased secretion are the first symptoms. These soon in-
crease in severity, and are followed by fever, pain in the uterus,
desire to micturate, and difficult defecation and coition, The
discharge becomes more profuse, produces excoriation of the
adjacent parts, and adheres to the hairy portion of the vulva,
where its decomposition may cause a very disagreeable odor,
Coition is impossible on account of the pain. The urine coming
in eontact with the inflamed and eroded parts of the introitus
causes a violent burning pain. Retention of urine accompanies
the severer forms of the affection. The patient is annoyed by
desire to go to stool, or by pain during defecation. This condi-
tion may last two or three weeks, and she is debilitated by the
profuse secretion, fever and pain, after which the disease may
subside, or pass into the chronic state. In chronic catarrh atten-
tion need be called only to the profuse secretion and its conse-
quences. The patient is weak, becomes pale, has rings about the
eyes and anorexia, and is constipated; eoition, while no longer so
painful, causes some suffering. Conception is rendered more dif-
ficult, not only for the reason just given, but because the discharge
destroys the spermatozoids.

A diffuse acute or chronic vaginal catarrh is rarely uncompli-
cated. In 30 cases in girls under eighteen years, Boys de Loury
found 20 complicated with vulvitis. It is still more frequently
associated with endometritis, or the latter supervenes when the
catarrh has been protracted. Other complications will be named
when we consider the mtiology.

Diagnosis.—When the labia are separated so that the lower
part of the vagina is exposed, catarrh of the mucous membrane
may be recognized by the naked eye; and from the previous
deseription, it can be known if the disease is acute or chronic.
To determine whether the whole vaginal canal or only a part of
it is affected, the vagina must be examined by means of specula,
or of various retractors.



172 DISEASES OF WOMEN.,

APPENDIX.
Vaginal and Uterine Specula.

Historical.—Galen® is apparently the first writer who men-
tions the vaginal speculum. It has been asserted that Areteeust
was acquainted with it, because he described ulcerations of the
uterus and their treatment; but this conclusion is not justifi-
able, for what was then called the osculum uteri was really the
introitus of the vagina. Aetius knew of the speculum, and often
uzed it;f but the instrument was known long before his time,
because two and three-bladed specula have been found in Pompeii
and Herculaneum.

Jacob Rueff, in his treatise,§ gives an illustration of a three-
bladed speculum, which he called a speculum matris, and which
he used to dilate the os uteri during labor. The speculum was
then forgotten until it was discovercd or rather reinvented by
Récamier,|| when it rapidly passed into general use. Carl Mayer
introduced the milk-glass speculum into Germany, and Fergusson,
the silvered-glass speculum into England. Further, Simon, Metz-
ler, and Sims9 began to use the duck-billed speculum, which led
to the many varieties and improvements of the present day.

Varieties.—The forms in general use, are the simple and
double tubular, one, two, three and four-bladed, and single and
double duck-bill speculum.

Any one of these may be with or without a handle, and may
be provided with an obturator, or lever and screw, to separate
the blades. In order that as much as possible of the vaginal
walls may be seen after the speculum is introdueed, it is composed
of several parts, or made of glass, or fenestrated.

The cheapest and simplest variety for many cases, particularly
if the vagina is large aud- not sensitive, or for the long vagina
of pregnancy, is the tubular speculum of milk-glass or of hard
rubber. Fergusson’s are more expensive, and they illuminate
poorly when there is a bloody discharge. The tubular speculum

* A.D. 131-200. T A.p. 100, 1 A.p. 502-575.
% De Conceptu et Generatione Hominis.

| 1818. 1 1845-1846.
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is not a suitable form when the vaginal portion iz drawn back-
wards and fixed, in retroflexion or in any other condition where
it is hard to engage, since -one must have a certain size for each
ease, and then it is sometimes impossible to bring the portion in
view by the largest instruments. Moreover, they must be kept
by the patient in case remedies are to be applied through them,

Those patients who have noticed what a difference there is
with regard to the introduction of the instrument between these
and the two-bladed Cusco speculum, invariably prefer the latter,
Its most important advantages, however, are the ease and cer-
tainty with which the vaginal portion may be engaged, after one
has ascertained its direction by touch, and, secondly, when the
portion is once engaged, the speculum is self-retaining. Two or
three differing in length and width will suffice for almost all
cases.

The blades of Cusco’s speculum are placed on the anterior and
posterior walls of the vagina.

The duck-bill specula introduced by Sims and Simon, which
have contributed so much to progress in the diagnosis and treat-
ment of vaginal and uterine affections, were not devised by them,
but, as Schuppert (of New Orleans) has shown, by Metzler in
1846. The latter described his instrument as follows: A silver
or plated vaginal speculum which consists of a gutter-shaped
conical blade measuring five inches and a half, the lower half of
which had a sharp outward curve.

In order that the blades might be separated as widely as possi-
ble without being hindered by the screw, Bozeman had a spec-
ulum made for his fistula operation, which was to be introduced
in the knee-elbow position; the blades are to pass along the
sides of the vagina, and have two arms attached to them perpen-
dicular to their long axis which can be separated by a screw.
In Smith’s and in Goodell’s speculum the blades are separated
in parallel lines by screws, or may be made to diverge by means
of the lever, the screw fixing them in either position: this iz an
improvement.

The most recent instrument is that devised by Massari. It is
to be introduced in the lateral posture, the shorter, more curved
blade being for the anterior vaginal wall, the flatter, wider and
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longer blade, for the posterior one. The metal rods in connection
with the blades have their lower extremities bent downward and
a screw attached. The rods are attached to the blades by a
movable joint, so that each blade may be placed in a variety of
positions, thus attaining the greatest possible number of modifica-
tions. I consider this a very complete instrument, and worthy
of being recommended.

The Application.—The speculum is usually introduced
after touch. The introitus is exposed by drawing the labia
minora apart, the urethra is to be avoided, and the instrument
carefully introduced without the use of force. The obturator is
removed, or the blades opened by pressure, when the point is
reached where the os uteri is believed to be,and, after it has been
examined, the whole vagina may be seen, or medicines applied
to it as the blades are being withdrawn.

The use of the speculum informs us of the area and intensity
of vaginal disease, of the origin of discharge, of the compli-
cations, the condition of the lips of the uterus, and of the uter-
ine secretions. Since Beigel found an acid reaction at the introi-
tus of the vagina in all cases of genital discharge, the reaction alone
is not sufficient to warrant the exclusion of a uterine hypersecre-
tion.

In addition to the above, a microscopical examination of the
vaginal secretion is essential to a complete knowledge of the
condition.

Mtiology.—Active and passive hyperemia of the pelvie
organs predisposes to vaginal catarrh, and therefore, pregnancy
and labor are causes, also all disorders of menstruation, mictu-
rition, and defecation. A still more common cause is obstinate
and chronic constipation protracted through years. Accord-
ing to Matthews Duncan, alcoholism predisposes to vaginal
catarrh. Under these circumstances, acute inflammation appears
after taking violent cold, e.g., wetting the feet, dancing during
or immediately after menstruation; or from injuries received in
violent coition, particularly when there is a disproportion in the
male and female genitals ; further, when vaginal pessaries, which
are unsuitable or are too large, or of improper material, are
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worn, I have repeatedly seen acute vaginal catarrh result from
wearing one of the recently introduced stem pessaries (Martin’s),
which are poorly varnished.

Masturbation with foreign bodies of any sort which are intro-
duced into the vagina and sometimes left there, acts in the same
way. KExcessive uncleanliness among the working classes may
also be a cause.* The passage of feces and urine through the va-
gina is very liable to produce a catarrbal condition. It is ques-
tionable whether worms—the oxyuris vermicularis —will cause
vaginal catarrh, since they never enter the vagina in great num-
bers, only a few at a time being present,

But, beyond all question, the most frequent cause of acute pri-
mary, vaginal catarrh is gonorrheeal infection.

Secondarily, we find vaginal catarrh associated with diabetes,
general scrotulosis, neoplasms of the vagina, and uterine affec-
tions, particularly those characterized by profuse secretion and
decomposition, and hence the puerperal state is an especially fruit-
ful source of vaginal catarrh. Further, it may oceur in various
systemie affections, e.g., exanthemata, dysentery and chlorosis.

About two-thirds of the cases of acute catarrh become chronie,
all causes which were concerned in the production of the former,
being also in force in the latter. Neglect during menstruation is
here of especial significance.

Vaginal catarrh is certainly a common complaint, but still by
no means as frequent as cervical catarrh.

Prognosis.—In regard to the duration, the prognosis must
be guarded on account of the tendency to recurrence, the neglect
of the first stages of the disease, and the frequent development
of chronic catarrh. Acute primary cases, and those caused by
taking cold, by foreign bodies, pessaries, ete., are most easily, cer-
tainly and rapidly cured. The chronic catarrh of constitutional
ailments often disappears with the latter, as is the case in that
of exanthemata, though this also occasionally becomes chronie.
Sims found that the acid vaginal mucus generally killed the sper-
matozoids in five or six minutes, and therefore this secretion may
be a cause of sterility in some women, It usually requires weeks

¥ The maggots of a marsh fly.—E. Martin.
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and months to effect a cure in chronie eatarrh, the time often
being still more protracted because the patients, out of regard for
their husbands, do not practice strict sexual continence, which
must always be insisted upon.

Treatment.—Vaginal catarrh can only be entirely pre-
vented by preventing its causes. The force of this precept is
seen in regard to dietetic regulations during menstruation,
This must not be considered only when the menses are profuse
or painful, but also when they are perfectly normal. Dancing
during menstruation is especially injurious, but warning is gen-
erally useless. This disregard is not the result of simple desire
for pleasure or the enjoyment of the dance, but more frequently
of a certain shame or anxiety lest the reason may be surmised
why the young girl does not dance, or remains away from the
ball. Or, the menses may appear during the dance, and the fact
be concealed for the reasons just given. To stop the flow by
using sitz- and foot-baths, or to provoke it by the use of internal
medicines or other means, as is the custom of so many young
women, ig, of course, extremely reprehensible. Many a mother
has confessed to me neglect in this particular, stating that she
has allowed her daughter to dance while menstruating, etc., and
that sickness has been the immediate result. Many young girls
make themselves sick by the intemperate use of sour beverages,
which they have learned will make them pale and interesting,
and they are not infrequently successful ; in these cases a muco-
purulent discharge replaces the normal menstrual flow.

Again, long and fatiguing wedding-tours are especially harm-
ful and injudicious. The nights are spent in sexual dissipa-
tion, the days in climbing mountains, riding or driving over rough
roads, walking about or standing in galleries, ete., all of which
tend to produce active and passive hyperemia of the pelvie
organs, so that frequently abortion and its consequences super-
vene, or swelling and hypersecretion of the vaginal mucous mem-
brane occur before couception. It is for these reasons that so
many young wives are forced to apply to a gynecologist, even be-
fore their wedding tour is completed.

Another important point in prophylaxis is this: Attention to
irregularities in defecation in early childhood, and especially at the
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age of puberty. Young girls will not speak freely with the fam-
ily physician on this topic, but at a later period of their lives
often bitterly regret the sin of omission ; obstinate constipation
is most frequently associated with fernale diseases.

The treatment of vaginal catarrh must be local, and in many
eases also internal.  Tepid sitz-baths, warm baths, and a thorough
washing the external genitals with a solution of carbolic acid
will begin the local treatment. Where the swelling is great, the
pain severe, and the hyperemia considerable, local depletion by
three to five leeches on the perineum has been advised, but I
do not consider this essential and have never used it under such
conditions.

In the early stages we may apply with great advantage
emollient, antiphlogistic, then antiseptic, and finally astringent
medicines directly to the mucous membrane. The method of ap-
plication may be, and indeed, to produce the best results, should
be varied. The medicines named may be injected in the form of
solutions gradually going from the mild to the stronger, or poured
in through the speculum, or they may be allowed to act through
a bath speculum in a sitz-bath; or, again, they may be applied
as suppositories with cocoa butter, gelatin, or tragacanth, or
as ointments put upon cotton tampons, or, finally, pulverized and
sprinkled upon the vaginal walls, or applied upon cotton.

The emollients of service in the early stages are tepid, mucila-
ginous injections with flaxseed, oatmeal, althea (prepared with
milk), or poppy-head decoctions, to which a few spoonfuls of lead-
water may be added. The pressure should not be too great, the
tube should be pushed far up in the vagina, and about a quart of
fluid used each time.

These should be followed by antiphlogistic and antiseptic injec-
tions, e.g., borated water (3 per cent.), salicylated water (0.1 tod.5
per cent. ), solution of carbolic acid (0.5 to 2 per cent.), one, two, or
three times daily, or a solution of corresive sublimate (1 : 1000
or 2 : 1000) once or twice daily at a temperature of from 22° to 25°
R. (68° to 77° F.). Cool injections often feel better to the patient
at first, but she soon learns that the tepid or warm injections afford
more permanent relief. Pouring the solution into the vagina
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through a wooden or glass speculum has not much to recommend it
during this early stage, because the introduction of the instrument
is very painful, and should be resorted to as seldom as possible;
the use of the bath-speculum is objectionable for the same reason.

When the congestion, swelling and pain have diminished, and
the profuse secretion alone remains, the astringents should be
used in the following order: Injections of lead water, or of acetate
of lead, decoction of oak bark (15:200), aluminate of copper,
sulphate of copper, sulphate of iron, alum, infusion of matico,
kino, catechu (decoct. 15:200), and sulphate of zine. Of the
salts one may take grs. 15: 30 to the quart as a mild solution, gr.
70:80 as a stronger one, or several may be used at once, e. g.,
alum and sulphate of iron in equal parts.

But since all injections run off rapidly, often over the folds in
the mucous membrane, not penetrating into all the depressions,
ete., physicians have for fifty years been endeavoring to secure
more perfect action of the remedies in some other way. For ex-
ample, Locock introduced pieces of linen covered with ext. of lead,
laudanum, and mucilage into the vagina (1834). In 1835 Ricord
advised packing the vagina with compresses wet with a solution
of nitrate of silver; in fact this agent was strongly recommended
for acute and chronic colpitis by most writers of that time. Others
have used soft sponges saturated with the remedy, e. g., red-wine.
In case the patient is scrupulously cleanly, the latter may often be
used with good effect, but in general they are not praecticable on
account of the irritation and decomposition which ensue.

Black in particular recommended suppositories, or better vaginal
globules of cocoa-butter, to which he added sulphate of morphia
half a grain in each dose, and solution of sesquichloride of iron
twelve drops, to be applied every other day. He claims to have
effected a cure with solution of iron in 9 days, with alum and
tannin in 94, balsam of copaiba in 12, with ointment of iodine in
13, with citrine ointment in 14, and with chloride of zine ointment
in 19 days. But when I hear the praises of remedies sung in
this way I always think of Siebold’s amusing account of the lec-
tures of old Dr. Horn : If this does not help the patient, recipe
—and if that be ineffectual, recipe—ete., ete.  When these globules
are made of gelatin they often pass away undissolved; on the
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other hand, rods or pencils of tragacanth mucilage, 6 centim.
(2.3 in.) long, 1 centim. (3 in.) thick, mixed with a little sugar
and placed in a narrow vagina, are often of good service.

But in obstinate catarrh this method of application is often
insufficient, since the globules are too small, slip out, and do not
contain enough of the medicine. Recourse must then be had to
tampons, the size of a walnut or hen’s egg, made of fine soft cotton
or borated lint ; these are to be covered with an astringent oint-
ment. Here I can particularly recommend extract of rhatany,
4 to 50 of vaseline, as an active and painless remedy. Recently
glycerole of tannic acid (Demarquay 1 or 2 to 10) has been very
much used, but it is often followed by a quite profuse, thin, watery
discharge, which renders the parts very dry, and may greatly
alarm the patient unless she is prepared to expect it.

Further, painting the parts where the affection is most intense
with solution of nitrate of silver, or with pyroligneous acid, and
then immediately dusting over astringent and antiphlogistic pow-
ders, as alum, tannin, or iodoform, will be very useful in the
chronic stage; this should be done two or three times a week.
Recently hot water injections, at blood heat or several degrees
higher, and under a very strong pressure, have been particularly
recommended. Matthews Duncan reports a case in which these
injections twice a day for five days completely cured the patient.*
If the above named means do not cure, several may be combined;
the injections may be used with the globules or tampons, and the
parts periodically cauterized through the speculum.

Finally, the so-called bath-specula have been used; they are
introduced into the vagina while the patient is in a sitz- or full-
bath, and are retained during the bath so that the fluid may come
in contact with the diseased membrane. The inner extremity must
be rounded off, and the walls perforated, fenestrated, or made of
spirals. But they have been superseded by the more efficient
globules and tampons, and since gynecologists have called atten-
tion to the fact that they may be used for masturbation, they are
not to be recommended.

Internal medication should not be neglected in acute or in

* Clinical Lectures, ete., London, 1883, p. 165.
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chronic catarrh. In the former the diet should be earefully
regulated, and mild cathartics occasionally used, e. g., castor-oil,
magnesia, various bitter waters and infusions. A few doses of
calomel, gr. 3 or 4 daily, until free evacuations are produced,
will have an antiphlogistic effect.

In chronic catarrh with a serofulous diathesis cod-liver oil is
indicated ; anemic patients will be treated with iron, especially
the albuminous oxide ; torpid individuals complaining of anorexia
should be given cinchona or its alkaloids; these remedies improve
the general nutrition and aet upon the constitutional taint peculiar
to each affection. The use of baths and waters is often necessary
in scrofula, diabetes, and alcoholism, and for this purpose the
waters of Carlsbad, Kreuznach, Ems, Neuenahr, Hall in upper
Austria, and To6lz are often curative. At the three last named
resorts the baths may also be used.

It the case be one of infectious colpitis the hushand must be
treated ; he must be thoroughly cured before he again cohabits
with his wife, and his attention called to the great danger the
latter may incur from endometritis, salpingitis and pelvie peri-
tonitis, I have seen a cancroid papillary tumor rapidly develop
after repeated catarrh of the vagina associated with endo- and
parametritis. Recurrent gonorrhceal colpitis has usually been
treated with a strong solution of carbolic acid (5 per cent.) and
nitrate of silver thrown into the vagina through a speculum ;
pyroligneous acid has also been used to check the discharge.

The leucorrbeea of young children may be successfully treated
with bougies of gelatin or gum tragacanth about the thickness cf
a catheter, composed of 1 to 2 parts of iodoform to 10 or 15 of
the vehicle. Constitutional conditions must also here be regarded,
the scrofulous diathesis corrected, the activity of the skin pro-
moted, and constipation relieved. Baths, cod-liver oil, iron, and
cathartics or injections play as important a role in the treatment
of this leucorrhee1 as the local use of the remedies mentioned.

2. Corpitis Mycorica (Mycoric CoLPITIS).

If the spores or filaments of different fungi be placed in the
vagina of a healthy woman they easily attach themselves, but the
filaments and mycelia usually spontaneously disappear in two or
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three days. I have repeatedly performed this experiment by
placing in the vagina of a non-gravida, fungi taken from a
gravida, but I have never been able to verify the observation of
Haussmann, that the fungus not only attaches itself, but its
growth is associated with a slight fever, moderate inflamma-
tion and increased secretion, that is to say, that the fungus is
not the consequence, but the cause of the diseased condition.* But
I do not wish to dispute his statement. Haussmann has also
succeeded in transplanting the fungus of muguet to a pregnant
woman, but never, however, to a healthy non-gravida. From
these experiments it appears that a certain local predisposition is
essential to the development of fungi in the vagina, which may
be furnished simply by the changes peculiar to pregnancy or by
the disorders incident to displacement or vascular disturbance.
The varieties of fungi found in the female genital organs are :
A. The leptothrix vaginalis, which, according to Haussmann,
oceurs in 14 per cent. of the pregnant, and in 10 per cent. of the
non-pregnant ; in the normal uterine secretion it is never found.
1t has the form of filaments whose length varies between 0.0055
mm. and 0.25 mm., their breadth being about } of their length ;
they have rounded ends and are round upon transverse section.
The spores belonging to them are oval, 0.0022-0.0033 mm. in
length, and 0.0015-0.0022 mm. broad. lodine colors the spores
and filaments a greenish yellow. According to L. Mayer’s obser-
vations and my own, they are sometimes branched ; Haussmann
and Hallier have never so found them. Transplantations from
one woman to another have succeeded, but the fungus disap-
peared with an increased secretion from the last in 10 or 11 days.§
B. The brauched fungus with broad filaments according to
Hallier and Haussmann—oidium albicans.f The breadth of these
filaments varies between 0.0011 mm. and 0.0055 mm.; the proper
my celia filaments are not cleft, are seldom more than 0.0033 mm.
broad, and between them are those which have a great number
of members or branches. Haussmann says this fungus has no
organs of reproduction ; the pistils which spring from the mycelia

* Haussmann, Die Parasiten der weibl. Geschlechtsorgane, Derlin, 1870,
T Haussmann’s I. Versuch, p. 55,

I Robin,
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are rounded or they have upon them a round, oval or pear-
shaped body generally containing a nucleus, alone or in a vacuole.
The spores are round, oval, elliptic or pear-shaped, and often have
a free nucleus or one inclosed in a vacuole. Haussmann claims
to have found completely developed sporangia 0.0475 mm. long
and 0.0342 broad only onece, but I have very frequently found
them in the mouth. I have never seen them in the vaginal fungus,
and eannot accept Haussmann's explanation—that during each
respiration the walls of the vagina move upon each other (?),
thus limiting their development, and also causing the ripened
sporangia to be loosened—as very fortunate, since if this were
true we ought not to find sporangia in the mouths of infants,
which, as already mentioned, is a frequent occurrence. Hauss-
mann himself did not succeed in developing sporangia,® which,
as he states, corresponds very well with Hallier’s definition of
oidium, and with clinical experience, namely that the female
genitals do not furnish a good soil for a luxuriant vegetation.
He therefore believes that the muguet fungus of the cavity of
the mouth, the oidium lactis, and the ordinary vaginal fungus
are identical, the existing difference being caused by the different
fertility and temperature of the soils.

Haussmann had a negative result in transplanting penicillium
glaucum, aspergillus glaucus, microsporon furfur, botrytis cinerea,
mucor mucedo and mucor stolonifer to the female genitals.

Symptoms.—While the vaginal leptothrix causes little or
no inconvenience, some patients who have the second form of
mycosis complain of a severe itching and burning as soon as the
affection has reached a certain intensity, also of heat and in-
creased secretion ; there is decided swelling of the internal parts
which extends to the vulva so that the patients can hardly stand
or walk. The pruritus is very violent at night, and the burning
sensation becomes almost intolerable. The hypersecretion de-
pends upon the exfoliation of the epithelium, and this upon
the mass of the fungus, and its growth upon the mucous membrane.
Some patients have comparatively few symptoms. As a rule

¥ L. c., p. 89.
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mycosis begins with symptoms of a subacute inflammation, which
abates and then increases in intensity, gradually extending to the
whole vaginal canal.

Since the growth usually descends to the introitus and inner
surface of the nymphw, and into the folds about the urethral
orifice, the urine comes in contact with places where the epithelium
has been exfoliated and causes pain. The pressure of a large
growth of leptothrix filaments is said to hinder the development
of the oidium variety. Fungi have hitherto never been found in
the os uteri.

The symptoms may be paroxysmal, and great irritation, rub-
bing and scratching, followed by exhaustion, and even profound
weakness may occur.

The affection usually lasts from 5 to 10 days; it may become
chronic or recurrent, when it may persist for 3 or 4 weeks, or
even for months, as I have seen it during gestation.

Diagnosis.—A myecotic vagina and the mouth affected with
muguet are in many respects similar in appearance. Upon the
reddened sensitive mucous membrane, we see small whitish or
whitish-yellow spots which cannot be scraped off, without, at the
same time, removing the epithelium.

Under the microscope, the previously described filaments, spores
and mycelia may be easily recognized. Sometimes they are con-
fluent, but they never form large patches, as are seen in croup or
diphtheria, and they are never larger than a pea. It is not defi-
nitely known how far the fungi penetrate the mucous membrane,
but it is probable not deeply, since they may be removed from the
surface with comparative ease. The slight fever and the scattered
patches or spots, when examined with the microscope, suffice to
differentiate mycosis from other forms of colpitis.

Atiology.—All persons, who have catarrh of the genital
tract, particularly if chronie, are predisposed to mycosis. Further,
the gravid state furnishes the most fruitful soil for the develop-
ment of these fungi. Kiichenmeister, Wrede and L. Mayer regard
moist and mouldy dwellings to be a cause of mycosis, but the
mould which is found upon the walls of buildings will not grow
in the female genitals and, therefore, direct inoculation is improb-
able. Haussmann makes a similar statement as to microsporon
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furfur ; but pityriasis versicolor during pregnancy does not pre-
dispose to vaginal myecosis. In 200 pregnant women, Haussmann
found wvaginal mycosis twenty-two times, i.e., 11 per ceant., but
only in 1 or 2 per cent. of the non-pregnant; and 33 per cent. of
the pregnant had some venereal affection.

Friedreich found a fungus between the prepuce and glans
penis of diabetic men, and the question has arisen whether this
may not be transplanted, causing thereby vaginal mycosis.

This possibility is not to be doubted, and in a case of my own
it seems very probable ; a lady in the better class of society was
affected with a very obstinate mycosis for several years, and which
frequently recurred ; her husband was a diabetic.

It is also possible that the fungi may be carried by the fingers
of the gynecologist directly to the parts. I had not been able to
trace any instance of mycosis to touching the genitals by the
hands dusted with flour, but E. Martin gives this as the cause in
one of his cases, where a miller had been applying his hand to
the genitals of his betrothed. Since then I had a case of severe
mycosis in a baker’s wife where such an ztiological connection
was very probable. Finally, A. Vogel has found vaginal fungi
in children with muguet, a condition which may be owing to the
evacuation of the fungus with the stools, or neglect of the nurse.

As a rule they disappear in the puerperium, either being me-
chanically removed by the parts of the feetus, or by the strongly
alkaline lochia. But since they are still in the vaginal walls
when the head is born, Haussmann believes the child may be then
inoculated with muguet.

' The prognosis is good ; the fungi usually disappear rapidly.
At first, the symptoms may be quite severe, but they are easily
removed, and usually in less than fourteen days.

Treatment.—Frequent injections of tepid or cool water will
carry away the detached masses of fungi, and destroy the spores
and filaments which still eling to the vaginal walls; one or two
quarts must be thrown with some force through the vaginal tube
at each injection. Various medicines have a tendency to destroy
these fungi, viz., solutions of sulphate of copper, 1.5 or 2 to the
100, and of salicylic acid, 1 or 2 to 1000, carbolic acid, 2 per
cent., or corrosive sublimate, 1 or 2 to 1000,
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A glass tube shounld be used for the injections, because the
smallest particles may be easily seen in their interior, and the
little orifices are more easily cleansed.

When severe burning pain persists in spite of frequent injec-
tions, relief may be obtained by tepid sitz-baths, or by anointing
the parts at night with salicylated or earbolized vaseline. More-
over, mild cathartics and a light diet, with abstinence from
alcoholic drinks, should be prescribed for 6 or 8 days. A partie-
ular form of colpitis mycotica is

Covrprris TuBErcULOsA (TuBercuLous CoLpITIS).

Since we know that the changes peculiar to tuberculosis, i.e.,
inflammation with the formation of inoculable, cellular, non-vas-
cular nodules, are due to a species of fungus, tuberculous ulecera-
tion of the vagina must be considered as belonging to the cate-
gory of mycotic diseases rather than to the neoplasms. Tubercu-
losis of the vagina is extremely rare. Virchow and Klob have
proved its existence. Virchow, in a case of extensive tuberculosis
of the urinary organs, found in the vagina groups of gray tubereles
upon a reddish base. The izolated gray nodules were found in
small numbers at the introitus of the vagina; they were more
numerous in the vaginal vault, and most numerous at the os uteri.

Associated with tuberculosis of the lungs, liver and intestines,
Klob saw the vagina covered with numberless small, confluent,
circular ulcerations with undermined edges, and in the tissues
beneath them, yellow, caseous, broken-down, tuberculous nodules
about the size of a pin’s head. In 45 cases of genital tuberculo-
sis, Geil found at the same time vaginal tuberculosisin only three.
In addition to Virchow’s ecases mentioned above, Gusserow has
published two cases of vaginal tuberculous ulcers.

But since the vaginal disease is secondary, only oceurring when
associated with tuberculosis of the uterus, or of other organs, it
has no further clinical significance.

3. Covrprris GummosA (GummAaTous COLPITIS).

In November, 1878, I described a disease of the vagina in a
patient under my charge, being able to find in literature but one
similar case. This was an observation which Birch-Hirschfeld

16
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made at the autopsy of a woman 54 years of age, who, in addi-
tion to characteristic cicatrices on the gums, had old gummata
in the liver.* In this case the vagina was constricted, had a
smooth pale surface, the submucous and perivaginal connective
tissue indurated by gummata, so that the organ appeared like
a thick-walled tube. The microscopical examination confirmed
the opinion that it was a case of syphilitic perivaginitis.

But in my case, the mucous membrane and submucous tissue
alone were affected, the vaginal canal seeming searcely more rigid
than usual ; the inner surface was dry, rough from a grayish white
membrane which covered it, and irregular, in short—it was an
admirable example of endocolpitis. I have had the patient under
observation for five years, and have treated her in all possible
ways without the slightest benefit, sy philitic changes in the mean-
time having progressed in her eye. Hitherto the case is unique,
and I shall, therefore, desecribe it in full:

The patient, a brunette, 28 years of age, her parents alive and well, has
seven healthy brothers and sisters, four having died in childhood ; through
her childhood she was healthy, but in her fifteenth year was attacked with
swelling in both legs, which disappeared under treatment. In her six-
teenth year she suffered with pain in the sacrum and abdomen, which
returned every four weeks and lasted eight days. In her seventeenth year
she first noticed a white discharge that did not completely disappear. In
her nineteenth year she had an eruption on her face and arms, which was
treated by inunctions. As soon as the eruption on the face disappeared,
the left eye became affected, which remained in a very bad condition. At
twenty years the patient had ulcer of the stomach, as stated by her physi-
cian ; she vomited blood ; this attack lasted nine months, and as soon as she
recovered from it, an inflammation of the abdomen, i.e , peritonitis, occurred
and continued forsix weeks; her hair fell out, but soon grew again. Inher
twenty-second year she had the first hemorrhage from the genital organs;
this occurred at intervals of six months and was associated with the pre-
vions periodical pain in the saeral region. At twenty-five years she had an
inflammation of the throat. Patient was never well, and had done no work
because she did not feel able. Since 1874 she says she has been under the
care of a physician on aceount of the trouble with her eye, when similar
pseudomembranous layers were exfoliated from it as at present.

Patient says she had sexual intercourse in 1870 for the first time; it was

* Lehrbuch d. Patholog. Anatomie, Leipzig, 1877, p. 1161, Anmerkung.
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very painful and was followed by an increase in the then existing discharge,
which became as clear as water and muecilaginons. The ernption had
existed three months before cohabitation. She emphatically denies having
had unlcers on the genitals at that time. One vear ago she was treated
by a gyneecologist for the abdominal and sacral pain and white discharge;
the discharge is then said to have ceased, and the present condition began
August, 1877. She has never miscarried or been delivered of a child at
term.

On the 14th-21st of October, 1878, I found her in the following condition :
Brunette, head well covered with hair, and superficial, oval, pale cicatrices
on the forehead and cheeks. The left eve is closed, the lids moderately red-
dened and swollen, the lower lid inverted so that the lashes touch the cornen,
npon the internal surface of which there is opague membrane, that may
be easily removed. The conjunctiva of the ball is swollen, and forms a
prominent border about the cornea; internally and below it also is covered
with the opaque membrane, its other portions being reddened up to the mar-
gin of the cornea, and its vessels dilated. The portion of the cornea corre-
sponding to the part of the conjunctiva most affected, is infiltrated, gray
and clonded. The pupil is dilated, irregular and deformed. When the mem-
brane is removed, the conjunctiva pours out a secretion; this removal is
painful. On parts where the psendomembrane grows, and which invariably
is renewed in a few days when detached, it is corneous and dry. The right
eye is unaffected.

On the right tonsil there is a circular, flat, grayish spot where the tissne
seems to be changed. The uvula and gums are but little reddened.

The vulva is little reddened up to the mons veneris; there are no ero-
sions in the left fold of the thigh. The labia are not swollen, but are dry.
The rima is closed. When the nymphee are drawn apart, there is found also
a gravish white pseudomembrane which is in fact detached; this begins
above the urethra, passes into it, and upon the anterior vaginal wall, also
laterally from the inner surface of the nymphe into the vagina, down to the
posterior commissure, and thence through the entire vaginal canal as far as
the vaginal portion. Externally, it ceases abruptly at the edges of the fren-
ulum and nymphs ; above it extends to the vaginal vault, and at one time
only, a small white spot as large as a pea was seen on the posterior uterine
lip, but not at the border of the os. The external os is smooth, there is no
cervical flow whatever, the sound is easily introduced and shows the uterus
to be of normal length, and when removed there is no evidence of membranes,
ete. The membrane or deposit on the vagina is, in some places, several
millimeters thick, may be easily pulled off’ with the forceps, and the paris
under it are pale red.

The finger or speculum is introduced with great difficulty; even when
well oiled, the membranes which they remove are pushed before them and
hinder their advance, and much pain is eaused. There is no hemorrhage
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or other fluid secretion, and at first sight the affection seems to be a general
eroupous inflammation of the vagina. Upon touch, it resembles those
changes which are produced in the vagina by strong applications of alom
or solution of sesquichloride of iron.

The secretion has an intense acid reaction. The temperature is not
increased,—vagina and rectum 98.5° F. The microscopical examination of
the exfoliated masses revealed numerous cell-like fatty corpuscles, containing
in part acicular erystals; when ether was added the fatty bodies broke up
into drops and then completely dissolved; in addition there were thick
layers of cornified epidermis-like pavement epithelinm.

In order to examine the tissne of the mucons membrane itself I excised
a piece just behind the carnnculse, posteriorly to the right side, where the
deposit was especially great. Hon. Medical Counsellor Dr. Birch-Hirsch-
feld was so kind as to examine it, with the following result: The epithelium
was very much thickened, the epidermis-like upper layers were in many places
loosened in masses or lamelle like @ membrane. The epithelial stratum eorre-
sponding to the rete Malpighii was also much thickened and had very large cells.
The papillary bodies were hypertrophied, the submucous tissue was greatly in-
creased, eontaining very many thick-walled vesscls, between which the tissues were
abundantly infiltrated with round and fusiform eells, so that it luoked like a sce-
tion of a fresh gummatous proliferafion.

On further observation of the patient we saw that new membranes were
formed within two or three days upon the places from which we had re-
moved them. Near the navieular fossa we could see this in progress ; small
eray nodules as large as a pin head at first appeared, and these later became
confluent.

Another very interesting feature of the case was that October 16th, 1878,
a discharge of blood, lasting two days—the blood escaping by drops,—
occurred from the vulva.

When we now introduced the s:per:ululn, October 19th, we saw the whole
vagina filled with a peat-like black mass resembling the blood-clots caused
by solution of sesquichloride of iron, except that it was much dryer. This
was removed by irrigation with a 2 per cent. solution of carbolized water, and
from now on a greater or less mass of the same kind was thrown off by the
vaginal walls. The membranes were not spontaneously expelled because
they were too dry, but clung in thick layers to the vaginal canal.

The patient had no fever whatever during four-and-a-half weeks. Her
principal complaint was of abdominal and sacral pain, and pain in the
affected eye. The membrane on the conjunctiva and on the vagina were
alike in every respect.

During this time I had several of my colleagues, Hecker, of Munich,
and Mandelstamm, of Mohileff, to sce the patient. Neither had ever met
with a case at all resembling it.

The qguestion now arises: Can it be proved that the patient is syph:-

.
el ‘
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litic, or even that this is probable, or that her condition is a symptom of
svphilis?

While acknowledging the plausibility of syphilis, we still assert that the
following points are against this view: The patient has had no character-
istic symptom of syphilis, neither on the vulva, gums, in the vagina, nor at
the os uteri; she has had no enlargement of the ingninal nor other glands,
or periostitis, is not anemie, nor can it be said that she is poorly nourished.
The eruption on the skin appeared before she had had sexual intercourse,
and the eye became affected in a manner identical with the vaginal affec-
tion, immediately upon the disappearance of this ernption. Finally, the
patient used antisyphilitic medicines for a long time without affecting the
local disease.

However, the falling ont of the hair is suspicions, and the anatomical
condition is such that the affection is best named colpitis gnmmosa, since
it is neither a simple croup nor a diphtheria.

Having requested my colleagues who had seen or heard of such
cases, to assist me in answering the question whether this disease
was really specific or not, and no one having responded, I con-
clude that none of them have seen such a disease in the living
subject.

During the five years which have elapsed since my first publi-
cation of this case, I have had the patient upon the following
antisyphilitic treatment. Inunction with mercurial ointment
almost to the point of salivation, iodide of potassium almost to
iodism, subcutaneous injection of corrosive sublimate, and, finally,
iodoform in substance and in vaseline ointment applied to the
vaginal canal. Between these different courses I allowed the
patient a respite of a month or so during which she used tonics,
ete.,, taking up a new method only when she was suffering
unusually, especially with pain in the left eye where the clouding
of the cornea has been steadily increasing. At one time it seemed
as though the introduction of the speculum was easier and less
painful, notably after the protracted use of iodoform, but the im-
provement was very transient. She was perceptibly better only
when the menstrual intervals were unusually long; her general
condition was indeed at all times comparatively fair, and she
was often in very good flesh.

No traces of secondary or tertiary syphilis were seen by me
during these five years, but this may be owing to the energetie
anti-syphilitic treatment to which she was subjected. The in-
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tervals of six months and nine months were certainly long
enough to permit the eruptions of latent syphilis. Her local
condition was not in the least changed. I am, therefore, more
and more inclined to the opinion that her trouble is not an
acquired syphilitic affection, but of a scrofulous nature, or, per-
haps, hereditary syphilis, the latter being probable because she
suffered as was stated, from childhood, and because the anatomi-
cal condition is more like a syphilitic disease than any other.

I will state, in conclusion, that I have repeatedly seen the new
membrane developed at the introitus of the vagina and on the
inner surface of the nymphs in the following manner: At first
circular, grayish white spots the size of a pin’s-head appeared,
which soon became confluent, thus forming a connected epithelial
stratum. While the process on the left eyelid was accompanied
by shrinking and the development of entropion, not the slightest
evidence of deeper tissue changes in the vaginal region could be
found during the whole time she was under observation. This is
also opposed to the assumption of a syphilitic gummatous affee-
tion, for when we consider the extent and intensity of the disease,
it is hardly probable that adjacent parts would have remained
normal. Fortunately the patient’s right eye was not affected,
at most, there was only occasional injection of the conjunctiva, or
edematous swelling of the lids.

We have thus far considered the primary inflammations of the
vagina, and some less common secondary affections will now
engage our attention. The first in this class is

4, Corritis DysentTERICA (DyseNtTERIC COLPITIS).

I have never seen this disease, and will therefore follow
Eppinger’s description, who examined the condition in twelve
dead subjects, and gave us the first and only account of its anat-
omico-pathological characteristics. From the fact that in all
cases the dysenteric changes were in the early stage of develop-
ment higher than in the intestine, and were invariably found in
the lower half of the vagina, he concluded that the dysenteric
poison—ecertain micro organisms—had passed from the rectum
into the vagina. He believed that a short perineum and a large
introitus were favorable to this inoculation. The colonization
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occurred in fissures or in parts denuded of epithelium, which
may originally have been caused by contact of the dysenteric
dejections with the vaginal mucous membrane. The organisms
first cause a stage of epithelial necrosis; they are at one time
found under the epithelial layers, and at another between them ;
they cause a swelling of these layers and consequent compression ;
their protoplasm becomes granulated and they are transformed
into amorphous plaques which are finally separated. This is fol-
lowed by a deeper exudative necrosis of the tissues and oblitera-
tion of the papillz, separation of the connective tissue fasiculi by
the deposition of molecular and cellular débris with the preser-
vation of the nuclei, and thrombosis of the vessels. This dysen-
teric crust or membrane is said to be less liable to extend than
septic formations; it is, moreover, scarcely possible to mistake it
for others in this region, because it invariably proceeds from the
nymphee upon and below the surface, frequently becomes putrid,
and when examined in a fresh condition—except firm fibrinous
exudative infiltration—always shows sharply defined groups of
micrococei and characteristic rod-shaped bacteria. Further, true
vaginal diphtheria is never associated with dysentery, while the
converse is true of vaginal dysentery.

The detachment of the crusts or scabs next causes the dysen-
teriec ulcer, granulation tissue forming under the suppurating
surface, which is followed by recovery with a cicatrix. With
regard to the superficial area of the affection, spots of the
croupous deposit alternate with erosions, and with the dysenteric
crusts and uleers,

Eppinger includes the micro-organisms in that class which
Klebs has named monads, because he saw in them the peculiar-
ities belonging to the latter. In all places where they were
observed, the masses of mierococei were irregular in form, the
rounded outline was never distinet, the isolated cocci were pale
and large, and when freshly examined, the movements of an
individual coecus were exceedingly active.

Eppinger found the frequency of intestinal and vaginal dysen-
tery to be variable; he believed, however, the disease occurred
oftener than he had observed it in the dead subject, and that it
might cause adhesions, or even fistulze.
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Another secondary vaginal affection is deseribed by the same
author. This one is known as

5. ERYSIPELAS OF THE VAGINA.

Eppinger had a patient with non-puerperal facial erysipelas,
which was cured, and erysipelas of the vagina and thigh, which
was fatal. He found in this case the following very interest-
ing facts. The patient was a laboring woman, aged thirty-five
years ; the vaginal mucous membrane as high as the fornix was
much swollen, thrown here and there into large folds, and gener-
ally congested. A superficial band of erosion, as broad as the
finger, baving an intensely red surface, covered by a thin whitish
deposit and with small epithelial vesicles at its border, was found
upon the posterior wall, extending from two centimeters (3 in.)
above the posterior commissure to about the middle of the
vagina. The epithelium was thickened, dematous and easily
removed ; the subepithelial and submucous connective tissues
were swollen, eedematous and very red; both nymphwe were
swollen and reddened, and there were a number of vesicles about
the size of a bean upon the inuer surface of the left labium majus.
The micruscopic examination showed swelling, enlargement and
the formation of cavities in the epithelial covering and depres-
sions on the surface; the papille were enlarged and distended
with blood, in consequence of a cellular infiltration, which was
continued irregularly to the boundary of the muscular coats.
[The chain micrococcus of erysipelas was imperfectly understood
at the time of this report.] The deeper vessels of the vagina were
perceptibly dilated ; the muscular layers, however, entirely unaf-
fected, and the cervix and corpus covered with an intact mucous
membrane. Matthews Duncan has also seen an erysipelatous
colpitis of less frequent occurrence, which he thus describes:
“That in which diffuse inflammation of the external cellular
coat causes swelling which almost occludes the whole length of
the passage; and when this ends in suppuration, it sometimes so
dissects out the tube of the vagina as to deserve the name of
paracolpitis dissecans.”
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6. UrcEraTivE ApHESIVE COLPITIS,

Hildebrandt found a vaginal disorder in old women, due to
disturbances in nutrition, to which he gave the above name but
which Karl Ruge called colpitis vetularum. Spots of different
sizes, which are not so intensely colored as the elevations in gran-
ular colpitis are, project above the surface. They are caused by
a small-celled infiltration over which the epithelium is very
thin or even sometimes entirely absent, so that adhesions take
place between the adjacent walls. In this way bands and cica-
trices occur as is represented in my Atlas, plate vii., fig. 3; these
may be found both before and after the menopause. They may
also cause adhesion between the vagina and the vaginal portion.
The changes in the organ which result from adhesive colpitis
differ from those due to simple senile atrophy. In the latter, the
vagina is shrunken in all directions and drags the uterus below
its normal level, is very mobile, shorter than before, and has
very thin, relaxed walls, In adhesive colpitis the vagina, while
unusually short, is as wide as in the normal condition, and the
uterus remains at its proper height and is of normal length and
thickness. An interesting case of this kind occurring in a woman
only thirty-two years old is depicted on page 13 of my Atlas,

7. MiLiary aAxp Herperic CoLPITIS.

These two forms, recently described by H. Eppinger, are
closely related to the variety last considered in that they also may
oceur in old age, but differ from colpitis vetularum in their ten-
dency to the formation of pustules and abscesses. These small
points of exudation project from the underlying connective tissue
when the epithelium is removed, while the papille implicated in
colpitis vetularum remain unaffected in miliary colpitis.

Miliary and herpetiform colpitis are especially common in vas-
cular disturbances, venous hyperemia or multiple thromboses.
They have a peculiar tendency to recur. The disease is not de-
pendent upon the age, for one of my patients was thirty-two
years old, and one of Hildebrandt’s, thirty-eight years.

Eppinger believes that the anatomical [post-mortem] changes
peculiar to vesicular or herpetiform colpitis have not yet been

17
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observed, but that Kiihn and Herrmann had seen them in the
living, the patient of the former having simultaneous herpetie
eruptions on the gums; he believed they might be much oftener
found during life than in the cadaver. Matthews Duncan states
that he has frequently treated pustulous colpitis.™

8. Crourous AxDp DipaTHERITIC COLPITIS.
|

Vaginal eroup may exist as an isolated affection or be associ-
ated with croup of the vulva. The croupous membrane, particu-
larly in the upper part of the vagina and on the anterior wall, is
found in large and small patches, is homogeneous or reticulated,
and gray, whitish or yellowish-white in color. The underlying
mucous membrane is reddened, swollen and thrown into ridges.
The exudation clings more or less closely to the epithelium,
which bleeds when it is removed. Klebs maintains, neverthe-
less, that it is not a genuine croup, even though the membrane
be fibrous, since it is formed without the presence of extensive
inflammation.

Affections of the vagina resembling diphtheria, but which are
not really diphtheritic, are found chiefly during the puerperal
state and will not be noticed here. On the other hand, second-
ary diphtheria oceurs in acute infectious diseases, notably, in
Asiatic cholera, Willigk found five amongst 153 dead of cholera,
and also in small-pox, measles, and scarlet fever.

In persons dying from general diphtheritic infection, numbers
of bacteria may be found, post-mortem, upon the surface of the
diseased membrane, but not a single one in the vessels of the
affected organ. The nature of diphtheritic poison, as Heubner
has recently proved, is just as positively unknown as the poison of
measles and scarlet fever. The poisonous principle isolated in
animals who were artificially infected, is not identical with that
of diphtheria as it occurs in the human race.

K. Schroeder states that the vaginal portion is usually impli-
cated in diphtheritic colpitis of the upper part of the vagina, and
that he has seen the cervical mucous membrane so tumefied that

* Loc. cit., p. 154.
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it resembled a mucous polyp as large as a walnut, apparently
occluding the external os.

It is said that deep-seated phlegmonous absecesses occur in
variola, with numerous ecchymoses in the hemorrhagic variety,
in conjunction with superficial necroses, as in cholera.

9, ABSCESS OF THE VAGINA,

Any of the various vaginal affections may lead to the forma-
tion of abscesses. They may be developed either in the vaginal
walls or in the surrounding tissues. Pus may also burrow
toward the vagina, when caused by caries of the spine or sacrum,
or by disease of the iliac, psoas, or obturator internus museles,
These resulting affections are parametritis, peritonitis, psoitis and
caries, the description of which would here be out of place. We
are concerned only with paracolpitis and with abscesses which
result from hemorrhages into the vaginal walls,

Paracolpitis may be acute or chronic. The acute form occurs
after labor, consequent upon injuries due to the use of the for-
ceps. It may also be developed from a periphlebitis in the retro-
vaginal septum. In paracolpitis phlegmonosa disseeans, which re-
sults from an inflammation surrounding the vaginal wall, the
vagina is expelled in the form of a tube composed of muscular
fibres and mucous membrane, along with the mucous membrane
covering the vaginal portion. Ounly four cases have been reported,
two by Marconnet, one by Minkiewitsch, and one by Bizzozero.
Three of these recovered after suppuration, but the fourth ended
fatally from gangrene of the soft tissues covering the posterior
wall of the bladder and pelvis. In general, abscesses of the
vaginal walls are uncommon. They have been known to occur
after very protracted leucorrheea, and produce fistulous openings
into the vagina, rectum or perineum.

1(). GANGRENE OF THE VAGINA.

Primary gangrene of the vulva may be either circumseribed
or diffuse. Circumscribed, it may appear as noma associated
with noma of the cheek and of the vulva ; Klebs found in several
recent cases of this kind, where the infiltration existed without
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breaking down of structure, that the tissues were thickly filled
with mierococel.

To a case described by Obré, Klebs has applied the term
“ diffuse primary vaginal gangrene.” The patient, a girl of four-
teen years, died from vaginal hemorrhage; the mucous mem-
brane was much softened, in some places separated from the
muscular layer, the latter being pale, easily removed, and con-
tained numerous ecchymotic patches. Insyphilis Hamernik has
found portions of the vagina gangrenous. Pressure exerted by
pessaries, ete., or decomposing foreign substances may like-
wise cause gangrene. Iispecially may it occur during the puer-
perium, by extension of the destructive process upward from the
vulva, or as a sequence of typhoid fever and similar affections.

The symptoms of the severe vaginal affections just deseribed
are much graver than those of catarrh and mycosis; there are
more or less fever, violent burning pain, and considerable swell-
ing, which soon extends to the external genitals. The pain is of
.a throbbing, boring, or tearing character; there is dysuria; the
patient is so weak thatshe cannot leave her bed, and occasienally
rigors indicate the gravity of the disease. The discharge, at
first scanty, soon becomes profuse, purulent, sanguinolent, putrid,
sanious, and contains gangrenous tissue. The latter may now be
thrown off, the line of demarcation formed, and recovery take
place. The resulting cicatrices may cause stenosis of the vagina
particularly in the vault, and adhesion of the vaginal portion,
or even complete occlusion with retention of the secretions, as
described in a previous chapter. But if the process extends fur-
ther, fistule may be formed, or the case terminate fatally from
septicemia, even before communications occur with adjacent
organs; or, as in Obré’s case, death may result from hemorrhage.

The diagnosis of these various severe forms of vaginal
inflaimmation will rest partly upon the type of the primary con-
stitutional affection — variola, erysipelas, measles, scarlatina,
typhus, or cholera, and partly upon an accurate microscopical
examination of the discharges and of portions of tissue, either ex-
foliated or excised from the inner surface of the vagina. The in-
troduction of fenestrated specula is essential to determine the
extent of the affected area, and for the application of remedies,
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though it may be very painful and not without risk to the re-
maining sound tissue. To differentiate between abscess and
neoplasm, examination of the surrounding tissues must be made,
their redness, swelling, and tenderness. Furthermore, the consist-
ence of the tumor and its fluctuation, the clinical history and stiol-
ogy must be considered. The location and extent of the abscess can
be ascertained by examination through the bladder and rectum.

Gangrene will be recognized by the slaty or dark color, the
offensive odor and the rapid loss of substance.

Diphtheritic and croupous inflammations have already been
considered under affections of the vulva.

Treatment.—Croupous and diphtheritic processes of the
vagina may be treated with injections and through the speculum,
as are the analogous affections of the vulva, e. g., by potassium
chlorate in substance, lime water, and solutions of corrosive sub-
limate. If fluctuation is recognized, a free incision should be
made so as to thoroughly evacuate the pus and thus prevent
burrowing and the formation of fistulee, which are difficult to
heal. Gangrenous portions should be isolated and the dead
tissue removed ; iodoform or chinoidin will be beneficial dusted
upon the surface, or used as ointments. Furthermore, frequent
irrigation with antiseptic solutions, and the internal administra-
tion of tonics and stimulants such as wine of cinchona, quinine,
ether, and cognac, are indispensable. Unfortunately, the situa-
tion is usually such that recovery can scarcely be expected, but
that a patient may recover even from very extensive puerperal
gangrene is shown by case No. 12, which I described in the
Pathology of Childbed.

CHAPTER VL
NEUROSES OF THE VAGINA.

HyreErmsTHESIA and spasmodic contractions of the levator ani
and the muscles of the pelvie floor may be associated with in-
flammatory affections of the vagina and adjacent organs, just as
we have seen them in connection with abnormalities of the hymen.
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For example, I once treated a very sensitive spot in the lower
third of the vagina in a young girl, in which not the slightest
tissue change eculd be recognized by the microscope. In another
patient who was sterile and affected with a slight cervical catarrh,
I found the vagina so sensitive that the finger had to be intro-
duced with the greatest care to prevent spasmodic contractions of
the entire canal, and the introduction of the speculum was almost
impossible, though the hymen was not at all sensitive. In a case
of stone in the bladder the parts contracted so firmly upon the
finger that it was almost impossible to make out the location,
surface and size of the stone, which was as large as a walnut.

These examples may suffice to show that there are primary and
secondary hypersesthesias and neuralgias of the vaginal walls,
which have no relation whatever to the hymen. They are not
necessarily accompanied by muscular spasm, though in any case
very annoying, and especially go to married women,

Doubtless a certain proportion of these cases are symptomatic
of uterine disease, and it seems to me that small myomata which
cause tension of the uterine walls, as they increase in size, are
especially liable to cause such neuroses, just as a wedge driven into
a carious tooth may cause pain not only in the affected tooth, but
also in the neck, shoulder, and even to the finger tips, and make
every motion of these parts painful,

I, therefore, think the majority of these cases secondary, depen-
dent upon uterine or other diseases, and not primary,and deem it
to be the physician’s duty to search the cause in each individual
case and treat it. I have met with no case where these symptoms
appeared to be dependent upon anomalies of the brain and spinal
cord, as has recently been urged by English writers. Neither have
I ever seen a case in which unilateral spastic contractions of the
vagina occurred, as reported by Matthews Duncan.

But, since the physician is often appealed to for relief in
such affections the real nature of which he does not understand,
it is well to know that many of these vaginal neuroses may be
greatly benefited by the various emollient injections already re-
ferred to. These injections should be warm, and followed by an
infusion of hyoscyamus (3iij—iv to the quart); or suppositories of
cacao-butter with extract of belladonna, placed in the vagina,

et
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will render good service; morphia, opium, and chloral hydrate
may be used in the same way; or cocaine, which has recently
become so popular, may be applied as a loecal ansesthetic to the
vaginal mucous membrane.

Cohabitation should be interdicted ; frequent introductions of
the speculum are likewise harmful.

In case the entire vaginal walls are hypermsthetie, cauterization
with a five per cent. solution of nitrate of silver may be tried.
Micturition and defecation should, of course, receive careful at-
tention and such conditions as anemia, which predispose to these
neuroses, should be promptly treated.

CHAPTER VII.
FOREIGN BODIES IN THE VAGINA.

Forgeigy bodies found in the vagina may be divided accord-
ing to the purpose of introduction into six groups. The first
to be considered are those used in masturbation. Though fric-
tion and irritation of the clitoris may be caused by rubbing
the thighs together, as mothers have observed in their children
(a patient of mine frequently noticing it in her daughter of
five years), still young girls are apt to make use of a variety
of articles, which they push into the vagina, e.g., hair- and ero-
chet-pins, pencils, little boxes, or toilet articles, ete. Married
women employ pine cones, an artificial penis of bacon-rind, or
even pommade boxes or drinking glasses. Probably the most lu-
dicrous combination of this sort is noted by Schroeder, who found
a pommade box and cockchafer in the vagina. Such articles are
usually only partly introduced when they excite contractions of
the muscles of the pelvie floor, slip from the hand and are then
carried into the vaginal vault by the action of the levatores ani,
as-may often be observed in the introduction of a pessary. Once
situated there, the tension, eatarrh, uleeration, or even perforation
produced depend upon the size, surface, ete., of the foreign body.

The second variety comprises those articles which are intro-
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duced for the purpose of preventing conception, tampons and
sponges serving as examples. The removal of these may be
neglected or forgotten ; hypersecretion and putrid decomposition
follow, arousing suspicion of some malignant neoplasm, and a
superficial observer might, indeed, pronounce them to be sloughing
polyps or cancroid papillomatous tumors.®

Articles may be introduced for eriminal purposes, e. g., to pro-
duce abortion. For this purpose sharp instruments of numerous
kinds are generally employed, and, becoming broken in the
attempt, portions remain in the vagina.f Cases are on record
where female thieves have used the vagina for concealing pocket-
books or other stolen articles.

Objects may be retained in the vagina which are introduced
during gynecological manipulations. Forexample, Kurz removed
the upper part of a milk-glass speculum, which was entirely con-
cealed by granulations, and Day the broken end of a glass
syringe. Forgotten pessaries, sponge-tents, tampons, ete., all belong
to this category. The match thrown into the uterus in Chrobak’s
case, previously mentioned, is an additional instance.

Furthermore, foreign bodies may gain access to the vagina inde-
pendently of the individual, e. g., ascarides or oxyures enter from
the rectum ; after the perforation of dermoid cysts, hair or teeth
may enter the vagina; in perforation for extra uterine pregnancy,
the bones or other portions of the feetus; or the daughter vesicles
from a ruptured echinococcus cyst may likewise find their way
into the vagina; finally, in abnormal communication with the
bladder, small intestine, or rectum, the contents of these organs
may be evacuated through this canal.

Again, by a fall of the patient upon some iron or wooden ob-
jeet, portions may break off and being difficult of removal there-
fore remain in the vagina.

As already mentioned, these described articles are not simply
held fast by muscular action, but also lifted higher in the vagina
and retained there, this action being probably assisted by the
negative abdominal pressure and certain positions taken by the

— - —

* DBreisky, p. 105,
1 Ploss, Die Fruchtabtreibung.
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patient. If they have a smooth, non-corrosive surface, as ivory,
and do not exert too great a pressure, they may be worn for
years by the patient, as pessaries often are, without occasioning
any annoyance whatever. Finally, however, they undergo the
same changes as a pessary, ¢.e.,, mucus and menstrual blood
stagnate around them, the salts of lime and the triple phosphates
are deposited, and hence they become roughened and irritating.
Ulceration is produced, associated with a putrid, sanguinolent
discharge, and, if the offending body be not now removed, per-
foration into adjacent organs may oceur. The ulcers further-
more cause adhesions between the vaginal walls, and the object
becomes encapsuled ; or, if the latter contains openings, the mu-
cous membrane grows through them, thus rendering removal
exceedingly difficult and even dangerous.

The sole indication is, of course, the removal of the offending
body from the vagina. If it be a sponge, a tampon or a small
pessary, this is usually easily accomplished by the foreceps or the
finger; in objeets with sharp points or corners it is more difficult,
as the place where they lie must be exposed, the vaginal walls
separated, or a speculum or other instrument introduced, so that
they may be seen.

- The removal of an incrusted or a large object which has re-
mained a long time and become almost hidden from view, is one
of the most difficult and tedious of all operations.

The vaginal canal must first be thoroughly disinfected with a
two to five per cent. carbolized solution, the hands washed in a
gimilar solution, and careful examination made of the bands of
adhesion. The surface of the object, e. ¢., a pessary, should be
thoroughly loosened or uncovered, and the finger then introduced
into the opening and traction made. If the pessary has a stem it
usually breaks off, thus roughening the pessary and causing
vaginal wounds or abrasions, which become easilv infected and,
throngh contamination by the vaginal secretion, may suppurate.
It a forceps be used the pessary is apt to break, and it must then
be removed in fragments. In all these cases the vagina is more
or less inflamed, and the repeated introduction of several fingers
becomes more and more painful ; spasmodie contractions of the
pelvic muscles occur, thus complicating the operation to such



202 DISEASES OF WOMEN.,

a degree that profound narcosis is necessary for its comple-
tion.

I have repeatedly treated such cases, particularly in old women
who had worn pessaries for years and where the genitals, or, more
correctly speaking, the lower portion of the vagina, had under-
gone senile stenosis to such an extent that the instrument which
was introduced very easily, could not be extracted without caus-
ing many deep and freely-bleeding lacerations in the lower por-
tion of the vagina.

Formerly, when the hard rubber used in the construction of
these instruments was of a very inferior quality, the S formed
pessary became almost circular when subjected to the heat of the
body. I have met with much difficulty in removing such an
instrument even from younger patients, lesions of considerable
extent sometimes being unavoidable,

Firm bands or bridges of adhesion may be divided upon the
pessary by the sealpel ; if the latter cannot now be removed by
the fingers, polyp or other forceps, or a blunt hook the point of
which is protected by the finger, it must be removed piecemeal
by the bone forceps, thumb-saw, bone saw, or bone nippers. When
all foreign substances have been removed from the vagina, it must
be thoroughly irrigated with a 3 to  per cent. carbolized solution ;
this should .be frequently repeated with the addition of astringent
applications to remove the remaining catarrh and ulceration.

It may be mentioned in conclusion that as very large uterine
fibrous polypi have been removed through the vagina by the for-
ceps, the latter has also been used to extract a drinking glass.

CHAPTER VIII.
LESIONS OF THE VAGINA AND THEIR RESULTS; VAGINAL

CICATRICIS.

QurTE a number of the causes of vaginal lesions have already
been alluded to in the foregoing chapter. These may be divided
into spontaneous lesions and those caused by violence or external




LESIONS OF THE VAGINA AND THEIR RESULTS. 203

force, and, according to their location, extent and complications,
into simple, oval and round shaped and complicated, To the
latter class those lesions associated with openings into adjacent
organs belong. .

Simple lesions of the vagina occur most frequently during labor,
They are spontaneous or the result of violence, belonging, there-
fore, to the anomalies of labor and, as such, will not be further
considered here,

In non-gravide vaginal lesions are caused either by the pene-
tration of foreign bodies, or by foreible introduction of the whole
hand for the purpose of removing tumors, or by persistent at-
tempts to replace the inverted uterus. Again, they may be
caused by the patient herself in attempting a reduction® or,
finally, they may result from the unskilful use of gynecological
instruments, e. ¢., the foreible introduetion of too large specula and,
in a similar manner, by rapes upon children or young girls. But
the lesions associated with the latter should be referred to rough
manipulation, rather than to coition.

The symptoms of vaginal lesions, other than those oceur-
ring in labor, are dependent upon the size, location, complications
and the cause of the injury, 7. e., the nature of the instrument pro-
ducing the lesion. .I have often been much surprised, on being
consulted by recently delivered women, to find large vaginal rup-
tures which were marked by no symptoms other than the presence
of an increased hemorrhage and some fever. But even the hemor-
rhage, pain and fever may not appear, and the lesion heal by first
intention. In Rey’s case, where a long wooden hay fork pene-
trated the vagina and peritoneum, union occurred by first inten-
tion, and was followed by recovery in 14 days. So also, in Fieury’s
case, spontaneous recovery occurred though the anterior vaginal
wall and bladder were torn by a fall from a wagon upon a stick
of wood. Of course, the case will be different when large vessels
are torn, giving rise to hemorrhage. Thissource of danger appears,
however, only when the injury is to the introitus of the vagina,
implicating the adjacent erectile tissues, or when large vaginal
varicosities are torn. The chief source of danger lies in the infec-
tion of the vaginal wound and subsequent scepticemia.

* Fehling’s case, page 147.
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A recent non-puerperal vaginal lesion must be examined under
the strictest aseptie precautions. Dead tissue and every particle
of fureign substance must be removed, the wound thoroughly dis-
infected, and bleeding vessels at once ligated. The wound is then
closed with sutures and treated subsequently as in the operations
for vaginal inversion, cystocele, or rectocele. If the lesion be
high up in the vagina, the uterus and the wounded portion must
be drawn down, so that it may be better cleansed and more ex-
actly united. S

Lesrons oF THE VAGINA WITH PENETRATION OF ADJACENT
OrGgaNs; VaGINAL FIsTuLZE.

All fistulze passing from the vagina into any part of the urinary
tract, are treated in my handbook on Diseases of the Female
Bladder, to which the reader may be referred.

In this eonnection we have to econsider the abnormal commu-
nications between the vagina and intestine which appear as recto-
vaginal and entero-vaginal fistulze.

1. RECcTO-VAGINAL FISTULAE.

Atiology.—Recto-vaginal fistulze most frequently originate
during labor, either spontaneously from too great distension
and thinning or laceration of the recto-vaginal septum, or from
violence by the hands or instruments of the accoucheur, or else
from a splinter of bone in congenital fracture in the feetus. They
also occur at other periods of life.” Bednar has seen this condi-
tion result from vaginal gangrene in a child aged four weeks.®

G. T. Witter observed the same lesion in a child of seven
months, caused by uleerations, and this patient recovered, while
Bednar’s died from septicemia. When the accident oceurs in a
female more advanced in years, it has frequently been found that
the recto-vaginal septum was perforated by the point of a syringe.

Breisky reports such a case in a lying-in-woman.

Furthermore, all those processes which are associated with dis-
orders of nutrition may produce recto vaginal fistule; I have
seen it follow typhoid fever in a tuberculous patient, and several

=

* Krankh. d. Neugeb. n. Siugl,, Wien, 1832, iii., p. 206.
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operations were required to effect a cure. Other causes of this
affection are abscesses, uleers, particularly syphilitic and lupous,
and neoplasms, especially carcinoma ; finally, bad, ill-fitting pes-
garies, worn for a long time, are factors in this lesion.
Recto-vaginal fistulse result also as a complication after repair
of perineal lacerations, after operations for rectocele, for vaginal
atresia, or for prolapse of the uterus, in the latter especially,
when abscesses form in the recto-vaginal wall.
Anatomy.—The size, length, location and track of fistulse
vary greatly, depending upon the cause. In lacerations a longi-
tudinal rent may extend through the entire posterior wall, pro-
ducing a large opening into the rectum. The larger fistulae are
circular, longitudinal or irregular, or they may be partially
occluded by portions of the rectum, so that there are several
openings in the vaginal wall. The most interesting case of this
kind that I have ever seen was described in my Berichien wnd
Studien, vol. iii., p. 272. An inversion of the sigmoid flexure
projected through a recto-vaginal fistula, about the size of a dollar,
and formed a tumor as large as an apple, At two different
places its periphery had become adherent to the edge of the fis-
tula, thus making three openings into the bowel,—a central one
through which a colpeurynter could be passed into the sigmoid
flexure, and two lateral openings communicating with the rectum.
If the fistula be caused by an ulcerative process, a canal may
be formed, the vaginal orifice of which may be at a higher or a
lower level than the rectal, or the two orifices may be of dif-
ferent calibers. As a rule, they are larger when the ulcerative
process begins in the vagina, though the rectal wall may also be
undermined by the suppuration and great loss of tissue ensue.
The vaginal aperture may be median or lateral ; fistulee, opening
low down, are usually lateral because the thick, muscular layers
of the columnpa rugarum suffice to turn aside the ulceration. It
may, however, as Breisky stated, form a tongue-like covering or
valve for the vaginal orifice of the fistula.
Fistulwe at a higher level usually open laterally, or the orifice
is’drawn downwards from its original site by cicatricial bands.
Symptoms.—These depend upon the size, location and cause
of the fistula, the most important being the escape of flatus from
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small openings, and of feces from the large ones. The latter irri-
tates the vagina and external genitals, and excites catarrhal and
ulcerative processes at the margin of the vaginal orifice of the
fistula, and of the vulva. They cause much distress, although
cleanly patients may control materially these symptoms by bath-
ing the parts, using injections and wearing bandages.

Moreover, the fistulee usually gradually diminish in size as the .

result of cicatricial contraction, so that much less passes through
them until the discharge is ultimately limited to flatus and liquid
stools,

A few recto-vaginal fistulee are spontaneously cured in a short
time, but these are rare exceptions. I have described such a case
in my treatise, Pathology of Childbed, 3d ed., p. 93, where the
lesion had resulted from labor. Breisky has also seen spontaneous
recovery from this affection. Large fistul® existing for a long
time exhaust the patients, and render them as miserable as those
who are afflicted with vesico-vaginal fistulee, They may thus
undermine the constitution and lead to invalidism and phthisis,

The condition may usually be recognized without difficulty by
the passage of flatus and feces through the vagina, though it
does not follow that every patient who passes flatus per vaginam
has recto-vaginal fistula.* The case may even happen that feces
are present in the vagina, and still no fistula be present, the for-
eign substance having entered through the vulva.f

Under all circumstances, the communication must be discovered
and a probe passed through it. This may prove difficult if the
opening be very small or covered, in which case milk must be
injected into the rectum while the entire posterior vaginal wall is
exposed, and the point noticed where the milk appears in the va-
gina. The character of the vaginal and rectal openings may
generally be made out by touch, but if this will not give the
information, they must be examined through the speculum or by
the elevator or retractor, and it is of very great importance dur-
ing the operation to diagnose any irregular puffiness of the rectal
opening.

Prognosis.—It is not very difficult to cure recto-vaginal
fistulee, even though they are quite large. Patience, perseverance,

—

* See Chapter on “ Garrulity of the Vagina,” p. 81. T Breisky.
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strict antisepsis, accurate denudation and ecareful application of
sutures will generally be successful, in my experience, even more
frequently than in vesico-vaginal fistulze. But in fistule which
appear as complications of severe constitutional diseases or con-
ditions, the tissues may be so unhealthy that union cannot take
place, even slight pressure causing a local slough. I was obliged
to operate four times upon such a patient, whose fistula followed
an attack of typhoid fever; but, if a lengthened interval be left
between such operations, success will usually erown our efforts.
It is also well established that cauterization in small recto-vaginal
fistulee is more frequently successful than in vesico-vaginal fistule.

Treatment.—The vagina is so mobile and distensible that
an operation might be performed even when the fistula is large,
or, if the latter result from a circumseribed carcinoma, it may
be excised, and the wound possibly heal by first intention; un-
fortunately, when a carcinoma is diffused and has produced a
fistula, the disease is usually so far advanced that nothing could
be gained by the operation.

Narrow fistulous tracts may be closed by cauterization with
fused nitrate of silver, or fuming nitric acid, by the actual cau-
tery, or with a red-hot needle. If the canal be short, however,
or if there be no canal and the septum thin, nothing can be ac-
complished by the latter means; indeed, the opening may be
made larger and the surrounding tissues so thickened and hard-
ened that a subsequent operation will require an increased amount
of cicatricial tissue to be excised, and thereby become more com-
plicated.

In the majority of the cases the plastic operation is greatly to
be preferred. The time for operation will depend upon the condi-
tion of the edges of the fistulous opening and of the adjoining
tissues ; when the latter are inflamed and swollen, as is usually the
case with lying-in women, or in consequence of an injury, the oper-
ation should be deferred until the congestion has been reduced and
cicatrization obtained by injections, applications, tampons, ete.

The patient should be prepared for the operation by adminis-
tering castor-oil in capsules for several days before to produce free
evacuations, and by frequently syringing the rectum and vagina.

It must next be decided whether the operation shall be per-
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formed per rectum, per vaginam, or by dividing all the tissues
from the fistula to the surface. As a rule, I prefer to operate
through the vagina, even in those fistule whose rectal opening
may be the larger of the two. In this way I have been able to
close up large defects of the recto-vaginal wall at a single sitting,
go that I cannot share in the opinion held by some authorities
that all fistulse of the upper third of the rectf:- vaginal wall should
be united from the rectum.

In beginning the vaginal operation, after the patient has been
answesthetized and placed in a sunitable position, the uterus and
posterior vaginal wall must be drawn down with tenacula or
forceps, so that the orifice of the fistula may be brought into
view and its edges made tense. It is now advisable to place a
salicylated cotton tampon in the rectum, above the fistula, to
prevent the descent of fecal matter during the operation. The
edges of the fistula are then taken up with a tenaculum or for-
ceps and excised, either vertically or obliquely, depending upon
their thickness, so that the whole fistulous margin is removed in
one piece. Care should be taken that the periphery of the rectal
orifice is excised at the same time. Inequalities are then re-
moved with the sealpel or scissors, the wound. irrigated with a 2
or 3 per cent. carbolized solution, and examination made as to
how the surfaces may be best united in order to avoid all ten-
sion ; the wound is then united, either longitudinally, transversely,
or obliquely, as the size and direction of the track will suggest.
Lower down in the canal the transverse line is, perhaps, most
useful, but several which I had closed longitudinally healed up
without accident. The sewing material may be either silk, catgut,
wire, or silkworm gut, for the last of which I have a preference.
The stitches are passed behind the full breadth of the wound
and include the rectal mucous membrane, alternate retentive and
uniting sutures being used. I seldom use the first, since I think
that those of equal breadth answer the same purpose, and are
less liable to produce irregular union and tension.

When they have all been secured and the opening tightly
closed, complete closure may be tested by injecting milk into
the rectum ; the tampon is then carefully removed from the rec-
tum, and the latter washed out with borated water, after which
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blood-clots are washed from the vagina and it is closed by with-
drawing the tenacula and retractors. The knees should be fast-
ened together for the first few days after the operation to prevent
undue tension upon the perineum and posterior vaginal wall.

If the fistula is small, or the result of a perineo-rectal opera-
tion, or if situated low down in the vagina, Simon recommended
that the perineum, from the fistula to the surface, be laid open,
so that the vagina, rectum and perineum may be united by a
triangular wound, as in the perineo-reetal operation. I have
employed this method several times with good results. As the
hemorrhage need not be great, one is able to shape the edges of
the fistula with complete exactness, and thus secure speedy and
perfect union. I always pass the sutures, as has already been
explained in the perineo-plastic operation, from the upper end
of the vaginal wound as low down as possible into the external
genitals, and to the margin of the hymen, and use no reetal
sutures, but only vaginal and perineal.

Simon attempted to secure union by operating from the vagina,
but met with no success, and hence suggested closing the sinus
from the rectum as a better method. I followed the latter plan
in the case of recto-vaginal fistula resulting from typhoid fever,
which has been frequently referred to previously, but met with
no better success, union finally being secured by laying open the
whole recto-vaginal septum.

The fistulous opening in the anterior rectal wall is exposed
by placing the patient in the dorsal position, the pelvis being
elevated, then inserting the largest Simon’s speculum and two
retractors, while the anterior periphery of the anal aperture is
drawn up by two tenaculum forceps. After a salicylated tampon
has been placed in the rectum the edges of the fistula may be
depressed by a tenaculum. Simon passed the vaginal stitches
farther from the wound than the rectal to prevent inversion of
the relaxed folds of the rectal mucous membrane. He secured
them in the rectum, but as they are then more difficult to remove
he extracted some of them by the vagina by pulling the knot
halfway through the wall.

That this method ig possible without forming a new fistula, I
am convinced by my own experience.. Four threads which were

18
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tied in the cavity of the cervix, after passing through the mucous
membrane of the bladder, were pulled through the vesico-uterine
wall by concretions which formed on the vesical portions of the
sutures, and passed away through the urethra, without causing a
new vesico-cervieal fistula. In coneclusion, I will state with re-
gard to my case of inversion of the sigmoid flexure, that I loosened
it from the edges of the fistulous opening as far as possible with-
out incurring the risk of rupture by the use of too much force,
and after freshening the surface of the wound, closed the fistula
with 15 wire sutures and secured union by first intention.

Narcotics are no longer used in the after-treatment to produce
constipation. For the first two or three days only liquid food is
given, and then semi-solid stools are had by the daily adminis-
tration of castor oil, magnesia, compound liquorice powder or
salines. If not too long neglected this operation may usually be
easily performed, but the division of the sphincter ani to prevent
accumulation of flatus and feces, as was recommended by Liston,
Copeland, Baker Brown and Richet, seems unnecessary.

The sutures need not be removed for weeks or months, or until
symptoms of suppuration appear in their vicinity or in the wound.
Irrigation of the vagina and rectum are not necessary during the
first few days after the operation, and should be only used when
there is an offensive discharge.

2. ExTERO-VAGINAL FISTULE.

This condition consists in a fistulous opening or canal between
the vagina and some part of the intestine above the reectum, so
that a portion of the intestinal contents passes through the va-
gina. If the lower portion of the intestine is separated from the
upper, so that the entire contents pass per vaginam, the condi-
tion exists known as anus preternaturalis vaginalis. The first
condition may arise from adhesions between the ileum and poste-
rior vaginal wall in Douglas’s cul-de-sac, or by contusion, abscess
or gangrene with the formation of a communication. The cause
may also be an instrumental delivery, cauterization of the vagina,
and infection or so-called diphtheritic inflammation of the vagina.
The condition is extremely rare. Entero-vaginal fistula may occur
not only in the posterior vaginal wall at the point mentioned, but
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also at other points, e.g., the vesico-uterine cul-de-sac may have
been the seat of a vaginal enterocele. DBreitzmann saw such a
case in which the rupture occurred on the fifteenth day after a
very difficult delivery by version and extraction. The fistulous
opening was found in the right vaginal vault, but spontaneous
recovery took placein four months. Kiwisch has also seen recovery
from entero-vaginal fistula without operation.

Diagnosis.—The discharge resembles chyme, is semi-fluid
and sometimes contains bile; a sound may be passed upward and
downward, to the right and left, in the intestine, without meeting
with any obstruction; and the impossibility of passing an instru-
ment from the vaginal opening directly into the rectum, and
finally the history will do much to make the diagnosis plain.

This is more dangerous to a woman than a recto-vaginal fistula
because it interferes with her nutrition, and the location of the
lesion renders its operative treatment more difficult. The symp-
toms resemble those of the condition previously described, but
the odor is probably less offensive.

In the treatment, but little can be expected from cauterization,
which is @ prior: more dangerous than in recto-vaginal fistula.
In case the fistula does not heal up spontaneously under expee-
tant and symptomatic treatment, an operation must be performed
similar in all respects to that suggested for recto-vaginal fistula.

Anus preeter-naturalis vaginalis or anus ileo-vaginalis can result
only from a large vaginal rupture into which one or more loops of
intestine have passed, the latter being injured to such an extent
that complete laceration takes place. If recovery follows this
serious accident, which can probably be produced only by difficult
obstetrical operations, at least two openings in the roof of the
vagina, one for the upper, and another for the lower end of the
ileum, will be necessary. The nutrition of the patient immediately
suffers from the passing away of the entire intestinal contents
through the ileum ; great emaciation results, and she constantly
complains of hunger.

The diagnosis is made in the same manner as in ileo-vaginal
fistula : The discharge is to be examined ; substances which may
be easily recognized, as lycopodium seeds, may be given to the
patient by the mouth, and the length of intestine above the lesion
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approximately determined ; inability to force fluids injected into
the rectum through the vaginal opening, and, finally, the history
of the case. If there be but one fistulous opening and the finger
cau be introduced into it, the septum between the two portions of
the rectum may be felt.

Earlier gynecologists, led by Roux and others, proposed lapa-
rotomy for this affection; the portion of ileum attached to the
vagina was loosened and united to a fresh wound made in the
large intestine, an operation which in Roux’s time would have
been very bold, and certainly fatal.

Jobert proposed to loosen the ileum from the vagina and unite
it to the anterior wall of the rectum, and Simon undertook to
cure the patient by laying open the rectum from the vagina, with
subsequent transverse obliteration of the latter. Casamayor
endeavored to transform the vaginal anus into a fecal-fistula by
passing one branch of an enterotome through the vagina into the
ileum, the other into the rectum. HHe produced destruction of
the strangulated tissue, but could not succeed in forming the fis-
tula. All of these methods have one disadvantage, namely, that
the lower part of the ileum and the greater portion of the large
intestine are cut off from the digestive processes.

C. O. Weber and, after him, Heine, sought to avoid this diffi-
culty by using an enterotome, one branch of which was intro-
duced into each of the two fistulous openings in the vagina. The
septum was then strangulated and the two communications trans-
formed into one large one. Since the septum often closed the
vaginal opening by acting as a valve, after Weber’s death
Heine again applied the enterotome and shortened it, finally
closed the vaginal opening by several operations, treated small
orifices which remained near the os by cauterization with tine-
ture of cantharides and by red precipitate ointment, and thus
cured the patient. Three months later she died from general
tuberculosis, and the autopsy showed that recovery from the
fistula was indeed complete.

Although we may be able to heal the different injuries and
perforations of the wvagina, still there is by no means complete
restoration, for vaginal cicatrices usually remain which are not
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without influence upon the adjoining tissues, and are capable of
producing secondary affections of a manifold nature.

The evil consequences of operations performed during labor
make a large percentage of female complaints, almost one and a
half per cent. of all genital affections.

The most important symptoms are interference with and pain
during cohabitation, sensation of tenseness during defecation,
pain in the rectum, or dysuria when the cicatrices are sitnated
anteriorly.

If the fistula has been caused by too early application of the
forceps before the os is fully dilated—and beyond doubt the large
majority are so caused,—the contraction of the cicatrices displaces
the uterus, makes the vaginal portion adhere to the vaginal vault,
and hence menorrhagia, primary and secondary sterility, vulvar
flatus, catarrh, and circumseribed adhesive inflammations of the
peritoneum, with perisalpingitis and pericolpitis.  Cicatrices
which are located laterally, and unconnected with the adjoining
organs, may cause burning in the corresponding halfof the pelvis,
or iliac pain, which are probably dependent upon affections of
the peritoneum at those points. The improvement in the symp-
toms after colpeurysis proves their connection with the vaginal
cicatrices, and renders it probable that the pain is the result of
tension or pressure caused by them, or of the remains of inflam-
matory swelling in the region of the sacro-ischiatie plexus.

Treatment.—Bozeman recognized the fact that the cicatrices
associated with uro-genital fistulze interfered with the rapidity of
recovery after operations, and therefore wisely subjected the cica-
tricial bands to methodieal softening, stretching, ete. This should
be generally imitated, even in uncomplicated vaginal cicatrices.
Bozeman® first incises the band-like constrictions and then places
dilating tampons in position, in the introduetion of which one will
at once learn the pliability of the tissue. The dilatation should
be continued by suitably prepared tents, or if there be sufficient
space, with a large enlpeurynter, or if the canal be very narrow,
with a small Tarnier’s balloon.

If these means do not suffice to produce permanent yielding

. ———————

* Simon, Wiener Med. Wochenschrift, No. 27, 1876.
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of the cicatrix, portions of it may be excised, and a flap from a
healthy part of the vagina utilized to close the opening, and thus
render the cicatrix harmless. Very extensive cicatrices, if super-
ficial, may be completely excised. I am convinced that this treat-
ment of vaginal cicatrices has a useful future, although Simon
has shown that vesico-vaginal fistula may be healed without pro-
tracted stretching of the cicatricial tissue.

Oleaginous inunctions of the cicatrices, vaseline tampons, and
mucilaginous antiseptic injections will assist these manipulations,
by softening and increasing the pliability of the tissues; these
means must be continued for a long time, and afterwards repeated
at regular intervals.

In conclusion, we would eall attention to the fact that many
displacements of the uterus ecannot be treated mechanically on
account of rigid cicatrices, and these may be subjected to more
definite, and not merely symptomatic treatment by gradual dila-
tation if systematic, and later by inecision, and, eventually, by
the total excision of the cicatrix.

Even cicatrices situated in the roof of the vagina are not
inaccessible to this treatment, since we are no longer compelled
to be so anxious in the operations for prolapse and rectocele,
when in the vicinity of the peritoneum, and in Emmet’s opera-
tion the cicatricial bands should be, as far as possible, excised
at the time of operating. The reaction will be very slight if the
operation be performed under strict antiseptic precauntions,




SECTION III.
ANOMALIES AND DISEASES OF THE UTERUS.

THE uterus is formed from the two duets of Miiller, which lie
parallel and anterior to the Wolffian bodies in the mesoderm.
The duct cannot be recognized before the fourth week after im-
pregnation, at which time it appears as a linear furrow in the
germinal epithelium, which deepens and then contracts to a solid
cord, and later becomes hollowed. The upper orifice opens into
the abdominal cavity, and is surrounded by a fringe or fimbrize,
upon which the hydatid of Morgagni may often be found.
Aceording to Dohrn, the two duets coalesce at their lower por-
tions to form the vagina and uterus about the end of the second
month, while the upper portions become the tubes. From the
third to the fourth month the vagina and uterus cannot be dif-
ferentiated from each other, but in the course of the fifth month
the vaginal portion is formed so that now the boundary becomes
sharply defined. In the 8th week the duects of Miiller are still
separated throughout their whole extent by the septum, but be-
tween the 8th and 12th weeks this membrane gradually disap-
pears, beginning above, where the uterus and vagina are differ-
entiated, and proceeding from this point from below upward in
the uterus, and from above downward in the vagina.

At the end of the 20th week, the close of the third period
of development, not only the vaginal-portion is developed, but
the angular depression in the region of the fundus has disap-
peared.

During the second half of intra-uterine life, the fundus grows
steadily, so that it arches forward, but the body continues much
smaller than the cervix, and the columns of the mucous mem-
brane extend up to the fundus.
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CHAFPTER 1.
MALFORMATIONS OF THE UTERUS.

ARRESTED development of the uterus has been understood
only since the publication of Kussmaul’s unexcelled work upon
the congenital affections of this organ, in 1859 ; since that time
our knowledge of this subject has gradually increased. Kussmaul
divided these affections into those which develop during the first
four or five months, and those of the last half of intra-uterine life.
The first class comprised defective uterus, rudimentary uterus,
atresia of the uterus, and bipartite uterus, conditions representing
rudimentary development of the uterus ; furthermore, absence or
distortion of one half of the uterus,—uferus unieornis—with or
~ without distortion of the other cornu ; double uterus, with complete
separation of the cavities (a. uterus didelphys, b. uterus duplex
bicornis, e. uterus septus) ; and with incomplete separation (d. uferus
bicornis sempiduplex, e. uterus arcuatus, f. ulerus subseptus). The
second elass—occurring in the last half of intra-uterine life—
include feetal uterus and infantile uterus.

Furst* correctly points out a fault in this otherwise excellent
classification, namely, that it is based upon the external appear-
ance alone, insufficient attention being paid to the different
epochs of development and the disorders occurring within their
limits. According to Fiirst there are four periods to be distin-
guished.

The first period extends to the end of the eighth week, and con-
tains the following abnormalities :

A. Complete absence of the Wolflian bodies, duets of Miiller,
and genital glands.

I. Defectus uteri et vagina totalis.
II. Defectus unius lateris: uterus unicornis solidus s. exca-
vatus sine ullo rodimento cornu alterius.

* Monatsschrift, xxx., p. 108-110.
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B. Rudimentary solid conditions.

III. Uterus duplex rudiment. solidus.
IV. “  bicornis £ o
. “  gimplex K8 £

C. Arrested development of the canals.

VI. Uterus duplex rudim. partim excavatus.

VII. “  bicornis * L2 i
VIII. “  gimplex == £
IX. “  unicornis ¢. rudimento cornu alterius,

From the 8th to the 12th week the septum disappears; from
the 12th to the 20th, the depression at the upper end ; therefore,
from the 8th to the 20th week three varieties of four uterine
forms appear, viz.:

X. Uterus bicornis septus, subseptus, simplex.
XI. “ introrsum arcuatus, “ e
XII. ¢  planifundalis, 4 “
XIII. ¢ foras arcuatus, 1 &

Thus the entire division comprises thirteen different conditions,
twelve of which are arrests in development, while the uterus foras
arcuatus simplex, the thirteenth, is normally developed. Consid-
ered together with three conditions of the vagina, vagina septa,
subsepta, and simplex, we have thirty-six combinations.

In the fourth period of feetal life, from the 20th to the 40th
week, the vagina, vaginal portion and uterus have folds appear-
ing in their mucous membrane; the uterus is more arched or
vaulted from the vaginal portion to the fundus,and thus becomes
the feetal uterus, the fourteenth variety.

During childhood the walls of the uterus and the fundus be-
come thicker; the mucous membrane of the body of the uterus
gradually becomes smoother and finally the body preponderates,
while the cervix ceases to increase in thickness,

I. Derecrus UreErr Torarnis. (Assexce or THE UTERUS.)

It is very difficult, indeed scarcely possible, to recognize total
absence of the uterus in the living subject, because it may be

19
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represented by very thin muscular strands, and, as they ecan
hardly be made out by palpation, it cannot be asserted with
absolute certainty during life that they are absent. Confusion
may also arise at the autopsy, for portions of the tubes may
appear to be rudiments of a uterus. In actual defectus uteri the
vagina is generally rudimentary, the vulva being normal with the
exception of the clitoris and occasional absence of hair upon the
parts (Saexinger); the mammary glands may likewise be wanting
(Saexinger). The broad ligaments are replaced by scarcely per-
ceptible transverse bands in the true pelvis. The round liga-
ments of the uterus are said to be invariably present (?)

The ovaries as a rule are not normally developed, but still
may contain Graafian follicles. If tubes are present, the external
fimbriated end is usually hollow, but the remainder solid. The
pelvis as well as the person is of the feminine type. Sexual de-
sire may be wholly wanting; amenorrheea, pain in coition, sterility,
dilatation of the urethra, or distension of the rudimentary vagina
are the usual consequences.

In making a diagnosis of such a condition, a catheter should
be placed in the bladder, the index finger introduced into the
rectum, and by conjoined manipulation from the abdomen, ree-
tum and bladder, an attempt made to ascertain whether a trans-
verse band passes across the true pelvis, or whether the ovaries
can be found either on or below the terminal line or in Douglas’s
cul-de-sac.

Successful treatment will, of course, be out of the question.
Fiirst found the following examples of entire absence of the
uterus reported by Willemin in 1864, by Holst in 1866, by
Saexinger in 1866, and by Knight in 1860. To this list I will
add those of the last six years: Bellina, Burton, Cameron, Caro,
Coén, Cunningham (post mortem), Daniel, Depaul, Eder, Eisler,
Ellis, Engelmann, Fergusson, Frissel, van Geyzel, Guice, Hulke,
Heyernaux, Kiralyfi, Lyman, Maples, Perkins, Polaillon, Pozzi,
Puech, Reid, Rendu, Rheinstidter, Riddel, Shepard, Stevens,
Temmlji and Valerani. The number of cases is so large, and so
few have been confirmed by an autopsy, that the diagnosis in
many is certainly doubtful. The same is true of my cases, Nos.
5and 7 (5. u.).




MALFORMATIONS OF THE UTERUS, 219

II. Urervus UnicorNis sINE ULLo RupimEsTo CORNU ALTE-
r1Us. (ONE HorNeED UreErus WirHouT ANY RUDIMENT
oF THE OrHER HoORX.)

Here one Miiller’s duct alone is wanting or has become atro-
phied. The diagnosis of this condition in the living subject is
for obvious reasons hardly possible; therefore, the cases reported
by Holst, Hennig, and Pribram, diagnosticated during life, are,
to say the least, doubtful. In 1859, Rayer, of Paris, found this

Fi1G. 14,
wrel e dexts

y TCTLOE

_ Lab. mq{g!.

Loth miere.

Uterus Unicornis Dexter sine ullo rud. corn. sin. The left round ligament, left
ureter, and left kidney are wanting.

Ureter dext., right ureter; Ovarium d., right ovary ; Ligam. rot. dext., right round
ligament; Vesica, bladder; Fortio vagin., vaginal portion.

T
P

condition in a sheep. The vagina may be either simple or di-
vided, and is generally narrow; the vaginal-portion is small,
rudimentary, or wart-like. The uterus is either solid* or hollow,
and averages from 3 to 6 centimeters (1.2-2.4 in.) in length (fig.
14). Menstruation, as a rule, never occurs. The uterus is usually
not situated directly in the median line, but rather to one side,
toward which side the organ is bent or arched. The broad liga-

* Holst, Beitrige, i., p. 43.
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ment is absent on the same side as the missing uterine horn. The
ovaries may be normally developed on both sides. The uterus
unicornis, as a rule, has no fundus, but this is not invariable (figs.
14 and 15). Unilateral development of the bladder, or absence
of the kidney or ureter on the corresponding side, has been ocea-
sionally found.

Two cases of this kind, figs. 14 and 15, are from our clinical
museum in Munich ; in one the left round ligament of the uterus,

Fi1i. 15,

Left-horned Uterus without any rudimentary right horn. The rectum is on the
right side, and the broad ligaments, right ureter and kidney are wanting.

Rectum r. g., rectum lying upon the right; Perit. falte, peritoneal fold; Blase,
bladder; Linke Niere, left kidney; Ov, sin., left ovary; Tuba sin., left tube; Lig. rot.
sin., left ronnd ligament.
left ureter and left kidney are wanting ; in the other, both broad
ligaments, one ureter and the corresponding right kidney are ab-
sent; the rectum is situated on the right side near the bladder-
like uterus. The solid horn was small and muscular ; the tube
and ovary upon the corresponding side were likewise solid and
rudimentary. The kidney and ureter were absent on the same
side, and also the corresponding recto-vesical ligament.
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ITI. Urerus Unicoryis Excavarus cuom RupiMmexto Coryu
Arrerivus SoLipo s. Excavaro. (ONeE-HorxeD UTERUS
witTH CaviTty, wiTH ErrTHER SoLID orR EXcAVATED
RupiMEsTARY HORN.)

Cases in which the distorted uterine horn was entirely solid
have been reported by Rosenberger and Saexinger.*

I have seen two such cases, one of which is deseribed in my
Atlas, plate x., fig. 1, p. 88; the other, in the third volume of
Berichte und Studien, pp. 245, 246. The last patient died from
infectious puerperal peritonitis. The diagnosis of uterus uni-
cornis was not made during life, for the patient did not enter
the hospital till the second stage of labor. The feetus came
down with a foot presentation, and the cord was prolapsed ; the
pains being weak the feetus was at once extracted. In any case
the diagnosis would have been difficult, for the fundus was quite
broad near the left cornu, and neither small nor pointed. The
large omentum was adherent to the peritoneum of the sigmoid
flexure and uterus, and there was a furrow-like depression on the
fundus of the uterus where the adhesion was found. A rudimen-
tary growth about the size of a plum represented the right uterine
horn, which upon section proved to be a solid body of grayish-red
lax tissue. The ovarian ligament and the right tube were attached
to the apex of the right horn, which was turned toward the right
side. About four centimeters (1.6 in.) of the abdominal end of
the right tube was hollow, the remainder being solid. The right
ovary was of good size, flattened, as was also the left, and con-
tained several corpora lutea. A thin, solid band passed from the
rudiment of the right horn to the lower part of the left horn.
The vagina and vulva were normal.

I could learn nothing from the history of the second case,
right one-horned uterus, with a solid rudiment on the left side
(fig. 16). The vagina was single and of average length and
width ; the os uteri was a transverse fissure, measuring 1.5 centi-
meters (2 in.), the cervix somewhat dilated and 3 centimeters (1.2
in.) long ; the right corpus uteri measured 4 centimeters (1.6 in.),
and its cavity wassomewhat dilated and filled with mucus. From

e

* Monatsschrift, xix., p. 194
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right to left the fundus uteri curved laterally, passing into a
ridge or band, which at first glance seemed to be the left tube, but
which was enlarged at the point of junction with the left ovarian
ligament, forming a solid uterine rudiment 2 centimeters (% in.)
in length. The ovaries were of unequal size, the one attached to
the rudimentary horn measuring 22 millimeters (.8668 in.) and
9 millimeters (.3546 in.), in diameter; the other, 30 millimeters
(1.182 in.) and 17 millimeters (.67 in.). Numerous cicatrices

FiaG. 16.
Ruecelim. soliduim. {,‘Emzq dlexlrizny

ﬁf‘z;fi?'m ut. ext,
Right One-horned Uterus with the left a solid mdiment.

; Lig. ov. 5, left ovarian lgament; Ov. sin., left ovary; Rud. solid., solid rmdiment ; |
Cornu dext., right horn ; Ov. dext., right ovary.

were found upon each. Cases belonging in this group have been i
reported by J. A. Stoltz in 1860, three by Virchow in 1860, by
Betschler in 1861, by Rosenburger in 1862, by Turner in 1865 and
1866, three cases, by C. Birnbaum in 1867, and by Faber in 1881.

There may be a cavity in the rudimentary horn, a solid eord
intervening between it and the other portion of the uterus. Preg-
nancy may oceur in this cavity from extra-uterine transmigra-
tion of semen, according to Turner, Rosenburger and Virchow.
Extra-uterine transmigration of the ovule may also occur, as
reported by Luschka. Finally, there may be a distorted bladder-
like uterine horn in uterus bicornis; cases of this anomaly have
been reported by Day, Stoltz and Birnbaum, although I am in
doubt as to whether that of the last is one.

Menstruation may be present and conception occur in uterus
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bicornis with a rudimentary horn.* If the ovum be developed
in the large horn, premature expulsion may oceur from the dis-
tension, but in our case the child, a girl, was carried to near full
term ; its length was 45 centimeters (18 inches) and its weight
over 5 pounds. If a communication exists with the cavity in
the undeveloped horn, the latter may be also distended. Should
pregnancy occur in the undeveloped horn, rupture usually occurs
and the feetus escapes into the abdominal cavity with fatal internal
hemorrhage, a termination which has been observed by Virchow,
Luschka and Rosenburger. Such cases may be easily confounded
with tubal pregnancy since, during life, it is very difficult to diag-
nosticate the real condition. The decidua of the non-gravid por-
tion must be carefully studied, to see whether it has the fusiform
shape of a uterus bicornis; also whether it has two or three open-
ings. Confusion may arise,even at the autopsy, if strict attention
is not paid to the point at which the round ligament is inserted.
The ovary and tube may often be rudimentary in conjunction
with the partially hollowed-out rudiment of the horn.

IV. Urerus RupiMENTARIUS SoL1DUS. (SoLID RUDIMENTARY
UrERus.)

The recent publications in regard to this anomaly are by Dinner
Doran, Dyhrenfurth, Freudenberg, Gilles, Kubassow, Thompson,
and by myself. Here the uterus may also be double, i. e., each
Miller’s duct may be developed, the coalescing of the two having
never occurred, uterus didelphys. The anomaly must have, there-
fore, occurred before the eighth week. Iurther, the uterus may
besingle below, with more or less development of the horns above,
making fusiform bodies which are placed upon the flattened or
twisted rudimentary uterus, uterus bifidus. Finally, the rudimen-
tary uterus may be solid but single, uterus rudimentarius solidus.

Examples of uterus didelphys have recently been published
by Cusco, of Paris, Gusserow, from Simpson’s practice in Edin-
burg, and by Freund.

In all cases the vagina was rudimentary ; in one the round liga-
ment was wanting on oneside. The mammary glands and external
genitals were normal or less perfectly developed than usual.

* See above, our case, No. 1.
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Cruise and Saexinger have described cases of single rudimen-
tary uterus without a cavity, and I have met with eight examples
in my own experience. In two of these I endeavored to form a
vagina; in the third, the condition caused no symptoms, the
rudimentary corpus uteri was flat superiorly, not curved, and
drawn somewhat to one side, reminding one of uterus bifidus.
In all of my cases the mammary glands and external genitals
were in a normal condition. In one case reported, the mammary
glands were wanting and there was no hair upon the pubes; in
another, the round ligaments were absent, while the ovaries were
perfectly developed.

Of course, there will be no menstruation under such condi-
tions, though there may be very considerable menstrual molimen
of which we have already spoken.* If such patients marry, the
lower vaginal segment is distended, or coitus is effected through
the urethra. It is worthy of mention that in Cusco’s case the
uterine appendages of the left side were found in an inguinal
hernia.

V. Urervus RupiMENTARIUS PARTIM ExcavaTus. (RubDIMEN-
TARY UTERUS PARTLY EXCAVATED.)

Arrested growth of the eavity ocecurs during the first period of
development; therefore, it may be found in uterus didelphys or
duplex, uterus bicornis, or uterussimplex. Ed. Martin described
a case in which a uterus rudimentarius duplex with a eavity in
the right rudiment was found with dropsical degeneration of both
kiduneys. Leudet reported a uterus bicornis solidusin which the
tubes were patulous.

Holst observed, on examination, a thin, relaxed uterus mem-
branaceus one and a half inches in length, with rudimentary and
impervious vaginal portion,

Neither of these patients had menstruated or experienced the
molimina, though numerous cicatrices and corpora lutea were
found in the ovaries of Lendet’s patient.

The following complications may occur in the anomalies just
described. First, an absence, degeneration, or distortion of one

# Bee p, 111, and Hafner, Berl. K1. Wochenschrift, 110, p. 346.
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or both kidneys, as well as of the corresponding ureter and half
of the bladder; this occurs more rarely alone, than in combina-
tion with the anomalies under consideration.—Figs. 14 and 15,
pp- 219-220. Then the original ducts of the kidney, the Wolf-
fian bodies or Gartner's canals may persist instead of gradually
atrophying. Again, the extremity of a Miller's duct may de-
velop into a hydatid of Morgagni, or, finally, extensive congenital
primary atresia of the vagina, in contradistinction to the con-
genital atresia acquired during feetal life, may be associated with
a solid partial or complete uterus bicornis, whereas, the latter
form of atresia is found only with a single uterus.

In the second and third periods of intra-uterine life those ano-
malies are developed which depend upon the disappearance of
the septum, and complete external coalescence of the two horns.
The septum begins to disappear at the external os uteri and the
process is complete by the end of the twelfth week. The disap-
pearance of the septum is entirely independent of the external
coalescence.

VI. Urervs Bicornis Seprus, SUBSEPTUS, SIMPLEX. (Two-
HorNED Urerus wiTH COMPLETE OR PARTIAL SEP-
TUM, SIMPLE.)

Here the portions of Miiller’s duets which form the uterus have
not coalesced up to the normal level.

In uterus bicornis septus or, as Kussmaul named it, uterus
bicornis bicameratus, there are two cavities which are completely
separate down to the external os uteri. As a rule, both are well
formed,and the cervix is thicker than the thin,small, ¢ylindrical
horns. The anterior uterine wall is said to be concave, and the
posterior convex ; where thereisa double vagina, the vaginal por-
tion is also double. The uterus is usually shorter than the normal ;
occasionally a fold of peritoneum passes from the bladder to the
rectum between the horns, the recto-vesical ligament. The most
recent deseriptions of such cases are by Simpson, Laaser, Gallard,
Freund, Rokitansky, Greenhalgh and Faye. Someof these patients
never menstruated without great saffering and were sterile, while
others have repeatedly conceived, as did Faye’s patient. I have
observed several interesting cases of this kind. The first patient,
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who had double vagina, hematocolpos, and hematometra, has been
already referred to upon page 112, and is described in my Atlas,
plate xi., p. 88. In the preparation adhesions could be seen be-
tween the two horns, and between the lowest portious of the horns
and the rectum and posterior peritoneal covering.

The second case is given in the Atlas, plate xviii., p. 382,
principally to show the extraordinarily large retro-vesical liga-

Two-horned Uterus with double cervix. Recto-vesical ligament.

Tuba d., right tube: Ov. d., right ovary; C. d., right horn: Tuba s., left tube;
Ovar. s., left ovary ; Corn. s., left horn,

ment. In the vaginal vault, between the two small vaginal
portions, was a remnant of the vaginal septum 5 mm. (3 in.) in
length. The anterior and posterior columnz rugarum were
strongly marked, and the vagina unusually short and narrow, o
centimeters (2 in.) long by 6 centimeters (2.4 in.) broad.

The recto-vesical ligament, shown in fig. 17, is 4 centimeters
(1.6 in.) in width, and passes from the middle of the posterior wall
of the bladder to the rectum between the two horns. The latter

- |
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are unequal in length and thickness, the left uterus being 6 cen-
timeters (2.4 in.) while the right is 5.5 centimeters (2.2 in.) in
length. Between the horns the recto-vesical ligament is only 2.5
centimeters (1 in.) wide, but broadens to 8 centimeters (3.2 in.)
as it ascends to the anterior rectal wall, from which it may be sepa-
rated ; here it has the appearance of a smooth muscular layer,
which suddenly becomes thinner and passes into the peritoneum
of the colon. No muscles could be found in this ligament by
microscopical examination. Beneath the peritoneum was a layer
of fatty embryonic connective-tissue containing numerous thick-
walled vessels. :

In Schatz’s case® the recto-vesical ligament was united by
bands of adhesion to several loops of the ileum and was without
lateral branches. Owing to the fact that but few of such cases
have been carefully examined with reference to this point, it is
impossible to determine with certainty the significance of this
ligament ; it may be the cauvse or the result of the incomplete
development, or may originate simultaneously with it.

Normally the layers or folds of peritoneum are separated by
the uterus growing upward between them. In my case the liga-
ment seemed to be the consequence of an abnormal unfolding, a
view rendered the more probable by the absence of any symp-
toms of peritonitis in the vicinity of the uterus, tubes or ovaries.
The unusually great development of the two horns also renders
the assumption of feetal inflammatory processes being the cause
of the anomaly improbable.

The third case, fig. 18, shows a different combination of uterus
bicornis septus or bicollis, namely, with vagina septa; one-half of
the uterus had been pregnant while the other still contained
decidua at the time of examination. The difference between the
two horns was considerable, the left, unimpregnated portion was
8 centimeters (3.2 inches) in length. The superficial layers of
the mucous membrane were partly exfoliated, while in the lower
strata regeneration had already begun.

The fourth case I saw in the Dresden Lying-in Hospital ;i the
patient, aged 24 years, had given birth to a living child in 1873 ;
instruments were not used, and she made a perfect recovery.

* Archiv f. Gynaek., i., 14-23.
+ Atlas, p. 386.
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When admitted we found a double vagina, each part presenting
a vaginal portion. The right half was pregnant; in the left half
Dr. Wyder demonstrated decidual cells. The patient began to
menstruate at seventeen years, the periods coming at irregular
intervals of three to four weeks and continued seven or eight

Fig. 18,

Atresia of the right tube.
Cornn dext., right horn; Ovar. dext., right ovary ; Atr. tub., atresia of tube; Orif,

d., right orifice; Tuba sin., left tube; Ov, 5., left oyvary; Cornu sin,, left horn; Or, sin.,
left orifice.
days; the flow was tolerably profuse, although painless. Her
second pregnancy had lasted 262 days; the feetus presented in
the first occipito-anterior position. The pains were weak in the
second stage, and, as the feetal heart was not carefully watched,
the labor lasted 70 hours ; the feetus was born dead. The placenta
was expelled 25 minutes later. The pains were brief and insuf-
ficient. During labor the two halves of the uterus could not be
sharply defined, but the boundary became more evident as the
uterus diminished in size.

It could not be determined with certainty which half had been
pregnant at the previous labor. The two vagine were of-equal
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dimensions. Two hours after delivery the patient had a severe
convulsion from which she fully recovered. The feetus was 47
centimeters (18.8 inches) long, was rather small, but weighed
between five and six pounds,

B. Utervus Bicoryts PArtim SepTus. (Two-HorNxED UTERUS
PARTLY SEPARATED.)

The septum is usually continued as low as the internal os, as
in the cases of Horand and Biesiadecki, or a little lower, as in
Frier's case, in which both halves were pregnant. Kussmaul
calls this form uterus bicornis unicollis. I have described a

Fic. 19,

Two-horned Uterus with one cervix. Adenoma,.
Fransen, fimbriz; Tuba, tube,

preparation showing this anomaly in my Atlas, plate xi. a, p.
198, which was taken from a virgin, aged 21 years, who died from
endocarditis (fig. 19).

The left horn was so deeply imbedded in adhesions that at
first nothing could be seen of it, 'Three bands of adhesion passed
from the deepest portion of the depression at the fundus across to
the rectum.

a, b, e. The external os led into a dilated cervical cavity, and
directly above the internal os the two horns diverged at an
angle of 110 degrees. The tube and ovary on the right side
were normal, but on the left they were imbedded in adhesions.
The three bands of adhesion above mentioned were, first, a short
adhesion from the posterior wall of the bladder to the insertion



230 DISEASES OF WOMEN.

of the right tube ; second, a thick ligamentous membrane which
passed from the middle of the right horn internally across the
cervix, and which then lost itself in the region of the right sacro-
uterine ligament ; third, the left horn was bound to the bladder
and rectum by several adhesions.

Menstruation had been very irregular in this patient ; at first,

‘only once in three or four months, and later it ceased altogether.

She died from endocarditis with mitral and aortic insufficiency,
infarction of the spleen, and cerebral embolism.

Krieger* endeavored to account for a uteris bicornis, compli-
cated with atresia of the anus, by the persistence of a rudiment
of the allantois which he was able to trace from the posterior
wall of the bladder between the two horns to the blind extremity
of the intestine. None of our cases were complicated with atresia
of the anus; in the one last mentioned, the condition was doubt-
less due to inflammatory processes, but not so in the first case.
At all events, the deformity may be attributed to various causes.

Fiirst has collected reports of cases by W. Turner, two cases,
Heppner, Birnbaum, Tyler Smith and Hancock. In Heppner's
case delivery took place without artificial aid by spontaneous
version from a frontal to a knee presentation; in Birnbaum’s casef
both horns were pregnant.

VII. Urerus IvTrORsUM ArcvaTus. (UreErvus wiTE CoN-
cAvE Funbus.)

In this anomaly the horns of the uterus have coalesced to such
an extent that only a slight saddle-shaped depression can be seen
at the fundus.

The septum may also be complete, incomplete, or wanting.
Such cases have been deseribed by Heschl, Baart de la Faille
and Greenhalgh. In Spaeth’s case the fundus was slightly in-
verted ; the right half was pregnant, the left contained remnants
of decidua, and the septum passing from the external os to the
fundus was ruptured during labor. I have found this anomaly

* Monatsschr. fiir Gebh., xii., p. 172-190.
T Monatsschr., xxii., 6; xii., 63.

.I?‘
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several times in the dead subject, the most interesting case being
shown in fig. 20, in which a still-born feetus was found to have a

F1a. 20.

Uterus with coneave fundus. Cystoma of both ovaries in the fretos.

uterus introrsum arcuatus with congenital cysts of both ovaries.
This feetus weighed about three pounds and was 16.4 inches in

length.

VIII. Urerus PLANIFUNDALIS. (UTERUS WiTH FrAaT Funpus.)

Here the slight depression at the fundus has disappeared, the
upper border of the organ passing in a straight line between the
tubes. Previous to the appearance of Fiirst's work (1. e., p. 201),
this arrest of development had been deseribed only by E.
Wagner. Inthis case the entire uterus and vagina were divided
by a septum 14 millimeters (3% inch) in thickness, the upper part
of each cavity being horn-shaped and turned outward. A single
hymen, overlapping in several places, covered both halves of the
vagina. One case of this kind, an adult uterus planifundalis
with adenoma cylindrical celled, complicated by salpingitis on
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the right side and an ovarian tumor on the left, is shown in the
plate xx, a, p. 40, of my Atlas. Another specimen, fig. 21, is

Fig. 21.

"..--.--'--'tﬁ.,' L e L s
Uterus with flat fundus.

A

from the collection of preparations in the Munich Clinic. In
both cases the vagina and uterus were single; they may also be
entirely or partially separated.

IX. Urerus Foras Arcuatruvs. (Urerus witH CoONVEX
Fuxpus.)

This uterus has the normal form externally, is well developed,
and may be single internally; or, there may be a complete or
partial internal septum. Kussmaul named the first form, uterus
bilocularis s. septus. The whole organ appears .rather broader
than normal, or, occasionally, ridge-like prominences are seen on
the posterior wall ; the latter may also be present when the cavity
is single. Sometimes the septum remains intact in part,e. g., the
external os alone may be divided into two portions, or, instead
of the septum, a ridge representing it may be seen on one or both
walls, o’

Malformations which occur as combinations of the anomalies
described in Chapters VI.-IX., inclusive, are as follows: 1.

A=
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Congenital vaginal atresia of the anus. According to Krieger,
this form results from the persistence of the allantois, the latter
preventing the intestine growing toward the external anal inver-
sion. 2. Partial atresia of the allantois, so that no cavity is
formed in the horns which originate on the anterior abdominal
wall, thus resulting in atresia of the urethra; or, if these two
eminences fail to coalesce, to duplication of the bladder.* 3. Per-
sistence of the uro-genital sinus may occur when anything inter-
feres with the growth downward of Miiller’s ducts.¥ 4. Imper-
forate hymen, atresia of the hymen. This anomaly has also been
supposed to originate in an abnormality of the allantois, but, as
we have previously shown, it has nothing to do with the allantois,
because the hymen is formed from the vagina.

X. Urervs InzEquarnis Ex Impepita EvoLvrioxe Uxius
Lareris. (Usequarn Urerus From IMmPEDED DEVEL-
OPMENT OF ONE SIDE.)

This is a variety of arrested development which demands care-
ful description. The case represented in fig. 22 showed at first
marked differences in the width of the broad ligaments, in the
length of the tubes and of the ovarian ligaments, The right

FiG. 22

Tub. sin., left tube; Ov. s, left ovary; Ov. d., right ovary; Tuba 4., right tube.

ovarian ligament was 15 centimeters (6 in.), the left 45 centi-
meters (18 in.), long, while the ovaries were about of the same
comparative size. A section of the uterus showed unequal size
of the lateral walls, the inequality being due chiefly to less com-
plete development of the left side of the fundus. It is evident

* Rose, Monatsschrift, xxviii., 1366, p. 248.
1 Debout’s case, Fiirst, I. c., p. 217.
il
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that this could not have been a case of uterus unicornis, since the
illustration plainly shows that the left ovarian ligament passes to
the left side of the uterus, and that the left tube opens into the
left side of the fundus. Neither can it be a right latero-flexion,
since the axis of the organ is not bent to the left, and the slight
lateral curvature can be explained by the shortness of the left
lateral wall of the uterus. The right and left walls are of about
the same thickness. The cervix seems to be remarkably long,
and its right and left sides are more nearly alike than the upper
parts of the organ. This abnormal form ean be understood only
by assuming a partial and incomplete development of those por-
tions of Miiller’s ducts which form the fundus of the uterus.

The inequality in the broad ligaments, tubes and ovarian liga-
ments previously mentioned is not necessarily associated with the
anomaly under consideration, and is probably due to an asym-
metrical coalescing of Miiller’s ducts which originally may have
been of the same length. This asymmetrical union may have
been due to fixation of one duct and the unusual length of the
other, its increased length being caused by tension after its union
with the former.

XI. Urervs Faranis., (Feran Urerus.)

This condition is developed during the fourth period of intra-
uterine life and may persist in later periods. It is characterized
by an incomplete formation of the cavity and the three-cornered
cylindrical shape of the uterus. Distinct folds are seen in the
mucous membrane of the cervix and body. The cervix is often
very long and thick, while the body is small, narrow and solid.
In one case of this kind Saexinger confirmed the diagnosis by an
autopsy.* The patient died from chlorosis; the uterus was 4
centimeters (1.6 in.) long, and the vaginal portion merely a
small perforated tubercle.

I have described and given a drawing of a normal feetal
uterus in the Atlas, plate xiii., p. 387. The cavity of the body
was only 1.25 centimeters (3 in.) long; that of the cervix 2.5

* Fiirst, . c., p. 220,
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(1 in.); the walls are from 5 to 6 millimeters (5% to % in.) thick,
and the mucous membrane is thrown into folds to above the in-

Fic. 23. Fig. 24.

AT
Feetal Uterus. Infantile Uterns.
V. L., anterior lip; H. L., posterior lip.

ternal os. Similar folds occur in the vaginal portion as through-
out the whole vaginal canal.

XII. Urerus InrantILIs® (INFANTILE UTERUS.)

In the infantile uterus the vaginal portion is much shorter, and
the plicze palmate pass high up in the organ. The walls are of
about equal thickness throughout, so that the increased growth
of the body at the expense of the cervix can be readily diag-
nosed. If the uterus remains in this condition after puberty, it
becomes an abnormality which several anatomists have found
associated with a diminutive heart and a general hypoplasia of
the vascular system. This will explain why menstruation and
ovulation are so frequently absent in such cases. I have had
two patients under my care who never had menstruated,—one
aged 25 years, and married for more than a year; the second,
single and 24 years of age. In the first patient the vulva and
vagina were normal, the uterus eylindrical and only 5 centime-
ters (2 in.) long; the patient was predisposed to tubereulosis.

* Vide Atlas, plate xiii., fig. 4.
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The second patient had a small retroverted uterus, in which a
sound could not be passed above the internal os; her parents and
their adult children had died from tuberculosis.

Finally, there is another form of hypoplasia of the uterus,
viz., uterus (rudimentarius) membranaceus—an anomaly which is
a clinical rarity. I have never met with it in the living, but
have twice seen it in the dead subject. Virchow* named this
condition primary atrophy, and besides his own, cases have been
reported by von Foster, Fraenkel, Fiirst, Heitzmann, Hiller,
Holst, Puech, and K. Schrider. In Fiirst’s case, a girl nine
years old, the uterine wall at the fundus was only % millimeter
(g7 in.) thick, at the sides, 1 millimeter (3% in.). My cases
were, first, a girl of 1} years, dead from scarlet fever, whese

53

(Blase, bladder.)

Membranaceons Uterus.

uterus plani fundalis simplex, was only 2.5 centimeters (1 in.)
long, and whose ovaries were simply thin strands in the broad
ligaments ; the second case is represented in plate xiii., fig. 1., p.
388 of my Atlas. The uterus of this person was only 3.4 centi-
meters (1.3 in.) long, and the walls of the fundus were as thin as
paper. (Fig. 25.) The patient died from phthisis and general
glandular suppuration. There was but little hair upon the
pubes, the introitus was normal, the bladder hypertrophied, and
its upper surface connected with the large omentum. The hymen

—— e =

* Berl. Beitr. z. Gebh. u. Gyn,, i., 360.

L

L e —
R P



MALFORMATIONS OF THE UTERUS, a7

was intact, the vagina short, transversely striated and very thin ;
the vaginal portion was short. Muscular tissue was entirely ab-
gent from the fundus; the tubes were normal, 8.5 centimeters
(3.4 in.) long, and the ovaries, though well developed, showed no
cicatrices, In both of Virchow's cases the aorta was narrow,
with here and there fatty degeneration of its intima; in one
patient the right heart was hypertrophied, and in the other there
was fatty degeneration of the same portion.

Eriorocy oF CoNGENITAL DEFORMITIES OF THE UTERUS.

Two classes of causes for abnormalities of development are
recognized, those of local origin, and those of hereditary nature,
traceable to the influence of constitutional disease at the earliest
periods, e.g.. scrofula, tuberculosis, and rachitis.

Hymen elousus has been found in several members of the same
family. (Madge, Yates.)

Many of these anomalies are undoubtedly due to inflammations
of the peritoneum during feetal life. Recklinghausen traced one
case of feetal uterus to membranous adhesions between the uterus
and the posterior wall of the bladder. In a case examined by
Ahlfeld,* in an infant with partly dilated bladder, complete sepa-
ration of the genital canals, atresia of the anus, and cloaca, the
cause was assumed to be premature and great distension of the
allantois from closure of its excretory ducts.

Other probable factors are displacements of the adjacent organs,
as of the rectum to the right side, or a drawing upward of the
bladder, ete.

I found two per cent. of congenital deformities of the uterus in
600 autopsies. I have also seen 18 cases in the living subject in
20,000 patients, 14,000 parturient women being among the number.

The causes which lead females with imperfectly developed gen-
itals, to consult the physician are these: 1. Evacuation of the
bladder and bowels may be difficult in early childhood, either in
anal atresia alone or associated with some abnormality of the
bladder. 2. Amenorrhceea exists at puberty with the occurrence
of colicky pains or perhaps symptoms of peritonitis. 3. A tumor

* Archiv fiir Physiol. Heilk., xviii., p. 185.
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may be present with violent pain at each menstrual period; hema-
tometra may be the sequence of duplication of the genital organs.
4. After marriage pain in coition may occur, with burning pain
and pressure in micturition. 5. The desire to have children. 6.
The various anomalies of parturition, finally, demand the most
careful attention.

Cases of the last will not be dwelt upon here, and instead of
describing the other symptoms in detail, I prefer to describe the
cases I have examined which have not been previously mentioned.

Atresia of the Vagina, Solid Right Horned Uterus ( With Rudimen-
tary other Horn?) QOvaries?

1. M. B, aged 24 years, single, was a healthy child; has never been
seriously ill; has not yet menstruated. During every fourth or sixth week
since her twentieth year she has had pain in the abdomen and sacral region,
with nansea and vomiting, and swelling of the abdomen ; this condition lasts
three or four days. The pain is said to have gradually increased in severity.
Habits are feminine, Vunlva is entirely normal. It is not noted whether
the hymen was present. The vagina is a cul-de-sac about 8 centimeters
(3.2 in.) long, through which a cylindrical solid body can be felt somewhat
to the right side. A fold passes from the latter to the left pelvie wall. It
is impossible to isolate the ovaries. Tumors, from retention of fluid, can-
not be found. Upon examination through the vagina and rectum of the
cylindrical body which was supposed to be the uterus, a depression like
the os uteri could be felt. In the winter of 1864-65 I tried repeatedly to form
an artificial vagina, succeeding in penetrating to the uterus, but could evac-
uate nothing from it, and since the artificial canal always closed, the patient
was finally dismissed unimproved.

Solid Rudimentary Uterus; Atresia of the Vagina ; Basedow's Dis-
ease ; Unsuceessful Attempt to form an Artificial Vagina. 1871,

2. Miss W., aged 21 years, has suffered since her eleventh year with
amenorrheea and palpitation of the heart; Basedow’s disease marked. One
year ago the palpitation appeared every four weeks, and was associated
with a tense, swollen abdomen. Condition similar to above patient, except
the uterus, which was a solid rudimentary uterus, apparently with an orifice
at its lower extremity. Attempt to form artificial vagina unsuccessful. No
hematometra nor retention of secretion present. The patient was discharged
unimproved.

e o
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Atresia of the Vagina. Solid Rudimentary Uterus. Ovaries?

3. Mrs. Z., aged 25 years, married 1 year, sterile, came to inguire the
reason of her sterility. Vagina was short, radimentary, broad, 6 centim-
eters (2.4 inches) long. The uterus feels like a small, single solid body.
No meunstrual pains. The urethra was so distended from coitus that the
finger could be readily introduced. No dysuria. Treatment impossible.

These three cases occurred in Rostock, among 1588 patients.
In Dresden I observed the following:

Atresia of the Vagina, Solid Uterus. Both Ovaries Palpable ; Left
One, Size of @ Walnud.

4, L., aged 29 years, scrofulous in childhood, had typhoid fever when 23
years old. She has been married five years, but is sterile, and has amen-
orrhea and headache ; is of average size, a blonde and not pale. Patient
says mammary glands are normal ; vulva is normal. Small papillomata on
inner surface of the nymphz. Signs of a hymen present; urethral orifice
reddened, and to the right side of it there is an indentation ; the finger may
almost be introduced. Behind the hymen there is a cul-de-sac about 5 cen-
timeters (2 inches) in length. Patient thought she formerly had a feeling
of weight every four weeks, and has now at irregular intervals pain in region
of right ovary. Treatment not indicated.

5. Miss L., aged 23 years, labors under amenorrheea. The mammary
glands, vulva, and vagina as far as the vault, are well developed ; but in the
vault there is a very small orifice through which the sound cannot be intro-
duced. By bimanual examination, neither uterus nor ovaries can be felt.

6. Miss R., aged 19 years, has amenorrhea, atresia of the vagina, and
solid rudimentry uterus, a slight fold or band passes across the true pelvis.
Ovaries not palpable. No menstrual pains present.

7. Mrs. S, aged 31 years, married for three years, suffers from amenorrheea,
Voluptuous sensation during coition. There is a dilated urethra, but no
dysuria. The vaginal cul-de-sac 6 centimeters (2.4 inches) long. Hemnants
of hymen are found in introitus. There is a full growth of hair on pubes, No
retention tumors are apparent. A transverse band in the pelvis may be felt,
but neither ovaries nor uterus are palpable.

Atresia of the Vagina, Solid Rudimentary Uterus, Dilated Urethra,
no Menstrual Pain.
8. Mrs. Z, aged 25 years, married for almost three years, complains of

amenorrheea.  She has used alcoholie drinks freely in order to bring on the
menses. No sensation is felt in coitus. The mammse are large, and a drop
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of serum may be pressed from the left nipple. The growth of hair is abun-
dant on mons veneris and vulva. The urethra, being dilated, admits the
finger, but the vaginal cul-de-sac is short, and there is no hymen. The
solid rudimentary uterus is 3 centimeters (1.2 inches) long. The ovaries
are not palpable, and no menstrual pain oceurs.

9. Miss Z., aged 20 vears, has amenorrhea. The urethral orifice is di-
lated, and beneath it are formed two pouches or pockets, from 0.5 to 1 cen-
timeter deep. Vaginal atresia exists, as does also solid uterine rudiment.
There is a trace of both ovaries, and she has sacral pains and headache.

10. Mrs. W. has a uterus bicornis, of which the left horn is the more de- -
veloped. She is about 45 years old, and a Russian.

11. Mrs. O., aged 20 years, has never menstrnated with regularity.
Amenorrheea for the last fifteen months. Has a very small, infantile uterns.

12. Mrs. K., aged 27 vears, has been twice married, but is sterile. The
vagina is short and smooth, and the vaginal portion wanting; a button-shaped
external urethral orifice. The sound passes 4 centimeters (1.6 inches) into
the small uterus, which remains infantile.

13. Mrs. B, aged 25 years, has been married for one year; never men-
strnated. Her uteros is small and eylindrical. Tuberculosis.

Of these 13 cases, 9 belong in their origin to the first intra-
uterine period, Case No. 10 to second period, and 11-13, inclu-
sive, to the fourth. Of these cases, 10 ocenrred in 5665 patients,
averaging 1 case to each 566 patients treated, which is about the
same percentage as in Rostock and Dresden. The correct propor-
tion 13 : 7253 would be 1 : 558. |

Eight of the patients were married, although 5 of them had
never menstruated. The cases, 1-9 inclusive, might have led to
divorce, partly on account of interference with cohabitation,
and partly from inability to conceive. Therefore, I hold that
every mother, whose daughter never having menstruated is about
to marry, should require an examination to be made by the family
physician hefore marriage, so that the cause of the amenorrheea
may be ascertained. Further, no physician should prescribe the
preparations of iron or emmenagogues for a young girl who has
reached the age of puberty, whose menses have not appeared, with-
out previously making a careful examination. Again, mothers,
whose daughters have not menstruated, apparently because they
are comparatively young, but who have severe pain at intervals
of four weeks, should insist upon a local examination, for there
may he some obstruction to the menstrual flow; or, at least, the
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abdomen should be examined for a retention tumor. Palpation
and percussion should be employed in these examinations; a
tympanitic tone throughout the pelvis would, for example,
exclude a retention tumor.

The genital canal in the virgin or infant may often be ex-
amined with the sound alone; at least, it will reveal an imper-
forate hymen, or atresia of the vagina, and, in addition to this,
an examination per rectum will establish the presence of a uter-
ine orifice. By the hand in the rectum, it is certainly possible to
pass the uterine sound per vaginam into the uterus.

APPENDIX.

The Uterine Sound.—As examination of the uterus is thus
spoken of for the first time, a few observations upon this means of
diagnosis will be appropriate. The uterine sound has certainly
been in use for many years. Chrobak has shown that Paul of
Mgina and, probably, Soranus also, made use of it in measuring
the vagina. In 1808 a sound was used by Osiander to replace a
retroflexed uterus, and since that time many gvnecologists have
used it for the same purpose, amongst others Kiwisch, Velpeau,
Depaul and Valleix. But this agent, valuable in diagnosis and
therapeutics, was not generally accepted by the profession until
the early part of the fourth decade of the present century. Simp-
son and Kiwisch alike contributed to bringing it into notice,
from simultaneously directing attention to a particular instru-
ment. The uterine sound is a flexible metal rod, with a curve
corresponding with that of the normal uterus ; the upper end ter-
minates abruptly in a bulb; the handle is flat, with its upper sur-
face roughened. About 7 centimeters (2.8 inches) below the upper
extremity there should be a slight shoulder and a scale graduated
in centimeters or inches, to extend from the end over about 20 cen-
timeters of the length of the rod. The scale should not be notched
deeply, or the sound will be uneven and liable to break. The
gynecologist should not have one sound only, but several of various
thicknesses and lengths, and made of different materials, as of
copper, silver, whalebone or laminaria, and also small and large
bougies to be used in place of the sound.

The instrument is introduced as follows. The patient should lie
21
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upon her back with the pelvis elevated, or upon her side, at the
edge of the bed. The instrument is then passed along the palmar
surface of one or two fingers, or through a eylindrical, double-
bladed, or duck-bill speculum.

A bimanual examination should precede the introduction of
the sound. This examination will determine the location of the
uterus, the ease and safety of introduction, and the direction in
which the sound should be carried. It is also advisable to evac-
uate the bladder and rectum, and to place the patient in such a
posture that, if restless or timid, she cannot move too freely while
under examination. She should always be recumbent, and never
standing; 1 have seen patients almost faint from sounding the
uterus in the erect posture, and shall never resort again to it. It
is better to introduce the sound with the right hand, for very few
or no physicians are really ambidextrous. Two fingers of the left
hand, or, in narrow vaginz, one finger only should be inserted to
the external os and the bulb of the sound passed along the palmar
surface. When the bulb has passed the external os, the left finger
elevates or straightens the uterus, or, when indicated, the left hand
may be removed from the vagina and placed above the symphysis
to fix the uterus; but no pressureshould be made or, as has often
happened, the sound may penetrate the uterine wall.

Resistance is usually felt near the internal os, often due to the
bulb catching in the folds of the cervical mucous membrane, and
this may be overcome by gentle lateral pressure, or by raising or
lowering the handle. Sensitive patients will suffer when the sound
passes the internal os ; if questioned, they complain of pain in the
sacral and umbilical regions, or they have a sensation as though
they were menstruating. The sound now slips in easily, and the
unemployed hand may be used to palpate the tip of the sound
through the fundus of the uterus, as this alone will prove that the
instrument has reached the end of the cavity or show the direction
in which it has entered.

It may be advisable to introduce the sound through the specu-
lum, at least until it has passed beyond the external os, if the
latter be narrow or when a demonstration of the method is to be
given. The movements of the sound are much interfered with by
the eylindrical speculum ; it can be but slightly bent and ean be
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elevated or lowered only in conjunction with the speculum. More-
over, this speculum fixes the cervix more than is desirable for
sounding. The disadvantage is less marked or even absent if the
bivalve or duckbill speculum is used. If an obstruction is met °
with at any point, force should not be used to overcome it but the
hands must be changed, a precept of great importance in many
gynecological examinations ; if the sound be guided with the left
hand, for example, and the uterus fixed with the right, one will
often be astonished by the ease with which the head of the sound
will enter the uterus.

The purpose of exploration by the sound is, in the first place,
for diagnosis. We learn whether the uterus is pervious or
whether there is a constriction or complete obstruction of the
cavity, and its location. It is easy to be deceived upon this point,
for a thin, pointed sound may be caught in the folds of the cervical
endometrium, while a larger one easily passes overthem. DButif a
sound of moderate size will not pass, one of smaller size must be
used, or eventually, if the lower portion of the organ is at all per-
vious, a dilating agent must be first employed to determine the
nature of the obstruction.

Again, the sound is introduced to determine the length of the
uterus. When the uterus is not fixed or displaced by tumors, the
measurement is easy if the head of the sound can be felt through
the fundus. The index finger of the hand guiding the sound is now
passed along the rod and pressed firmly against the anterior lip, the
handle of the instrument being held in position by the other hand.
The finger pressing against the anterior lip is held in position whilst
the sound is being withdrawn, and the length may now be read from
the scale. When there are tumors situated near to, posterior or
anterior to, or in the tissues of the uterine walls, the introduetion
of the sound to the end of the cavity may be difficult or impossible,
and false movements are here easily made.

The width of the cavity is also of importance. In the first place
this is determined by the ease of introduction ; the easy entrance
of the sound above the internal os shows the cavity to be wide,
and this is verified by moving the sound about upon its long axis,
so that the concavity is now anterior, now posterior, or at the sides.
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The size of the cavity may be ascertained by-sounds of various
diameters, or by those with larger olive-shaped heads.

A knowledge of the thickness of different parts of the walls is
“also of importance; and here, again, the sound is of service.
The uterus should be palpated in all directions, through the
vagina, abdomen and rectum. Tumors of the uterus, and the
direction of the cavity will also be recognized, as well as slight
variations in consistence, painful points and small myomata.

Some conclusion regarding the character of the uterine mucous
membrane may be formed from the appearance of the sound after
its withdrawal, for if it is covered with mucus, a catarrhal condi-
tion is probable ; the sound may be introduced through the spec-
ulum,and the mucus afterwards examined by the microscope, when
the character of the catarrh can be accurately determined. If the
sound is bloody when withdrawn, provided no force was used, or
if blood flows from the uterine cavity subsequently, the mucous
membrane must be greatly congested. If solid pieces of tissue are
removed with the sound, further investigation will explain the
exact affection of the mucous membrane which is present.

If we do not find the uterine cavity is in the usual direction when
pelvic tumors are present, but by manipulation observe that the
sound takes some other course, this will inform us of the direction
of the cavity, a matter of much significance, especially in such mal-
formations of the organ as uterus bicornis and unicornis. The im-
portance of this fact in secondary displacements of the uterus has
already been alluded to.

Changes in the position and shape of the uterus are easily recog-
nized by the sound. The experienced examiner can dispense
with it, it is true ; and the sound is not used for this purpose so
much as formerly, but is still of importance in diagnosis when the
abdominal walls are very rigid and the bimanual examination is
difficult. When several opinions are held as to any given con-
dition, the sound may be used to demonstrate the displacement
present in the case, thus being a useful means of instruction.

We also employ the sound to test the mobility of the uterus in
the pelvis when bimanual examination is impossible on account
of tumors in its tissues or vicinity. When we succeed in moving
the uterus about irrespective of the tumor, we can accurately judge




MALFORMATIONS OF THE UTERUS. 245

of the connection between the two bodies. Such opinions are, how-
ever, not invariably correct, as my own experience will testify ; for
example, in a case of fibro-sarcoma of the right lateral wall of the
uterus, the anterior wall and the fundus were so mobile that I was
certain the entire uterus was in front of the tumor, while the opera-
tion showed it to be as above stated. This mobility, it will thus be
geen, also depends upon the flexibility of the organ.

Finally, the uterus has been sounded to ascertain the nature
of its contents. It is obvious that retained secretions may be
evacuated by this means, for further examination. It has already
been mentioned that the character of the uterine walls and super-
ficial mucous membrane may be ascertained, or pieces of soft
tumors be removed for this purpose.

Some have even gone so far as to suggest employing the sound
to diagnose early pregnancy, but this is in the highest degree
reprehensible. The introduction of the sound is contraindicated
when there is the slightest suspicion of pregnancy, and its use
under such circumstances is a erime, since it may, and often has,
destroyed the life of the feetus. Of course a pregnant uterus may
be accidentally sounded in spite of all precautions. It has
occurred twice in my own experience, the first time in a patient
whom I had treated a long time for retroflexion, and who came to
me one day on account of the same trouble after having been sterile
for seven or eight years. I replaced the uterus by the sound, and
learned later that she was pregnant at the time. She did not abort,
however, but gave birth to a strong, healthy child. In the second
case, that of a patient who had consented toan cperation after being
under our care for prolapse of the uterus, I repeatedly sounded the
uterus both before and after performing anterior and posterior col-
porrhaphy, so that I might be able to demonstrate the decreasein
size by the retention of the organ. Instead of diminishing, it con-
tinued to grow larger, the patient going to full term. While this
shows that careful sounding does not always produce abortion, still
these were exceptions rather than the rule, and patients have often
told me that they have aborted a short time after being thus ex-
amined by their physicians, some of the latter being reputable
gynecologists. So much the more, therefore, will the ovum be
liable to destruction at the hands of inexperienced physicians.
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The sound serves as a useful therapeutic agent. It is often of
value in the reposition of a displaced uterus. The indications
will be considered in the chapter upon malpositions. Following
the example of B. S. Schultze, however, the use of a sound for
this purpose is becoming more and more restricted.

There is a variety of “ repositors,” used by Marion Sims, Mit-
scherlich, and others, which should be discarded, for they are
capable of doing much harm in the hands of the inexperienced.
These instruments are not designed to be used as sounds, but as
levers, and are thus the more liable to penetrate the uterine walls,

Slight adhesions and stenoses of the uterine cavity may be re-
moved by the sound; again, it is employed to produce rapid
dilatation, or to apply remedies to the uterine mucous membrane,
¢. g., in severe hemorrhage.

We should not undervalue the dangers which attend the intro-
duetion of the sound, such as pain, uterine colie, faintness, and even
syncope, hemorrhage, rupture of adhesions between the uterus and
adjacent organs with exudation of blood into Douglas’s cul-de-zae,
and even perforation of the uterus with consequent peritonitis.
The interruption of pregnancy has already been alluded to.

If the orifice of the Fallopian tube be dilated, a moderate-sized
sound may be passed into it, though this is not the rule. Exelud-
ing Bischoff’s and Hildebrandt’s cases, where the orifices were
patulous, it is quite probable that, from Hoening’s investigations,
the cases of Duncan, Veit, L. Tait, and Zini were really exam-
ples of perforation.* Penetration of the sound to a depth of 15
or 20 centimeters (6 to 8 inches) has been observed, and held to
be due to perforation, by Simpson, Hoening, Schroeder, Martin,
Noeggerath, and others. Excepting slight hemorrhage and pain
such perforations at the hands of experienced gynecologists seem,
as a rule, to cause but little disturbance.f The sound may pass
so high that the handle touches the os uteri, and the knob, or
its tip, be felt through the abdominal wall. Bat it is certainly
better to withdraw it immediately than to spend any time feeling
for the upper extremity. Such perforations occur generally when
there is degeneration of the uterine walls from sarcoma, car-

* Berliner Kl. Wochenschrift, 1870, No. 16.
1 Chrobak, pp. 67, 68.
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cinoma, or in subinvolution. This accident has never happened
to me, but it may be that I have failed to recognize it. Slight
hemorrhages, or local inflammations, may result from a perfora-
tion which, if great force be used, may oceur not only through
diseased walls, but also when they are thick and resistant.

Again, the use of the sound may lead to incorrect diagnoses
which may be very serious to the patient. B. 8. Schultze®
has ealled attention to this point, which I consider so important
that I quote his remarks in full: “If one considers that the
sound is very often used when neither position, form, mobility,
nor fixation of the uterus are known (for many consider it to
be the very instrument to determine the above-named condi-
tions), if one observes further, that many physicians, indeed, even
specialists, use one and the same sound for every uterus, then it
cannot seem strange that in very many cases it will meet with
obstructions, although the cervical lumen may be of normal
width.” Schultze proves very conclusively that stenosis of the
uterus is really much less frequent than has been diagnosti-
cated, and that the direction of the eanal is oftener the cause of
difficulty in the introduction of the sound than its small calibre.

He says further, that “ whoever is proficient in bimanual ex-
amination will agree with me that it materially lessens the neces-
gity of exploration by the sound.” I coincide with him in every
respect, and for more than a decade have warned my students
against hasty and unnecessary use of the sound. Though we ocea-
sionally employ it to ascertain the length, form and thickness of
the uterine walls, and the state of its mucous membrane, still it
should be, generally, the length and breadth of the uterine cavity
which are measured, and for this purpose we cannot do better than
use Schultze’s long, flexible, copper sound, which has a tip 3 to
millimeters (} to ! inch) thick.

In conclusion, I will refer to some remarks by Chrobak { on
this subject. e says that quite frequently women misrepre-
sent their condition by giving the physician symptoms which indi-
cate the use of the sound, simply because they desire to have an
abortion produced and that, too, by an experienced practitioner.

— =

* Lagenvierenderungen, p. 53.
t Loe. cit., p. 66,
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This I believe to be true, though I recall no such instances in my
own experience. I also believe that many females consult physi-
cians and gynecologists especially because they are generally
known to resort to this means of examination.

Returning to the significance of the sound in imperfect develop-
ment of the uterus, we insist, in the first place, that great prudence
is essential here, since the organ is often short and the walls thin,
sometimes even thin as paper as in the membranaceous uterus.
The direction of the tube is frequently such in uterus unicornis
that the sound will enter more readily, and upon slight pressure
even penetrate its walls. The main reliance should therefore be
placed upon bi-manual examination, and all force must be
avoided, if necessary deferring the examination to a future time.

Since the diagnosis should comprehend not only the existence
of arrested development but the causes as well, it is essential that
the entire genital apparatus be explored,including adjacent organs
and other malformations that may be present. The mammz, mons
veneris, labia majora and minora, clitoris, hymen, vagina and
vaginal portion must all be carefully studied, that more light may
be thrown upon this dark field of gynecological investigation.

Treatment.—We are generally able to do but little for the
anomalies under cousideration. Cases of solid rudimentary uterus
only, without retention tumors but having menstrual pains, will
probably be permanently improved or cured. Much may further
be done where blood or secretions are retained by an atresia, or
pregnancy has occurred in a uterus unicornis, or, finally, in case
a simple septum or band interferes with cohabitation, conception
and labor.

The pains may be removed or lessened by the administration of
antispasmodics and narcotics, and by external application or by
chloroform and chloral, and morphine per rectum. If these reme-
dies do not afford relief, and the ovaries are diseased, the pains
being severe and recurrent, castration may be indicated. Klein-
wiichter has performed the operation under such circumstances,
but without success. It will probably be considered justifiable
by every one. But these double ovariotomies are by no means
as easy as the removal of a single ovary; the ovaries are often
embedded in adhesions, and extremely difficult to remove. The
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treatment of retention tumors is referred to in the chapter upon
“ Atresia of the Uterus.” Fetal, infantile, membranaceous, and
primarily atrophied uterus require treatment locally and consti-
tutionally, i.e., tonics, sea-bathing, iron, quinine, ete., for the system
in general, and locally, sitz-baths, injections, and especially elec-
tricity are indicated; in the appl