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PREFACE

Ix recent times gynacology has been developed in a very remarkable
manner ; and while there can be no doubt that, on the whole, the
luxuriant growth is healthy and beneficent, it is also certain that much
of it, both in theory and in practice, is rank and doomed to destruction,
or at least oblivion. Too little of the spirit and method of science
has as yet permeated gynzcology, and in this respect its state may be
contrasted with that of the nearly allied department of obstetrics.

This modern development of gynmcology began in France in the
earlier years of this century, and a kind of medical enthusiasm soon
appeared, which gradually grew and overspread Great Britain, Germany,
and America. It would be hard now to say where the still growing
enthusiasm is most prevalent. It has extended over the whole world,
and several unassailable statistical statements have been made (Dr
James R. Chadwick), which render it probable that nowhere does
gynecology thrive so vigorously as in the United States of America.
New hospitals, books, journals, societies, practitioners, specially de-
voted to it, are now to be found in all parts of the globe in greater or
less number, and can be counted and valued ; and those of the great
French nation hold a distinguished place.

Among books devoted to diseases of women none has been, or is,
more important than that of Professor Courty, of Montpellier. It is
the carefully elaborated and repeatedly revised work of a man at once
imbued with the science and immersed in the practice of gynacology,
of one who has long lived in a centre of general science and learning,
amidst an abounding population, and who enjoys the great advantage
of combining in his sphere of practical activity both hospital and private
patients—two classes which differ in their circumstances and in their
aspects for observation, favorable and unfavorable to the student.

It is certainly a boon to the English-speaking peoples to have
Courty’s work translated ; for the great mass of medical men are, un-
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fortunately, ignorant of French, or not familiar enough with that
language to enable them to use the book in its original form.

This translation of a work on women has been, with striking appro-
priateness, executed by a woman doctor. I have had the privilege of
her friendship since her childhood, and know her excellent qualities.
She has already, by original work, shown her competence in an im-
portant respect for this now completed task of translation. But she
is, in addition, specially qualified, having studied in the University of
Montpellier, under Dr Courty among others, and having, subsequently
to her graduation, been for a considerable time his assistant in practice.
Moreover, since she settled in Edinburgh, Dr M‘Laren has, in her
own practice, maintained her familiarity with the diseases treated of in
this book. '

Courty’s work has, since its first publication, been recognised
everywhere as an exponent of French doctrine. In France its position
is attested by the sale of two editions, numbering, I am told, 10,000
copies, and by the appearance of another, the third edition. It is
from this third edition that this translation has been made. The
translation is not a simple reproduction in English of the chapters of
the third French edition, for it has been abridged by omissions planned
by the author himself. As it now appears it is a treatise on the dis-
eases of the uterus, Fallopian tubes, and ovaries, with an introductory
chapter on the anatomy, physiology, and teratology of the organs of
generation. I recommend to the careful study of my professional
brethren a book which has already been crowned by the institute of

France.

J. MATTHEWS DUNCAN.
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ON THE DISEASES OF THE UTERUSR, OVARIES
AND FALLOPIAN TUBES

INTRODUCTION

ON THE ANATOMY, PHYSIOLOGY, AND TERATOLOGY OF THE
ORGANS OF GENERATION

THE OVARIES AND FALLOPIAN TUBESE—THE UTEEUS—LIGAMENTS AND AP-
FENDAGES OF THE TUTERUS—CHANGES IN THE UTERUS AT DIFFERENT
STAGES—STREUCTURE OF THE UTERUS—THE VAGINA AND VUOLVA—DE-
VELOPMENT : COMPARISON OF THE GENITAL ECONOMY IN THE TWO SEXER
—ANOMALTES.

Berore entering on the pathology of the uterus and ovaries, it is
indispensable to know their anatomy and physiology thoroughly. This
preliminary study is more necessary with regard to these organs than
any others, because till within the last few years it has been ver
superficial. I do not refer merely to the organic structure of the uterus
and its mucous membrane, to the histology of the ovaries, their func-
tions, and all the points of anatomy and physiology relative to irritation,
menstruation, conception, pregnancy, &c., on which ]1ght has [}Illf
been thrown by modern investigations ; but even the position, direction,
volume, and mutual relationship of these organs, with the modifications
which they undergo according to age and various circumstances, have
been described in a most imperfect manner till quite recently. This is
due to the fact that there are no other organs whose position, form,
size and structure are so variable. Age, exercise or rest, menstrua-
tion or pregnancy, not to speak of various morbid cundltln}us modify
the anatomical characters so much, that differences between writers are

easily accounted for.
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Tur Ovaries avxp Farvorian Tuses

The ovaries and Fallopian {tubes constitute the internal genital
economy.

Ovaries)—The ovaries (ovaria) are the organs in which the
ova, i.e. the female germs, are formed. The ovum is not complete
till fecundation has taken place, i.e. the union of the female with the
male germs produced by the testicles. Hence the name festes maulielres
aiven to the ovaries, to recal the analogy existing between organs whose
products have an analogous destination. The ovaries lie in the cavity
of the pelvis, on each side of the uterus, in the posterior fold (meso-
varium) of the broad ligament (Fig. 1); but this position is variable :
at birth they are on a level with the iliac fossa, and only descend into
the pelvis at the tenth year. These organs are very mobile, their-
position not being, so to speak, fixed. Certainly they are enclosed in
the posterior fold of the broad ligament, behind the Fallopian tubes
and 1n front of the rectum, from which they are usually separated by
the inferior circumvolutions of the ileum ; their superior surface corre-
sponds with the central fold and with the intestinal circumvolutions ;
their inferior surface with the posterior surface of the broad ligaments
and with the utero-sacral ligaments; their superior and posterior
border is convex and free, and is in relationship with the small intestines.
They are, however, at the same time so mobile that they may undergo
all the displacements to which they are liable from the neighbouring
organs, and which may be divided into four classes—1. Displacements
owing to the laxity of the posterior fold, very limited, generally
momentary ; transverse and vertical. 2. Displacements due to the
laxity of the broad ligaments, usually momentary, produced by
fulness of the bladder, on which the ovaries rest, and which pushes
them back above the utero-sacral ligaments. 3. Displacements caused
by enlargement of the uterus, which drags the ovary successively from
the pelvis into the hypogastrie, the umbilical, the lumbar and, after
delivery, into the iliac regions. 4. Lastly, accidental or morbid
displacements, such as herniz, which take place through the natural
orifices or through lacerations,

The form of the ovary is that of an ovoid slightly flattened, pre-
senting two surfaces (an antero-superior and a postero-inferior), two
borders (the superior free, the inferior adherent), two extremities (one

1 8ep Klebs, Die Eierstockseier der Wirbelthiere, in Virchow's Arehiv, 1861,
Bd. xxi, p. 362, and Bd. xxviii, p. 301. Schrin, Beilrige zur Kenntniss zur
Anatom. u. Physiol. der Eierstockes der Saiigethiere (Zeitschr, von Siebold w.
Killiker, Bd. xii, 1863, pp. 409 and 426). Grohe, Ueber den Bau u. das
Wachsthum des menschlichen Eierstockes w. ueber einige krankhafte Stirungen
derselben, in Virchow's Archiv, 1863, Bd. xxvi, p. 271, and Bd. xxvii, p.
570.  Pliiger, Ueber die Fiersticke der Saiigefhiere w. des Menschen.
Leipsie, 1863,  Iis, Beobachtungen diber den Baw des Saiigethier- Eierstockes,
in jls'r_-h:l:ffzr.":-r Arehiv fir mikroscopische Anaf., Bd. i, p. 151, 1865. Périer,
Anatomie et physiologie de Uovaire, thise de conconrs pour 'agrégation. Paris,
18665, Puuui’l, Des ovaives, de lenrs anomalies. DParis, 1873,
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internal, to which the utero-ovarian ligament is attached; the other
external, to which the tubo-ovarian ligament is attached). The size
varies, depending on age, menstruation, pregnancy and the menopause.!
The weight during the intercalary period is on an average about a
quarter of an ounce. The surface, at first smooth and polished, then
vesicular and irregular, becomes after a time covered with cicatrices
and finally shrivelled. The colour, rose pink in the child and red in
the adult owing to vascular injection and sanguineous congestion at
the monthly periods, becomes greyish or brown after the menopause.

According to numerous researches, the results of which are still in-
complete, the ovary seems to be composed of two parts: one adherent,
central, the hilum of the gland (hilus ovarii), which is spongy, erectile,
and forms; so to speak, the bulb of the ovary (ovarian bulb, Rouget) ;
the other cortical, superficial, free, peripherie, white in colour, the exclu-
sive seat of the formation of the Graafian vesicles and of the ovules
(see Figs. 3, 6, and 7). The central part, called medullary, of a dark red,
is highly vascular, and furnished with muscular fibres. The ovarian
or utero-ovarian artery, analogous to the spermatie, coming from the
aorta, supplies the uterus as it passes along its border till it reaches
the cervix, where it anastomoses with the uterine artery, a branch of
the internal iliac. It gives off ten or twenty branches to the ovary on
a level with the hilum, helicine arterioles like those of the cavernous
bodies of the penis, a disposition which seems common to the erectile
organs. The veins, much more numerous, constitute at first a wonder-
ful venous network with muscular trabeculee (Rouget), which rests
on the subovarian plexus, a spongy body somewhat less than the bulb
of the vestibule, which plexus communicates below with the vaginal
plexus, above with the pampiniform plexus (more developed than in
the male), to empty itself into the renal vein on the left and into the
vena cava on the right ; these veins are without valves, or at least have
very insufficient ones. This association of vessels with fasciculi of
smooth muscular fibres in which they are enfolded, and the trabeculz
of which in contracting prevent the return of the blood in the capil-
laries and little veins into the venous trunks, gives to the spongy por-
tion of the ovary all the characters of an erectile organism. The same
changes probably take place in the ovary during coitus as in the
testicle; that is to say, it increases to double its size, becomes hard and
extremely sensitive, and produces a considerable hyper-secretion. The
lymphatics, described and drawn by His, are united into six or eight
trunks, accompany the utero-ovarian artery, and empty themselves into
the middle and superior lumbar lymphatic ganglia. The nerves issuing
from the solar, renal and lumbo-aortic plexuses, form the ovarian
plexus, and accompany the ovarian vessels,

The cortical glandular portion alone includes those numerous cells
which do not, strictly speaking, constitute ova from the first, though
they may become such by development.

! Bize of the ovary in the adult during

T = - )
inter-menstruation : ] ; , g Vertical ditto . 0ols

{Tmnﬂversu diameter, 0-038 m.
Antero-posterior . (00015 |,
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The ovarian vesicles, Graafian vesicles, ovisacs of Barry, which con-
tain the ovam and expel it with their liquid contents at the moment of

Fiag. 2.—General view of the vascular supply of the internal genital organa.
pv, semi-cirenlar enlargement of the vaginal plexus; ®e, cervico-uterine
plexus; Pu, uterine plexus; sp, helicine arteries of the body of the
uterus : k, helicine arteries of the hilus of the ovary.

dehiscence, are developed on the cortical portion so early that they are
seen in the feetus in such abundance that they may be said to be innu-
merable.) From this we may judge of the facility with which multi-
locular eysts are developed and of the early age at which they may be
observed. It is only in proportion as they are developed that the
ovarian vesicles project beyond the cortical substance of the ovary,
forming on one side a projection on its free surface, and on the other
penetrating more and more deeply into the bulbous portion, where the

were erroneously supposed to take their origin. The ovisac is spherical,
attaining a size of 15 millimetres or more in diameter; it hollows out
for itself a cavity in the ovary, the wall of which has been mistaken
for its supposed external membrane. Its pruger envelope, semi-trans-
parent, grey or reddish, resistant and capable of being enucleated
from the ovary to which it is only attached by fibrous tissue and small
vessels, is composed of laminar fibres or fibrous tissue, of fusiform bodies,
of embryo-plastic nuclei, of amorphous granular matter, of cells peculiar

' Sappey, Anaf. Descriptive, p. 631. DParis, 1864. Kolliker has counted
more than G000 on each ovary (Mikroscop. Anat. Leipzig, 1852).
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to the ovisac, and of abundant capillaries.! The ovisac is supplied
with blood by two or four arterioles, which spread over its surface in a
delicate network. The membrana granulosa or epithelinm of the ovi-
sae, formed of one or more layers of hemispherical cells, has a thickness
of from 1 to 2 hundredths of a millimetre, except at one point where
there is a thickness of 60 hundredths of a millimetre and which has
received the name of cumulus or discus proligerus, because it bears the

germ.
The ovum® lies in the centre of the cumulus and according to the

Fia. 3.—Vertical section of the ovary of the cat during gestation. Injected.
Magnified 60 diameters. 1, cells of the non-vascular cortieal layer;
2, cortical cells presenting the first rudiment of the membrana germina-
tiva, and the first trace of a vaseular cirele ; 3, commencing enlargement
of follicle, separation of the membrana germinativa of the ovum, and
continnation of this membrane into the adjoining portion of the follicle ;
4, formation of proligerons dise. Vascular network of follicle; 5 to 8,
follicles at various periods of development ; 9, small follicle from which
the section has only removed a disc from the zona pellucida of the ovom ;
10, half-opened follicle, the ovum of which has escaped by the section ;
11, intact portion of the follicular wall, throngh which the zona pellucida
is seen ; 12, central vein of corpus lutenm ; 13, peripheric artery of corpus
luteum : the branches of this artery surround the polygonal cells of the
corpus lutenm ; 14, large vessels of ovarian stroma (after Schreen).

' Courty, De Ueuf ef de som diveloppement, p. 55. Montpellier, 1845.
Robin, Mémoire sur les modifications {Eﬂafg mugqueuse utérine, p. 160.

2 I prefer this name to that of ovule for designating the female germ ; the
latter gives a false idea, since Baer, who invented it, meant it to convey a
distinetion as incorrect as subtle between the ovum of birds and that of the
mammalia : the latter having, according to him, an ovum in an ovum, oran ovam
raised to the second power. In both cases there is an ovum in question, which
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observations of Schroen, Robin, &c., at the nearest point to the arterioles
which ramify in the Graafian vesicle.!

The ovam is a spherical vesicle of from one to two tenths of a milli-
metre, with a very fragile envelope (zona pellucida of Baer or vitelline
membrane of Coste) and granular contents (germ or cicatrienla in
birds), alone or surrounded by a more or less considerable quantity of
vitellus, presenting in its centre the nucleus of the cell (germinal vesicle
of Purkinje) and its nucleolus (germinal spot of Wagner), discovered
by Coste in the germinal vesicle of the human ovum. Two ova may
be found exceptionally in one ovisac (Baer, Bischoff, Bidder), and
certain anomalies have been observed by Davaine® in birds. Under
the influence of the ovarian congestion produced by the natural matu-

Fi:. 5.

Fig 4.—Formation of corpus luteum of the ovary (natural size). 4, section
of the ovary: a, recently emptied follicle filled with blood (thrombus of
extravasation), surrounded by a thin yellow layer; b, empty follicle,
puckered in front, with a smaller thrombus and a thicker wall; e, retro-
gressive metamorphosis in more advanced stage. B, exterior surface of
the ovary and point where the recent rupture of the follicle has taken
place ; the thrombus projects outside.

F1e. 5.—8ection of two corpora lutea of natural size. 1, in fresh condition,
eight days after conception ; 2, in the fifth month of pregnancy. a, tunica
albuginea ; b, stroma of ovary; ¢, fibrons membrane of follicle, thickened
and puckered (internal layer) ; d, sanguineous clot within this membrane ;
e, discoloured clot; f, fibrous membrane, forming the boundary of the
corpus luteum,

does not differ from the other as to the germ, and which is only distinguished
by the quantity of nutritive matter added and by the shell which proteets it.

! The ovum has often seemed to me to be placed in the superficial and
Iu'mpim'qt point of the vesicle, opposite the little vascular trunks which spread
oy 1rradiation over the ovisac. This is shown very elearly in the beautiful
wooldcuts which Gerbe has drawn so conscientiously for Coste’s great work; 1
have not, however, prosecuted my researches on this point so far as to be able
to affirm that it is :-Ju':t_’f_r.-i 80,

* Comptles rendus de la Socicté de biologie. Paris, 1860,
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ration of the vesicle and by the accompanying erectile phenomena
manifested externally by menstruation, or under the influence of the
congestion produced by sexual excitement, the quantity of floid in the
ovisac increases rapidly, stretches the walls, renders them thin, and
gradually suspends the circulation in the part which is most supurﬁclal
and least resistant. A kind of linear uE:emtion with rupture of the
ovisac follows at this point: the ovum is expelled in the middle of the
cumulus proligerns, and received by the fimbriated extremity of the
Fallopian tube.

A work of reparation then commences in the tissue of the ovisae,
passing through remarkable phases, and characterised by the persistence,
during a longer or shorter period, of an organic production which
oradually diminishes in volume, and which, on account of its eolour,
has received the name of yellow body, corpus lutenm (Malpighil), or,
as signifying more exactly the cicatricial act of which it is the indica-
tion, the more correct name of ovariule (Robin). This organic product
is a hypertrophic thickening of the membrane of the ovisac, the cells
of which multiply and increase in such enormous proportions as to
cause a puckering of the membrane, and a considerable projection
towards the surface of the ovary. These cells are simultaneously
invaded by a granular product, of fatty nature and yellow colour,
at least in woman, which is the real canse of the colour of the ovariule
in the human species. In cystosarcomata of the ovary I have seen
this product invade the membrane of several vesicular cysts, and
give rise to considerable masses of yellow matter. Then comes the
period of reabsorption ; the yellow body atrophies and shrivels up so
much that in its plaﬁﬁ there remains only a depressed ecicatrix with
the trace of the rupture of the ovisac and a grey or slaty coloration.

The development of the Graafian follicles and of the ova takes place
in the ovary not only after puberty and during sexual activity but
even before this period and during feetal life. “In 1836 Carus an-
nounced that ova were to be found in the ovaries of the feetus. But
the Graafian vesicles were considered to be independent of each other,
and the ovary in consequence different from other glands. The recent
researches of His and Pfliiger prove that probably it is not so, and
that the ovary resembles the testicle and other secreting organs.

In 1835 Valentin® announced that the ovary in embryos is cana-
liculated. 1In 1863 Pfliiger demonstrated this tubular structure.
Kolliker® confirmed the fact by his researches on the embryos of cats,
cows and women. In the ovaries of young embryos cordlike glandular
filaments are certainly seen, somefimes in the form of a club with a
blind end. They are composed of a superficial layer of little cells
analogous to epithelium cells, precursors of the granular membrane of
the Graafian follicle, and of a thick mass of larger cells which will
become ova.

The development also takes place from the superficial part of this

' Metovarium, after the ovam (Raciborski),
* Miiller’s Avrehiv, 1838, p. 531.
* Handbuch Gewebelehre,.5te Aufl, 1867. Leipzig.
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gland, where it is least considerable, to the deep part, where it is most
so. The transition of the glandular filaments containing ova into
Graafian follicles or sacs takes place even in the embryo; it com-
mences in the interior, and advances slowly to the surface, so that

Fig. 6.—Transverse section of the ovary of a human embryo at six months,
magnified six diameters. a, external layer of glandular substance, with
elandular filaments cleaned by means of a brush; b, internal layer of the
same substance, with ovisacs separated or in course of isolation ; ¢, stroma
of the hilus (medullary substance); d, mesovarium, divided near the
broad ligament (after His).

whilst the medullary portion increases, the tolerably thick glandular or
cortical portion presents an inferior zone of follicles, separated or in
process of separation. The separation of follicles is effected by the
production of fibrous tissue forming partitions, and by that of new
cells of epithelium lining them. The multiplication of these partitions
divides the entire tube into isolated seetions, each smaller than the
preceding, and each containing only one ovum enveloped in a layer of
epithelium. In proportion as the follicle increases in size it becomes
filled with fluid, and the granular membrane, with its proligerous disc
containing the ovam, remains against the wall. The vascular wealth
of the ovary in the feetus is remarkable, and is proportioned to the
unportance of the formation of this multitude of ovigenic or proli-
gerous cells. In after life there are probably periods when physiolo-
gical impulses of normal fluxionary movements singularly accelerate
the evolution of ova. Thus at birth it is probable, as Rouget has
affirmed and as the secretion of milk which occurs so frequently at
that time would seem to indicate, that a hypertrophie ovarian con-
gestion takes place, as if there were a general impulse towards the
development of the whole being, A similar impulse, the most remark-
able of all, oceurs at puberty. Movements of less importance take
place at each monthly period. They cease entirely after the meno-
pause when the organ atrophies. This retrogressive atrophy makes
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great progress in old age. Measurements of the ovary, taken by Puech
at different ages, confirm the variations in the size of this organ in
these various circumstances.

3 |r||-".l.
o .'f'- 0

Fie. 7.—Elementary structure of the ovary in the human embryo.—A, in the
embryo of six months, magnified 400 diameters. 1, two ova surrounded
by an epithelial layer, one of them presents a prolongation by which it
was meahlj' united to another ovum as in Fig. 2, which represents two
ova united by a cord of protoplasm (primitive ova) with their epithelinm ;
3, primitive ovum with two nuclei ng:rminﬂ,l vesicles). B, in an embryo
of seven months, magnified 400 diameters. 1, superficial layers of the
ovary with voluminous glandular tubes, composed each of an epithelial
layer and of a mass of ova, those nearest the surface being smaller than
those deeply sitnated in the glandular substance of the organ; 2, ovigenie
sacs of the deep layer of the glandular substance at the time of separation,
two little sacs are represented completely isolated, and two others (glandular
tubes) each containing two ova (after Kolliker).

The differences in the aspect of the ovary at various epochs of life
are due to the different phenomena which characterise the normal evo-
lation of the Graafian vesicles. The imperfection of this evolution
before puberty, the frequency of this development and the almost
periodical ruptures during the age of sexual activity, the atrophy and
disappearance after the menopause, give to the surface of the ovary,
during the successive ages of embryo life, childhood, youth, maturity,
and old age, various aspects; at first it is elongated, then ovoid,
smooth, or indented, with mingled projections and cicatrices, dotted
with circumscribed spots of various colours—white, blue, or yellow—
till finally it has the appearance of a wrinkled, shrunken, shrivelled
membrane,
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It will readily be perceived, by the size, length, and tongue-like
shape of the ovaries in the embryo (Fig. 8), by their diminu-

Fic.

Fic.

8.—The uterus and its appendages, and their relations with the neigh-
bouring organs, at the end of the fifth month or beginning of the sixth,
natural size. External view: 1, bladder, urachus, and umbilical arteries;
2, uterus ; 3, rectum; 4, ovary, relatively very large, almost as long as
the Fallopian tube; 5, Fallopian tube, the broad portion of which is
prominent from early life; 6, round ligament. Owing to the defective
development of the pelvis at this age these organs are situated above the
brim in place of being contained in the pelvie cavity. Cavities: 1, bladder;
2, uterns, on the anterior surface of which the trunk of the arbor vite is
seen extending to the fundus ; the isthmus, which ought to separate the
cavily of the body from that of the cervix, cannot be distinguished ; 3,
vaginal orifice of the uterus ; 4, vagina, the folds of which are well marked ;
5, posterior surface of the uterus; 6, rectum; 7, ovary; 8, Fallopian
tube ; 9, pubic symphysis; 10, labia minora and majora; 11, vaginal
orifice ; 12, anus.

9.—Ovary and fimbriated extremity of Fallopian tube in a woman who
died during menstruation (after Farre ad naf) 1, broad ligament; o,
ovary ; #, 7, old yellow bodies, vemains of Graafian follicles ruptured
and cicatrised ; f, broad portion of the Fallopian tube; 4, fimbriated ex-
tremity applied to the ovary.
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tive size and their slightly flattened form in the child, by their in-
creased size, ovoid appearance, and the formation of globular projec-
tions on their surface at puberty (Figs. 1, 13, 14), in the adult during
menstruation (Fig. 9) and in the pregnant woman (Fig. 10), by
the return to smaller dimensions at the period of the menopause
(Fig. 11), and, lastly, by their complete atrophy in old age (Fig. 12),
that these organs, originating in little bands along the inner borders of

Fia. 10.—Ovary during pregnancy, and external view of yellow body (corpus
luteum) (after Coste),

the Wolffian bodies, hollowed out after the manner of blind tubes like
the testicles, becoming later on vesicular by the occlusion and the

Fra. 11.—Ovary at the menopause. Frg. 12.—Ovary in old age.

partitioning of these tubes, are congested and hypertrophied during
the whole period of maturation of the ova and of sexual activity, to
be reduced to a kind of shell or shrivelled, shrunken web after the
extinction of the reproductive faculty.

Fallopian tubes.—Contained in the central fold, the tubes may
undergo displacements analogous to those of the ovaries. Passing off
from the uterus in a transverse direction, each tube describes in its
external half a curve, the concavity of which looks backwards, inwards,
and downwards, and by its terminal swelling it turns towards the
ovary. Its axis, though straight near the uterus, before long presents
flexuosities recalling those of the vas deferens at its origin, Its
medium length is 12 centimetres. Its diameter increases with its
distance from the uterus : it is hardly more than 15-tenths of a milli-
metre at the opening and in the thickness of the uterine walls, whilst it
is 4 millimetres near the uterns, from 5 to 6 at the central part, from
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7 to 8 at its external extremity, and from 18 to 20 at the eircumference
of the terminal infundibulum. Therefore, even suipnsing the diameter
of the uterine orifice to be enlarged, it is not the less impossible to
catheterise the Fallopian tube. There is not, however, the same diffi-
culty about the penetration of liquids that there is about solids, there-
fore an injection may penetrate from the uterine cavity into the
Fallopian tube. The external orifice, ostium aldominale, opens in the

id-

Fia. 13.—Fallopian tube and ovary. O, ovary turned downwards and back-
wards ; Od, isthmus of the tube; Od’, broadest part of this camal; J,
fimbriated extremity ; Oa, abdominal orifice of the tube, Fo, ovarian fringe ;
io, infundibulo-ovarian ligament ; Ro, organ of Rosenmiiller.

centre of a kind of fringed funnel, called the fimbriated extremity. It
is not uncommon to observe accessory fimbriated extremities on the
external third of the Fallopian tube, . e, other orifices besides the
normal one, communicating, like it, with the canal of the oviduct, and
forming consequently a condition unfavorable to the preservation and
transport of the fecundated ovum, and therefore a cause of sterility.!
The Fallopian tube is composed of a double muscular tunie, the
internal of circular, the external of longitudinal fibres, following all its
flexnosities, and apparently formed by a prolongation of the uterine
fibres. These are the cause of the vermicular, peristaltic movements,
analogous in every way to those of the intestine, which it is easy to see
in the females of the mammalia at the time of ovulation. Besides
these intrinsic muscles, the Fallopian tube is surrounded by an ex-
trinsic superficial layer of muscular bundles, which do not follow the
flexuosities of this canal, but run in a perfectly straight direction,
are continuous with those of the utero-ovarian and tubo-ovarian liga-

! Richard, Anatomie des trompes de U'ubérus, Theses de Paris, 1851,
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ments, as well as with those of the hilus of the ovary, determine the
adaptation of the fimbriated extremity to this latter organ, and form
part of the general system of the extrinsic muscular envelope common
to the uterus and its appendages which will be described hereafter.

Fia. 14.—8ection of right Fallopian tube in an adult nullipara (after Richard).
e, nterine orifice of the tube; b, narrowest part of the canal, corresponding
to the uterine end of the tube; ¢, canal in the body of the tube, origin of
the large folds continuing into the fimbriated extremity; d, opened fim-
briated extremity filled with folds, which arve continuouns with those of the
canal of the tube; e, tubo-ovarian fringe and furrow of the same name ;
f, ovary ; g, round ligament.

The internal membrane of the Fallopian tube is a mucous membrane
furnished with very remarkable longitudinal folds, most marked in the
centre, but equal}:y distinct at the two ends, on the one side on the
internal surface of the fimbriated extremity, on the other in the uterus
at each of the superior angles, Henning has found in the tubal
mucous membrane glands which are short, bursiform, simple, or
dichotomous ; some present a swelling in the form of a cluster, others
show circumvolutions analogous to those of the intestine and sudori-

arous glands, and are arranged parallel to the mucous membrane.

hey are especially numerouns on a level with the abdominal extremity.
The epithelium of this mucous membrane is vibratile, the cilia moving
from the ovary towards the uterns.

The Fallopian tubes have a double action to fulfil: on the one hand
they convey the spermatozoa to the ovule to be fecundated, and on the
other hand they transmit this ovule to the uterus, where it ought normall
to be developed. We may presume that the transport of the ovule is
effected in part by the vibratile cilia of the tubal mucous membrane,
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Tae Urervus

The uterns is a hollow organ designed for gestation. In skape it
is like a cone flattened from before backwards, having, consequently,
iwo surfaces (one anterior and one posterior) and lateral borders.
The base or fundus is above, the apex below. The flattening is not
equal on the two surfaces; the anterior alone is almost flat, the poste-

Fic. 15.—Uterns of an adult nullipara (posterior surface). a, body of the
uterus ; e, cervix ; ¥, isthmus or contraction indicating the junction of the
body with the cervix ; s, fundus ; 11, lateral borders ; ff, Fnilﬂlpian tubes ;
v, insertion of vagina ; 4, vaginal portion of eervix; o, external orifice.

rior is convex, and, as it were, divided into two parts by a projection
running the whole length of the median line. 'f"he isthmus, a slight
annular depression situated on the surface of the organ immediately
below the middle, more marked before and on the EiEEE than behind,
is the external vestige of its division into two unequal parts, an
upper one, the dody, larger and cone shaped, a lower one, the nect,
cylindrical and slightly swollen in the middle.

Volume.—If we take into account neither individual varieties nor
functional variations the following are the dimensions in round
numbers :

Length . ) . 4 ; - 0060 m. to 0°070 m.
Breadth . ; : : - s 0035 ,, t00.045 ,,
Thickness . ; : ; : 0020 , to 0025 ,,

I may mention that the length may reach 80 millimetres without
the existence of any morbid condition; that the breadth from
one Fallopian tube to the other is the most difficult to determine
either in the patient or on the cadaver, whilst the thickness, or the
antero-posterior diameter, measured at its culminating point, is nor-
mally the least variable and the one in which it is easiest to discover
pathological changes.
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Weight.—The weight of the uterus is on an average an ounce and
a half, but it varies, as do also the form and the size in different
physiological conditions of the organ.

“ Direetion.—The vulva is almost in the plane of the inferior strait,
projecting a little beyond it below. The vagina commences by being
in the same axis, but as it rises it has a tendency to follow the curve
of the sacrum ; as for the uterus, it is in the axis of the superior strait,
by which it is evident that it forms a continuation of the vagina by
making an angle at the point of union of the two organs. The axes,
even of the body and neck of the uterus, are not absolutely the same,
the neck following slightly the curve of the sacrum, or the axis of the

Fig. 16.—Central vertical section showing the direction of the uterus and
chief relations of this organ. wu, uterus; w, vagina opened ; », the bladder
opened ; 4, urethra opened ; +, rectum opened ; o, anterior peritoneal or utero-
vesical cul-de-sac; f, posterior peritoneal or utero-vagino-rectal eul-de-sae.
It is easily seen that these ewls-de-saes are situated on very different levels.
, connection of the vagina with the uterns and utero-vaginal circular
cul-de-sne ; a, connection of the bladder with the uterus; e, recto-vaginal
septum, thin above, m, where the walls of the vagina and rectum are
almost contiguons, thick below at p, where it forms the perineum ; s, left
half of the symphysis pubis.

pelvis proper passing in front of the vagina, the body inelining a
little forwards, so that its fundus looks towards the anterior abdo-
minal wall and its axis is perpendicular to the level of the brim.
There is in fact normally, as a rule, a slight anteversion, and even
anteflexion, the uterus having a tendeney to fall forwards rather than
backwards. The fundus of the uterus generally inclines to the right,
especially during pregnancy. Is this owing to the sigmoid flexure
being to the left? Mauriceau and Freund think that the relative
shortness of the right appendages is the effect and not the cause of
this inclination, which is congenital.

Relations.—The uterus is situated in the pelvis behind the bladder.
The body is free and smooth, and covered in front by the peritoneum,

2
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which adheres closely to it in the upper part, less so below, and on a
level with the isthmus is reflected on the posterior surface of the
bladder. This vesico-uterine cul-de-sac is situated high up in the
child, lower in the adult, and low down in the multipara and in the
old woman, owing to the differences which age and parturition cause
in the relative proportions of the body and neck. It may vary toa
certain extent independently of these conditions; as a rule, however,
it corresponds with the isthmus. Below this point the anterior surface
of the cervix is in immediate contact with the lower and posterior part
of the bladder, to which it is attached by cellular tissue. The bladder
adheres to the cervix for a length of 14 millimetres. It is adherent
to the vagina by all the surface corresponding to the vesical trigone,
and by a portion of the vesical walls beyond the trigone, i. e. by almost
the whole of its fundus, and by all the breadth of the anterior vaginal
wall, a space almost quadrilateral in form and extending from 27 to
30 millimetres in every direction (Fig. 18 4, 4).

I.r—F’/

Fia. 17. Fig. 18.

Fie. 17.—Exact relations of the bladder with the uterns and vagina (after
Dubois). i, uterus; e, cervix; m, #, ureters; ¢, trigone bladder ;

a, a, line of connection between the bladder and cervix; the quadilateral
space enclosed in the dotted lines, r, w, u, 7, including the trigone, repre-
gents the surface of attachment of the bladder to the vacrina,
Fio. 18.— Vertical antero-posterior section of the uterns. 1, 1sthmus separating
the cavity of the body from that of the cervix ; a, anterior lip of the cervix ;
, posterior lip; f, posterior vagino-uterine cul.de-sac; va, va, vagina ;
. b, connections of the urinary bladder with the anterior surface of the
cervix ; », reflexion of the peritonenm from the posterior surface of the
uterns and vagina to the rectum ; ¢, commencement of the utero-lumbar
suspensory ligaments.
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The result of a great number of measurements taken at all ages,
both in the state of vacuity and of gestation, is that the distance
between the opening of the ureter at the posterior angle of the trigone
and the insertion of the vagina at the cervix, while very variable, is
on an average from 1 to 2 centimetres. The distance between this
opening and the free portion of the cervix is still more variable as it
depends on the size and length of the cervix. The distance between
the ureter and the margin of the uterus is equally variable, since the
ureter 1s sometimes at some distance from it, whilst in other cireum-
stances, as at the end of gestation, it is in immediate contact with the
uterine border, as shown by the fact that the ureter and uterus may
be torn or ulcerated at the same point, as occurred in a case of fistula
after delivery which came under my own observation. When the
bladder is empty the anterior surface of the uterus is bent over it,
forming a slight curve with the concavity looking forwards and down-
wards. When it fills, this surface rises and is directed in turn
forwards and upwards. When it is distended the uterus may be com-
pressed by it against the sacro-vertebral angle, or if the ligaments are
relaxed may even be turned backwards, its base looking towards the
concavity of the sacrum, and may become fixed in this position when
such a displacement occurs at the commencement of pregnancy or after
delivery.! The posterior surface of the uterus is covered in all its
extent by the peritonenm, which, as it passes over the utero-sacral
ligaments, forms at the sides Douglas’s folds, whilst in the middle line
it extends to the upper part of the posterior vaginal wall to form, by its
reflection on to the rectum, the recto-vaginal cul de-sae (Fig. 18 r).
The posterior surface assumes alternate positions exactly the reverse of
the anterior surface, according as the bladder is full or empty. It looks
towards the rectum, being generally separated from it by eircumvolu-
tions of the small intestine, though exceptionally it may rest upon it
when raised and pushed towards it by the distension of the bladder
or by one of the pathological conditions which will occupy our atten-
tion when studying displacements of the womb.

The upper margin is in relation with the circumvolutions of the
small intestine, of which it somewhat retains the impression. In
the majority of women it does not reach the level of the brim
(Sappey). However it extends beyond the horizontal plane, passing
immediately above the symphysis of the pubis, which allows of its
being examined by palpation in the greater number of patients.

The lateral borders correspond with the interstices of the two
peritoneal folds, anterior and posterior, which, as they leave the
uterus, form the broad ligaments. They are continuous with those
of the vagina. Both are in immediate relation with the numerous
vessels which enter these two organs. The lower extremity projects
into the cavity of the vagina, which encircles it. It is a little lower
before than behind, and the posterior utero-vaginal cwi-de-saec has
in consequence a greater depth than the anterior ome (Fig. 18).

! Bappey, Anat. deseript., t. iii, p. 661. Paris, 1864 ; Comte, Bulletin de la
Sociéte anafomique, 1826, t. i, p. 49,
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This extremity, often incorrectly designated as the neck, is the vaginal
portion of the neck (Fig. 15). Normally it looks downwards and
backwards, and this direction may be exaggerated to such an extent
that the axis of the neck may form a right angle with the vagina, its
vaginal portion resting on the posterior wall of this membranous canal.
Sometimes it hardly projects; at other times it does so considerably ;
on an average it i1s from 10 to 12 millimetres long. Its slightly
rounded form may be flattened, or, on the contrary, be elongated till
it becomes conical.

A transverse orifice divides it into two lips, united right and left
by thick commissures. The projection and size of these lips are un-
equal. The anterior is the more prominent, the lower and the easier
to find, owing to the cervix being directed backwards; the posterior,
however, has a larger surface on account of the vaginal insertion being
higher behind than before. This circumstance, added to the difference
in length of the two walls of the vagina (the posterior being the
longer), should remind us to pass the finger or sound along the pos-
terior wall in order to make sure of reaching the cervix (Fig. 18).

LIGAMENTS AND APPENDAGES OF THE UTERUS

The study of these ligaments is very important from a double
point of view, whether we consider them as a means of suspension
of the uterus, or whether we study the consequences resulting
from the partitioning produced by their presence in the pelvie
excavation.

I. Means of suspension.—They are of two kinds: some suspend
the uterus by its fundus and by its sides, others by its neck.?

The former are the broad ligaments and the round ligaments ; the
latter are the utero-sacral ligaments and the suspensory ring.

A. 1. The broad higaments are the two lateral parts of the double
peritoneal fold which, continued from the bladder to the uterus to be
reflected afterwards from the uterus to the rectum, contains within
its folds the uterus in the centre with its appendages on either side
and divides the pelvis into two unequal parts, the one anterior, vesical,
the other posterior, recto-intestinal. Commencing from the lateral
margins of the uterus, they become continuous with the peritoneam
which covers the brim and pelvic cavity, and are reflected below before
touching the floor of the pelvis, the anterior fold towards the bladder,
the posterior lower down on to the utero-sacral ligaments, whilst above
they are subdivided into three secondary folds, the anterior containing
the round ligament, the middle the Fallopian tube, and the posterior
the ovary and its ligament (Figs. 1,20). They are not formed merely
by a fold of peritoneum, for this serous membrane is lined throughout
their whole extent with a muscular layer, to which I shall call atten-

' Bee Fig, 20, i1;;22. where these ligaments are represented in a newly born
ohild, seen from before ; and Fig. 1, fronf, where they are seen from behind in
au adult,
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tion in describing the contractile organs of the uterus. Apart, how-
ever, from their contractility they may be said to contribute in main-

i & F

Fi1. 19.— Horizontal section of the pelvis of a woman, aged twenty (after
Le Gendre). The section, which is made at 1 em. above the pubis, passes
through the ilium about the middle of the coxo-femoral articulation, on a
level with the upper borders of the bladder and uterus, the fundus of the
latter being divided. The bladder is but slightly distended, the reectum
is pushed a little to the right of the sacrum and enveloped by the peri-
toneum, except the portion which is adherent to this bone. The uterus on
its posterior surface is in contact with the bladder. It presents a deviation
from its normal position, as i1s often observed on the cadaver. The
fundus, which is strongly inclined to the left instead of to the right as is
usual, fits into the cotyloid cavity of the same side; the deviation is such
that the body of the uterus occupies all the left side of the true pelvis.
Besides this lateral deviation there is a considerable anteflexion of the
body. The distance which scpara,tcs the anterior surface of the uterus
from the abdominal wall is about 7 em. In the right side of the pelvic
cavity are seen the uterine appendages in their normal order of super-
position ; the round ligament with the Fallopian tube below, and quite
behind and to the outer side the ovary. w, peritoneum ; A, upper border
of the bladder; B, angle of union of the fundus with the neck of the
uterus ; M, fundus of the uterus, divided; B, right ovary; 1, round
ligament ; 5, Fallopian tube; 1, broad ligament of the right side; =,
fibrous tissue between the rectum and fundus uteri; c, rectum ; N, meso-
rectum ; D, sacrum; E, head of the femur; 6, cotyloid cavity; R, fibrous
capsule of the coxo-femoral artieulation; o, femoral vein; P, femoral
artery ; @, crural nerve; b, epigastric .lrlerj and wvein; e, ¢, lj'm hatie
g&ngllu" 1, inguinal canal ; ; @, sciatic nerve; I, gluteal w:sseh F, gluteus
maximus; 8, 8, gluteus medius; T, gluteua minimus ; U, v, X, Y, 2, fascia
lata, =:.1.rtﬂ11u=s, right rectus, 1]11{.115 and psoas mmcles d, |}T,1‘:11n1d.lhs
muscle ; e, rectus “abdominis musele ; £, internal oblique musulez, g, ob-
turator internus muscle ; A, levator ani muscle ; j, sacro-seiatic ligament ;
K, superior gemellus muscle; m, aponeurcsis of the external oblique
muscle.

taining the nterus in position ; when they are cut in the dead body
the uterus is seen to obey the laws of gravity, and to incline to the
side towards which the pelvis inclines, whilst it reassumes its proper
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place as soon as their continuity is once more effected by means of a

— -

Fie. 20.—General view of the internal genital organs of a child at birth.
1, bladder with the urachus above and on each side the umbilical arteries ;
2, 2, round ligaments ; 3, body of the uterus bent forwards ; 4, 4, Fallopian
tubes ; 5, 5, ovaries, above which is seen on each side an ascending longi-
tudinal projection of peritoneum, near Douglas’s fold, formed by the
ovarian vessels and the superior round ligament, which raises the serous
membrane; 6, 6, U{:uglns'ﬁ peritoneal folds covering the utero-lnmbar
ligaments ; 7, rectum. This woodeut is intended to show all the means of
suspension of the uterus, including the broad lizaments and the superfiecial
muscular layer lining them, a common envelope embracing the womb and
its appendages, and connecting them simultaneously with the anterior,
posterior, and lateral portions of the pelvis. It shows at the same time
the position and form of these organs peculiar to the feetus and infant,

suture.! Repeated pregnancies, together with other causes, produce
considerable relaxation in these organs,
2. The round ligaments, originating in smooth museular fibres from
the whole extent of the sides of the womb, and especially from its
' Bappey, Traité d'anatomie, t. iii, p. 651. Paris, 1804,
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upper half, pass off from its lateral angles or from the extremities of
the fundus in front of and a little below the Fallopian tubes, are en-
veloped on each side by the anterior fold of the broad ligament, reach,
at their outer extremity, the brim of the pelvis, and from there, bein
deflected inwards, the abdominal orifice of the inguinal canal, having
traversed which, they are inserted by some of their fibres into its inferior
wall, by others into the spine of the pubis, and by others, again, into the
upper part of the labia majora. They evidently contribute to maintain
the fundus of the uterus in a forward position ; if too short, they may
determine anteversion or anteflexion ; if too long, they let the uterus
fall or become retroflexed ; if unequal, they may favour Jateral flexion
(Fig. 20).

B. The means of suspension of the eervix are more certain and more
resistant than those of the body. They consist of the posterior liga-
ments and the anterior adhesions of the uterus to the bladder.

1. The posterior ligaments arise from the sides of the posterior
surface of the uterus at the union of the body and neck, or rather at
the point where the vagina is inserted, and are formed of muscular
fibres which are continuous with those of the organ itself and pass
under the posterior layer of the broad ligament. Covered by the peri-
toneum, which being reflected from the broad ligament above them to
descend from there into the utero-rectal cu/-de-sac forms in this manner
the fold of Douglas, they pass outwards to be inserted immediately to
the inside of the sacro-iliac symphysis at the third sacral vertebra, and
often above as far as the promontory or the anterior and lateral part of
the last lambar vertebra, which has led Huguier' to designate them as
utero-lumbar in place of wlero-sacral ligaments. It is these ligaments
which prevent the cervix from descending, even in the majority of
multipare, unless gentle but sustained traction is made on the two
lips.

2. The anterior adhesions of the uterus to the bladder (Fig. 18)
are not less important as means of suspension. These adhesions
evidently prevent the cervix, if not from falling or from being dragged
forwards towards the pubis in cases where the utero-sacral liga-
ments are relaxed or torn, at least from inclining backwards towards
the sacrum ; for even when the bladder is distended by urine, as its
base is only moderately developed, the uterus, in place of being pushed
back as a whole towards the sacrum, is raised, and its fundus which
looked forwards is directed upwards and then backwards and some-
times even it may be completely retroverted towards the sacrum.

As the result of these two means of suspension (Douglas’s ligaments
embracing the posterior and upper part of the cervix, and the adhesions
with the bladder the auterior and upper part) the cervix may be
said to be suspended by fwo fa[f rings ; the one posterior, preventing
it from inclining forwards and downwards; the other anterior, pre-
venting it from inclining backwards, which complement each other
and form a real swspensory ring which maintains the upper third of
the cervix in a sufficiently fixed position in the pelvic cavity (Figs. 1,

I Allongements hypertrophiques du eol, p. 80, Paris, 1859.
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18). At the same time it results from the point of attachment of this
double half ring that the free portion of the cervix below and the
whole body above may osciliate and, under the influence of various
kinds of pressure, incline in different directions without the portion of
the cervix embraced by this ring leaving the centre of the pelvis. The
uterus cannot descend unless the posterior half ring is relaxed ; it cannot
rise unless the anterior half ring is stretched; but it may oscillate in
all directions round this double half ring as round a suspensory ring.
We cannot judge better of the nature, direction and extent ug these
movements than by provoking them by means of the finger introduced
into the vagina : in pushing the cervix backwards we perceive that the
body is directed forwards; in pushing it to the right the fundus is
directed to the left, and vice versd ; in other words, the fundus by a
swinging motion is always directed in the opposite direction from the
cervix.

I1. Division of the pelvic cavity.—The ligaments are not less im-
portant as regards the divisions which they establish in the pelvic
cavity than as means of suspension. The vast folds which have just
been described under the name of broad ligaments divide the pelvis
proper into two unequal compartments : the one anterior, occupied in
great part by the bladder ; the other posterior, containing the rectum
and the utero-vagino-rectal cavity. So that whilst the uterus at the
brim is connected with the bladder in front, behind it is separated
from the rectum by a large cavity. This, which may be called the
ulero vagino-reclal cavity, 1s very deep, especially in multiparze. When
no adhesion limits its extent, either from before backwards from the
vagina to the rectum, or from one side to another between and below
the folds of Douglas, this cavity may attain great dimensions; for the
dimensions are those of the pelvic cavity itself, exclusive of the thick-
ness of the rectum, vagina and bladder, which oceupy very little
space in a state of vacuity. I have often measured this cavity in
various directions, the antero-posterior, and even the transverse
diameter, may exceed eight centimetres if the folds of Douglas are
stretched ; 1f they are left in their natural position there may be a
space of five or six centimetres between them ; as to the depth of the
cavity, from the upper border of the uterus to the bottom of the vagino-
rectal cul-de-sac there is from fifteen to eighteen centimetres; taken
below the utero-sacral ligaments it measures from five to nine centi-
metres. Into this cavity the small intestine may descend in a state of
health, in various diseases the ovary may be dragged there by its own
weight, and in extreme retroflexions the fundus of the uterus may fall
even below the ligaments of Douglas; and lastly, it is there that
sanguineous, serous and purulent effusions are formed, and that fibri-
nous adhesions take place in hematoceles and retro-uterine peritonitis.

l'o the right and left of the bladder are superficial fossee ; to the right
and left of the retro-uterine cavity, behind the ligaments of the ovary
and above the folds of Douglas, are two deeper and more extensive
fossw, where tubo-ovarian and uterine adhesions are often formed after
inflammations of the ovary and Fallopian tubes. Secondary longi-
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tudinal fosse, or rather grooves, separate the upper margins of the
small folds and are also frequently the seat of inflammatory sero-
purulent adhesions and effusions. It is useless to describe the relations
of these peritoneal surfaces with the abdomino-pelvic viscera, or the

Fic. 21.—Relations of the viscera contained in the female pelvic cavity (after
Tillaux). = ¥, ligament of the Fallopian tube; & o, ligament of the
ovary ; L B, round ligament ; =, rectum ; s, sacrum ; s p, symphysis pubis ;
U, uterns ; U 8, utero-sacral ligament ; v, bladder. :

continuity of this peritoneal covering with that of the iliac fossa, Fal-
lopian ligament, &c. It is 1mpﬁrt:u]t however, to remember them in
order to account for the extension of inflammation to various points
not only of the retro-uterine peritoneal cavity but also of the iliac
and hypogastric portions of the peritoneum, which may be affected by
suppuration, or may give rise to a purulent collection contained within
septa of new formation. It is also important to remember that these
broad ligaments contain a more or less abundant and dense cellular
tissue within their folds in addition to the muscular tissue lining
them.

Their two smooth surfaces are in relation, the anterior with the



26 INTRODUCTION

bladder, the posterior with the rectum ; it is at right angles from the
latter that the two folds of Douglas arise, which cover the utero-sacral
ligaments. There are four borders—superior, inferior, internal, and ex-
ternal. The superior is subdivided into three small folds. The inferior
is in relation with the subperitoneal cellular tissue of the pelvis and

3
A : cu TU

P MU

Fic. 22.—Section of the uterus and broad ligaments perpendicular to the
large axis of the womb at 2 centimetres from its base (after Tillaux).
B, pelvic wall; cv, uterine cavity; LL, broad ligament; MU, uterine
mucous membrane ; P, P, peritoneum; TU, uterine tissue ; vrU, utero-
ovarian veins.

with the superior perineal aponeurosis. The internal is very wide
(Fig. 22), the two folds being separated from each other by the thick-
ness of the uterus; il is in relation with the uterine artery and the
utero-ovarian plexuses, venous and lymphatic ; it is continuous with the
inferior border on the lateral portions of the vagina (Fig. 23, L s p),
having the same relations with the veins and lymphatics, and allowing
of the recognition by vaginal touch of phlebitis, lymphangitis, tumours
and purulent collections formed in this ligament. The external is in
relation with the walls of the cavity ; it is very thin, the two folds of
peritoneum being in close proximity ; a horizontal section of the broad
ligaments and of the uterus at about an inch from its base shows very
clearly the difference in thickness of the two borders (Fig. 22).

The cellular tissue with which this vast peritoneal fold is lined is
loose and abundant, especially below where it is continuous with the
cellular tissue covering the upper perineal aponeuroses and levator ani
{F'tg. 23) and with that which covers the lateral surfaces of the
bladder, the peritoneal lining of the abdominal wall at the hypogas-
trium and of the internal iliac fossa. Consequently an inflammation
of the broad ligament may be propagated in any of these various
regions, or an abscess of this ligament may open into the vagina,
bladder, rectum, into the ischio-rectal fossa, at the top of the sacro-
sciatic groove, or may appear at the hip with the sacral plexus and the
sciatic nerve or may reach the abdominal wall on alevel with the Fallo-
pian ligament, above or below the craral arch or even at the obturator
foramen. Pelvi-peritonitis is most frequently posterior (retro-uterine
cavity) ; it may be anterior or it may surround the uterus on all sides
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rising to a greater or less height, to the brim or even above the cavity,
according to the height of the adhesions or new membranes which
limit it, and may open into the rectum, into a part of the intestine,
the SIgmmd flexure or even the cecum, or at the abdominal wall above
the crural arch, on a level with the hcrnial fossee. Abscess of the
broad ligament is lateral, on one or other side of the uterus and
vagina, pushing back these organs towards the opposite side without

is, showing the three cavities (after
Beigel). 1. cp, peritoneal cavity ; 2. Lsp, sub- p:=r11':nnea1 space ; 3. Ese, sub-
cutaneous space ; v, vagina; Ra, levator ani; », peritoneum ; ©, uterus.

extending all round, and making an exit for itself by all the communi-
cations which may be established from the pelvic cellular tissne through
the natural orifices to outside the pelvis, at the iliac fossa, hip,
thigh, &e.

Thus the broad ligaments, besides being a means of suspension for
the uterus, are of capital importance in the physiological and patho-
logical history of this organ, of its appendages, and of the peri-uterine
regions ; they give the key to the differential diagnosis of hematoceles,
pelvi-peritonitis, peri-uterine phlegmons, abscesses of the broad hwa-
ments, phlebitis, peri-uterine :mgmfeumtls and adenites of the same
region, both in a puerperal and non-puerperal condition. They cannot
be too much studied or too well known.
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Coaxces 1N THE Uterus aT DiFrFERENT AGES

In the genital organs of women, and especially in the uterus, the
volume, form, external aspect, cavities, stracture, all the anatomical
conditions in fact, vary from age to age.

Eirternal aspect,—The size of the organ, which is small in the feetus
and child, increases considerably at puberty, as do all other parts of
the generative system: but it is very inferior in the nullipara to what
it is in the multipara, and it diminishes in old age under the influence
of the retrogression and atrophy which follow the menopause.

The form, which is almost ecylindrical in the feetus, gradually
assumes the aspect peculiar to it, in proportion as the body undergoes
its normal development : so that at puberty in the nullipara, but espe- -
cially in the multipara, the resemblance of the uterus to a small
inverted gourd becomes very striking. Its position, direction, and
relations change also with age on account of the difference of develop-
ment which exists from one period of life to the other, not only between
the various parts of the genital organs, but also between those of the
pelvis. The pelvic cavity being but slightly developed in childhood,
the uterus, like the bladder, is higher above the brim at this age than
in the adult, and is generally inclined, and even curved, forwards

(Figs. 8, 28).

Fi1a. 24.—The uterus and its appendages in the feetus at the end of the fourth
month, natural size. A, external view : a, a, ovaries relatively voluminous,
almost as long as the Fallopian tubes; b, b, oviduets ; e, ¢, round ligaments ;
d, uterus ; e, vagina ; f, vaginal orifice. B, cavities: a, branches of the
arbor vite extending to the fundus; b, vaginal portion of the uterus:
¢, vagina.

It is, however, especially in the anfagonism of the body and neck that
the most remarkable differences are to be seen from one age to
another.

In the child the neck is very large, the body very small. The neck
is almost cylindrical. The body is triangular, more flattened than in
the adult; its superior border is straight or slightly concave, a vestige
of the coalescence of the uterine cornua; its lower extremity is con-
tinuous with the neck without any line of demarcation. The isthmus
is indicated at this age less by a contraction than by a change of direc-
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tion between the neck and the body; for the result of Boullard’s?
researches, confirmed by my own observations, is that there is very
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Fie. 25.— Uterus at the commencement of the se'rernth month, opened, of
natural size. @, fundus with thin walls; b b, crnfices_ of t:he Fallo ian
tubes ; e, arbor vite ; d, neck, remarkable for the relative thickness of its

walls.

frequently, if not always, anteflexion of the body on the cervix. (Fig.
28.) In the girl at puberty, and still more in the adult, the body is

Fig. 26.— Uterus at birth, natural size ; external view. a, body ; b, neck, very
large, rendered clearly distinet from the body by the formation of the
isthmus ; ¢, vaginal portion of the neck ; d, d, E‘al]opinu tubes; e, e, round
ligaments. Cavities : b, cavity of the body showing the arbor vite. The
fundus @ and the walls are relatively thin; e, neck, the walls of which
are very thick ; d, vaginal portion of the cervix; e, vagina.

Fig. 27.—Bection of uterus at seventh year, open, of natural size. a, fundus;
b, body, the cavity of which still shows a trace of the internal longitudinal
fold resulting from the union of the two primitive uteri, and forming a
continuation of the arbor vitm of the neck; e, neck still longer than the
body and with thicker walls ; d, vaginal portion of the neck; e, vagina.

developed more than the neck, and becomes slightly curved, especially
behind. The upper border is often straight, sometimes even it is
almost convex ; its union with the neck is well marked by an isthmus.
The neck, in place of remaining cylindrical, has assumed the form of a

1 Quelques mots sur U'utérus. Theses de Paris, 1853, No. 87.
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small barrel, contracted above, tapering below, and is shorter. The
anterior flexion of the body on the neck diminishes, according to
Cuseo,! in consequence of the unequal development, which being
greater on the anterior than on the posterior surface, helps to straighten
the organ. Still, a slight degree of anteflexion or rather inclination
forwards often continues, not only in the girl after puberty, but in the
married woman, provided she has never been pregnant.

In the nullipara the characteristics of virginity remain, with the
exception of a slight increase in the size of the whole of the organ,
caused doubtless by the exercise of a new function. We may also
admit some difference in the vaginal portion of the neck : it often loses
its slightly conical shape, and becomes rather flattened. The cases in
which the neck is normal must be distingnished from those in which it
is quite conical. In the latter cases coitus does not modify the conicity

Fi6. 28.—Uterus of a fetus at birth, side view seen in its relations, showing
the normal anteflexion natural during fwtal and infantile life (after
Boullard and Bourgery). a, body of the uterus flexed forwards; b, fundus
of body looking forwards ; ¢, neck, relatively very large ; d, section of the
peritonenm ; e, cervix; f, vagina; g, hymen; { Fallopian tube, behind
which the ovary is seen ; j, bladder; k, rectum ; n, symphysis pubis.

in the least; on the contrary, it persists and is even increased to a
certain extent, owing to the penis being apt to pass below the neck
and so increase the depth of the posterior utero-vaginal cul de-sae, and
is one of the most unmistakable causes of sterility.

In cases where the cervix is of normal shape, the pressure deter-
mined by the penis during coitus is made on this organ, and gradually
diminishes the convexity so as slightly to flatten it and render the two

! De U'antéflexion et de la vétroflexion de Uutdrus, Thése de concours, pp. 18,
21. Paris, 1853,
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lips more distinct. These characters are very nearly those of Ree-
derer’s ! uferus virgineus.

In the primipara, and still more in the multipara, the body is much
larger than the neck; besides increasing in size it changes in form
and becomes convex in every direction, especially at its superior border.
Generally it becomes quite straight, sometimes, on the contrary, the
flexion increases. In this case, however, the flexion is not exclusively
forwards ; it may be backwards or to one side, according to the direc-
tion in which the determining cause has acted on a uterus in which the
consistency may have been diminished, whilst the size has been in-
creased by pregnancy and parturition.

In old women atrophy of the organ takes place. This is more
active in the body than in the neck, restoring in some degree the rela-
tive proportion of these two parts to what it was in the child, or at
least before the period of sexual activity. Like Cruveilhier,? I have

.............................

2.

Fia. 29. Fis. 30.

Fig. 29.—Mould of the uterine cavities in a virgin of seventeen years.
¢, cornua of the uterus, ceratine portion of the body; ¢b, inferior segment
of the body; ba, isthmus; ad, neck, with impression of the folds of the
arbor vitee and the lateral f]E'[JlEEBmII of the column. =, Fallopian tubes,
slight contraction at the point of union of their cavity withq;lat of the
body (after Guyon).

Fig. 30.—Mould of the uterine cavities in a multipara, triangular form of the
cavity of the body, enlargement and deformity of the uterine cornua,
enlargement of the inferior segment of the body which blends with them.
ab, :I.Ethmus, ad, neck, with double depression (after Guyon).

remarked that the obliteration of the vaginal portion of the neck is
Very ecommon.

Tuternal conformation.—The cavities of the wlerus are very small,
but they still differ considerably in their size and form in the child, the

1 Teones wleri humant.
? Anaf. deseript., t. ii, p. 474. Paris, 1866.
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nullipara and multipara. They form together a sort of canal flattened
from before backwards, constricted at the isthmus and widening out in
the body as it approaches the fundus. According to Sappey,! their
length is:

In the nullipara about 52 millimetres, the body measuring 22, the
neck 25, the isthmus 5.

In the multipara about 57 millimetres, the body measuring 28, the
neck 24, the isthmus 5.

I think these measurements rather exaggerated, especially that of
the body in the multipara when there is no disease. Apart from this,
the difference in the relative length of the body and necﬁ, the latter of
which is the greater in the nullipara and the former in the multipara, is
in harmony with the difference in size of the two parts seen externally.
(Figs. 29, 30, 34, 35). The other two dimensions are very small,
especially the distance separating the anterior from the posterior
surface. On this account it is very difficult to move the sound in
either direction.

The cavity of the body, which hardly exists in the feetus, becomes
triangular after puberty. The walls are flat, and applied one against
the other, unless a little mucus is interposed between them. The
borders are convex, and are directed towards each other in such a way
that the convergence of their convexity towards the centre diminishes
to an equal extent the uterine cavity. Therefore a slightly curved
sound when introduced into this cavity cannot easily be moved from
one side to the other, still less be rotated upon itself. The superior
angles, very acute, present the last folds of the mucous membrane of
the Fallopian tubes, and it is the very close proximity of these folds
which forms the only obstacle to the passage of a fluid from the eavity
of the body into that of the Fallopian tubes. The inferior angle,
less acute, corresponds with the os infernum. In the multipara
the cavity of the body is distinguished by different characters—
greater capacily and an interval between the two surfaces, or at
least the possibility of separating them and of moving the sound
between them ; superior angles less acute. The form is triangular, but
the margins are very seldom convex, sometimes they are straight, often
concave, hence the marked increase of the cavity circumseribed b
them. This latter tendency seems to be more marked when the
number of pregnancies has been considerable, and when they have
occurred in quick succession.

The cervical cavity, large in the child, is fusiform, flattened from
before backwards, presenting consequently two walls, two borders and
two orifices. The walls are unequal, traversed from top to bottom by
a vertical projection, from which secondary oblique and ascending
projections are given off, an arrangement which has received the name
of arbor vite (Figs. 29, 32, 35, 38). The posterior tree only becomes
visible a few millimetres above the inferior orifice ; it increases in size,
and deviates to the left in proportion as it approaches the superior
orifice. The anterior tree is, on the contrary, directed towards the right.

L Op. eit., p. 664.
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Consequently the two cervical walls fit into each other in place of one
being applied one against the other, as in the cavity of the body.
These kind of columns are analogous to the columnz carnew of the

Fig. 31.—Transverse sections taken from the upper half of the cervix, showing
the dovetailing of its walls, especially of the two longitudinal projections,
which may be said to be the trunks of the arbor vife, and consequently
the mechanism for the occlusion of the isthmus or os infernuwm (after
Guyon). 1, virgin uterus at sixteen years old ; 2, uterus in a nullipara ;
3, uterus in a multipara. Exceptionally there are two posterior projections,
but only one anterior and median.

heart. It is to Guyon! that we owe the knowledge of their fitting
into each other, and of several other facts relative to the study of the
uterine cavities.

The os internum is a true strait of 5 millimetres in length, in which
the arbor vite, stripped of their branches, dovetail into each other so
well that, owing to the narrowness of the orifice, they fill it entirely
and make 1t diffieult for the sound to enter; but this resistance over-
come, it enters easily into the cavity. The sensibility of this orifice and
the circular arrangement of the bundles of muscles which form a veri-
table sphincter at this point, in addition to the narrowness of the
opening and the dovetailing of the posterior and anterior columns,
increase the difficulties experienced, in the case of certain morbid con-
ditions or of virgins, in passing the sound from the cavity of the neck
into that of the iady (Figs. 29, 35). At other times, on the contrary,
as the result of other morbid conditions, nothing is easier than to pass
through this orifice (Fig. 32). As a rule, a catheter of 2 milli-
metres in diameter will enter it.  After the menopause the os infernum
gradually contracts, and in some women is at last obliterated.

The os exfernum is broader, though occasionally it is rounded and
narrow. This narrowness may be more or less marked, even reach-
ing the degree at which it 1s known as atresia, which is really im-
perforation or obliteration. Then the retention of mucus or of
menstrual blood increases the capacities of the cavities, as may be
seen in the accompanying figure taken from Guyon (Fig. 32 b,
ad). Often, too, iIn such a case the projection of the uterus into
the vagina is conical, and the orifice may be at the summit of this
cone or on one of its sides a little in front or a little behind. Gene-
rally, however, it is in the form of a slit, on which, in the fetus and
infant, we can see the starting-point of the trunks of the ardor vite,
which gives to this opening a form somewhat similar to that of the

' Etude sur les cavités de Uutérus a Uélat de vacuité. Théses de Paris, 1858.
Hagemann (Avehiv fiir Gynecologie, Bd. v, p. 295) has arrived at the same results.
' 3
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mouth (Guyon). These projections are effaced with age so as to
reduce the orifice to a straight line, the margins of which are in contact
in the child and adult nullipara. The latter differs from the former in

Fig. 32.—Mould of the uterine cavities in a nullipara forty-two years of age.
There was a well-marked contraction of the os exlernum. Its form is the
same as that of the uterus in the virgin (Fig. 29), but the cornua are
broader, the cervico-uterine isthmus is dilated, the upper segment of the
body and the cervieal cavity are more developed (after Guyon).

the slight flattening of the cervix, the lips of which seem to allow the
orifice to open more easily. In the multipara the slit is open, irregular,

Fie. 33.—Differences in the vaginal portions of the cervix in the nullipara, 1;
and in the multipara, 2.

and indented by cicatrices consequent on lacerations caused at de-
livery. To sum up, there are differences in the uterus of a nullipara
and that of a multipara which should prevent their being confounded.

1st. Hrternally, the uterus of the multipara is less fixed, it has a
less elevated position and a more marked variability of inclination than
the uterus of a nullipara. Tts two surfaces and its upper border are
rounded. The vaginal portion of the neck is less conical and less
elongated. The orifice is longer, the lips irregular and indented, open-
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ing easily and allowing the entrance of the point of the finger. The
uterus is larger ; all its diameters have inereased, especially the longi-

F16. 34.—Differences in the external conformation of the uterus in a nullipara,
1; and in a multipara, 2 (after Dubois).

tudinal one. The increase of size, and especially of length, is shown

Fic. 35.—Differences in form and size of the uterine cavities. The nullipara
1; and the multipara, 2 (after Dubois).

more in the body than in the neck. The walls of the organ have
acquired a greater thickness.

2nd. Inlernally, the cavity of the body is increased and has changed
in shape : its borders, in place of being convex, have become concave.
The superior angles are no longer funnel-shaped. The openings of the
Fallopian tubes are broader. The eavity of the neck is proportionally
shorter and rather broader. The os infernum is more open, and allows
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the sound to penetrate more easily. The axis of the two cavities is
less frequently curved forwards, and when it is curved either forwards,
backwards, or to one side, it is more easily rectified by the introdue-
tion of an instrument, unless there are adhesions or some morbid
condition.

StrucTURE oF THE UTERUS

The structure of the uterus is not analogous to that of any other
organ. The walls are thick, but not equally so throughout. Hardly
exceeding 8 millimetres at the opening of the Fa!luEi:m tubes, they are
as a rule, according to Sappey,! 10 millimetres thick at the fundus and
from 12 to 15 anteriorly and posteriorly and at the lateral borders.

1. Its arteries are the ovarian from the aorta and the uterine from
the internal iliac, without counting those of the round ligaments arisin
from the epigastric. They enter the uterus by its borders, not without
anastomosing considerably, describing numerous flexuosities and cork-
screw windings, which have led to their being compared to the Aelicine
arteries of the erectile tissues generally and of the cavernous bodies of
the penis in particular.

2. Its veins, which are voluminous and almost without valves,
anastomose largely and are adherent to the tissue of the organ, forming
during pregnancy dilatations known as sinuses. They emerge along
the lateral borders and form two vast plexuses contained in the folds of
the broad ligaments and, without joining the veins of these ligaments
which flow into the epigastric or external iliac, they empty themselves,
some into the internal iliac, others into the vena cava on the right and
the renal vein on the left, being marked during the whole length of
their course by a plexus analogous to the pampiniform plexus in man.

3. Its lymphatic vessels, studied especially during pregnancy or after
delivery by Mascagni, Cruveilhier and others, have lately been investi-
gated by Leopold® in the unimpregnated uterus in woman, as well as in
the female mammalia, and by Lucas Championniére? in the uterus after
delivery. Whether they arse from the mucous membrane or from the
mmcuﬂtr wall, the hypertrophy of which they share in pregnancy, these
lymphatic vessels are divideé, like the veins, into two principal groups
on each side; the inferior, which come from the cervix, open into the
lateral pelvie glands; the superior into the lumbar ganglia. Cham-
pionniére has discovered that the lymphatics of the cervix unite in
vessels of various sizes at the union of the body and cervix ; generall
there is one much larger than the others; they emerge at this level
into the lateral cellular tissue at the base of the broad ligaments fol-
lowing the course of the blood-vessels and at once join one or two
little ganglia which are not constant but which, when wanting, are
replaced by a lymphatic network which forms a real and important

1 Op. cit., p. 665,
? Archiv frir Gynecologie, Bd. vi, p. 1. Berlin, 1873,
3 Lymphatigues utérins ef Lymphangile uwlérine. Paris, 1870,
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vascular plexus. The largest at last reach the posterior subperitoneal
surface of the broad ligament, and from there pass to the deep pelvic
and sacral ganglia, sometimes even reaching an inguinal and obturator
ganglion,

The lymphatics of the body arise chiefly from the portion which
adjoins the placental surface ; thef anastomose with those of the
ovaries and Fallopian tubes and, following the utero-ovarian venous
plexus, they accompany these vessels to the vascular plexuses and
lumbar ganglia where they end. It is impossible to attach too much
importance to the exact knowledge of the lymphatics of the uterus and
its appendages. Inthe sites indicated by anatomists T have frequently
observed kernels of inflammatory induration, which could be nothing
else than retro-nterine adenitis, and this opinion has occasionally been
confirmed by autopsies. I am more and more convinced every day of
the important part played by angioleucitis, adenitis and even peri-
uterine adenomata, not only in the history of uterine and peri-uterine
phlegmasia in puerperal maladies, but in a number of others accom-
panied by deep and continuous pain, which otherwise would be
inexplicable.

4. The nerves of the uterus and ovaries, according to Franken-
hiinser, arise directly and indirectly from the cwliac plexus through
the intervention of the renal plexus which, through its inferior gan-
glion, is distributed to the ovaries and spermatic ganglia. The aortic
plexus by its upper part (superior mesenteric plexus) supplies these
spermatic ganglia, which would be more correctly designated genital
ganglia. These ganglia, four in number, receive two large branches
from the great sympathetic and give off a great number of nerves to
the ovaries. Below the origin of the inferior mesenteric artery is the
great uterine plexus (lumbo-aortic), which descends to 1 centimetre
from the division of the aorta and is formed of the principal branches
of the genital ganglia with the addition of small branches proceeding
from the four lumbar ganglia of the great sympathetic. On the pro-
montory it is divided into hypogastric plexuses, which are joined by
branches from the terminal ganglia of the sympathetic and are situated
behind the rectum, on the inner side of the pelvic vessels, and are dis-
tributed to the lateral borders of the cérvix uteri. Each hypogastrie

lexus measures from 7 to 10 centimetres, and in its course supplies

ranches to the mesorectum, to the mesentery of the sigmoid flexure,
and to the ureter. There is a large cervical ganglion on each side of
the neck, easily discovered in the newly-born even without prepara-
tion, but covered in adults by the pelvie fascia and superimposed
nerves. It extends downwards as far as the folds of Douglas, and
measures, in the empty uterus, about 2 centimetres in length and 1in
breadth, and during pregnancy 5 centimetres in length and 2 or
3 in breadth. The greater number of the uterine nerves arise from
these two ganglia, the rest coming directly from the hypogastric
plexus. The cervico-uterine ganglia receive their aflerent branches
not only from the hypogastric plexuses, but also from the second, third
and fourth sacral pairs. They supply branches not only to the uterus
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but also to the vagina, bladder and rectum. Besides these principal
ganglia there are on each side two small ones for the urethra and bladder,
the latter sending some branches to the anterior surface of the uterus.
The nervous branches from the cervico-uterine ganglia enter the cervix
horizontally ; passing upwards they pierce the inferior portion of the
body obliquely, whilst above, along the borders of the uterus, they run
almost vertically, uniting with each other in the thickness of the ante-
rior and posterior walls ; they also anastomose with the ovarian nerves.
The ramifications of the uterine nerves may be traced as far as the
mucous membrane in the neck, but this cannot be done in the case of
the body. Frankenhaiiser has found motor fibres in the uterine
plexus but he has not been able to discover sensory fibres. It seems
impossible to distinguish the filaments arising from the cerebro-spinal
and ganglionie systems.

5. The serous envelope of the uterus is nothing else than the peri-
toneam, which, being reflected from the posterior surface of the
bladder to the anterior surface of the dody of the womb, covers all
the posterior surface of the fundus including the neck and the upper
part of the posterior vaginal wall and extends right and left over the
broad ligaments,

6. The uterine mucons membrane was for a long time unknown. It
was Coste! who demonstrated at the same time its existence, its struc-
ture and its hypertrophy into the decidua during pregnaney. I
helped to make this discovery known and to develop it twenty years
ago.® Since then Robin has described the histology of this membrane,?
and other writers have studied the formation of the decidua and the
regeneration of the uterine mucous membrane.* ,

The mucous membrane of the uterus is different in the body and in
the neck.

In the dody it is attenuated toward the angles, where it is con-
tinuous with that of the neck and of the Fallopian tubes. It is
thickest towards the centre, varying from 3 to 6 millimetres,
according to Coste. The free surface is smooth, without wrinkles,

! Mémoire sur la formation de la eadugque dans Uenf humain. Comptes
rendus des séances de I’Académie des Sciences de Paris, t. xv, 1842, and t. xxiv,
1847. Traité général du développement. Paris, 1848,

2 De U'ecuf et de son développement dans Uespéce humaine, p. 127. Montpellier,
1845.

3 Ch. Robin, Mémoire pour servir a Uhistoire anatomigue ef pathologique de
la membrane mugquense ulérine, de son mucus ef des ceufs, ow mienx glandes de
Naboth, see Archives générales de médecine, t. xvii and xviii. Paris, 1848,

4 Colin, Etude @ Veil nu sur la surface inferne de Uutérus apras Uaccouche-
ment dans U'état physiologique, dans Uétat pathologique, et en particulier dans
la fitvre Pu,erpérafe_ Theses de Paris, 1847, No. 229 ; see also A. Richard, De
la muqueuse utérine. Paris, 1848; Ch. Robin, Mémoire sur les modifications
de la mugueunse utérine pendant ef apris la grossesse ; see Mémoires de U Aca-
démie de médecine, t. xxv, p. 81, Paris, 1861 ; Ercolani, Della struttura della
caduca wlerina, Bologna, 1874 ; Léopold, Studien iiber die Uterusschletmhant
withrend Menstruation, Schwangerschaft w. Wochenbett ; the paper is accom-
panied by a large number of figures representing sections of the mucous
membrane magnified in these various states. Awrchiv fiir Gynweologie, Bd. xi,
pp. 110, 443, &e. Berlin, 1877.
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papillee or villosities, but perforated with a multitude of orifices which
are the mouths of as many follicles or tubular glands, and covered

Fig. 36.

Fie. 36.—Internal mucous membrane of a uterns, the anterior wall of which
has been partially removed (after Coste). p EJ, tissue proper, in which
numerous vascular orifices are seen, resulfing from section of the vessels;
7, mucous membrane, the regularly striated appearance of which is
remarkable, as well as its rose colour. The little vermicular body placed
below the uterus is a small gland ; £, initial extremity, ending in cul-de-
sac; o, terminal extremity, presenting a narrow orifice opening upon the
internal surface of the uterine cavity.

Fi6. 37.—General view of the glands or flexuous follicles of the uterine mucous
membrane. d d d,simple or double ewl-de-sae of these follicles; a @ a, thin
cup-shaped orifice opening on to the surface of the mucous membrane.

with conical cells of from 3 to 4 hundredths of a millimetre, with
pyramidal base furnished with vibratile cilia smaller than the vibratile
epithelium cells of the Fallopian tubes which are not less than 7
hundredths of a millimetre. This epithelium, vibratile in the empty
uterus, becomes tesselated during gestation, when the mucons mem-
brane becomes the decidua. The tubular glands, slightly flexuouns
and cylindrical, adhere by their blind end which is sometimes bifid to
the subjacent tissue; they open on the surface of the mucous mem-
brane into a little cup surrounded by a kind of vascular polygon, and
are lined with nucleated epithelium. Their diameter is about equal to
the twelfth part of their length, and the space separating them is
about equal to their diameter. They participate in the general hyper-
trophy of the organ during pregnancy. The tissue between the
follicles is formed of nccasiﬂnaf fibrous bundles (cellular, laminar or
connective tissue), of fibro-plastic elements. esveciallv of nuclei, cells,
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fusiform bodies and of a great deal of granular amorphous matter.
Thus the framework of the membrane is in the embryonic state and
in every stage of development. The uterus is the only organ in which
we constantly find a tissue in process of organisation. This pecu-
liarity is in direct relation with the modifications in size and structure
which are necessitated by the fulfilment of its functions ; it determines
at the same time a special direction for its morbid processes; it
explains several obscure points in its pathology; it helps also in the
search after therapeutical remedies and may explain the occasional
unexpected effects produced by them. At the menstrual period the
mucous membrane greatly increases in thickness, it becomes congested
and remains gorged with blood till the hazmorrhage is established, or
rather till it has ceased. Its surface is puffed out and furrowed with
wrinkles which resemble the cerebral circumvolutions. The glands
participate in this congestion which is almost a temporary hyper-
trophy. Their secretion, generally insignificant, becomes consider-
able, especially before and after the heemorrhage.

In the nect the mucous membrane is very adherent as in the body,
but it is thinner, having a thickness of only 1 or 2 millimetres; it
is wrinkled, lined with ciliated epithelium formed of a substrafum
analogous to that of the mucous membrane of the body, and in which
embryonic elements, such as the fibro-plastic fusiform bodies, pre-
dominate : lastly, it is furnished abundantly with secreting organs,
regarded formerly as simple follicles with ampullary blind ends and
constricted neck, but lately described by Sappey as racemose glands
with two or three branches and subdividing to terminate in a
cul-de-sac. These glands are found in the uterine and vaginal orifices
as well as in the cavity of the neck. They are remarkable for their
size in their whole course. Their orifices are seen at the bottom of
the grooves which separate the branches of the arlor vite. Th
secrete a thick and very viscous mucus, alkaline like that of the body,
the reverse of the vaginal fluid which is acid. This mucus in accu-
mulating forms in the fetus, and often in the adult, especially during
pregnancy, a very adherent gelatinous cylinder which fills up the
cavity of the neck. These glands frequently become the seat of a
partial or total dilatation, which transforms them into a kind of cyst
known as Naboth’s eggs. These cysts, as they grow, become em-
bedded in the muscular coat. The glands of the neck are the organs
which specially produce uterine lencorrhea. Although more acces-
sible than the follicles of the body to our means of treatment because
nearer to us, they are not any more amenable to the action of the means
employed, owing to their position at the bottom of the rugged grooves
into which they open between the ramifications of the ardor vite.
Fig. 38, taken from Tyler Smith,! gives an idea of the difficulty there
is m reaching them.

The muscular envelope, or what has been called the tissue proper
of the uterus is very complicated. Super-position of deep layers,
intersection of superficial bundles, a vascular development peculiar to

v On Pathology and Treatment of Lewcorrliwa, p. 25. London, 1855.
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erectile organs, all contribute in giving this organ a texture rendered
more difficult of description by the fact that till now anatomists

F16. 38.—General view of the transverse or oblique ramifications of one of the
two median columns of the mucous membrane which constitute the anterior
and posterior arbores vile in the cervical canal of a virgin, magnified
nine diameters.

have hardly taken into account the facts gathered from development,
from comparative anatomy and from the musculo-vaseular conditions
of erectihty which alone could throw any light on this study. At
present we know the structure of the uterne tissue, the elements
which enter into its composition, the wealth and special arrangement
of its blood-vessels, and the super-position and the mutual relations
of the majority of the muscular bundles which characterise the texture
of the womb.

The essential elements of the tissue of the uterus are smooth mus-
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cular fibres, incorrectly called fibre-cells, muscular fibres of organic
life characterised by the presence of a nucleus not exceeding 7 hun-
dredths of a millimetre in length and 5 thousandths of a millimetre in
width in the unimpregnated uterus, but attaining, during gestation,
ten times the length and five times the width and allowing of the pene-
tration of a few fatty granulations. The hypertrophy of the organ
during pregnancy does not consist merely in the increased size of the
elements already existing ; there is also a formation of new muscular
elements and, in addition to the growth of contractile fibres, is added
that of the fibrous or connective tissue which joins them together.

Fic. 39.—Smooth muscular fibres of the Fia. 40.—Fibre-cells of the uterus

unimpregnated uterus (after Farre). in state of gestation (after
Wagner).

After delivery atrophy brings these elements back to their normal
condition. This pecuharity characterises the muscular membrane of
the uterus as well as its mucous membrane. If the muscular tissue

F1a. 41.—Progress of involution or disintegration and renewal of uterine fibres
after delivery. Process of fatty degeneration (after Heschl).

has not, like the mucous membrane, the faculty of development carried
to the point of renewal, it is always, like the latter, to a certain extent
in process of development, and consequently has the characteristic of
anatomical instability, thus forming a striking contrast to the stability
of all other organs. This special property of the uterine tissue plays
an important part in the development of its diseases, imprints a special
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character on its pathology and exercises a marked influence on its
therapeutics.

It 1s now agreed thal the contractile bundles are composed of three
layers of elementary fibres. The deep layer is formed of two orbicular
muscles arranged in concentric curves, which converge right and left
around the orifice of the Fallopian tubes as a central point, and to which
Ruysch gave the name of defrusor placente, attributing to them the
function of loosening the placenta. At the isthmus which unites the
cavity of the body with that of the neck this layer is formed of simple
circular bundles, intersecting at acute angles and constituting a con-
strictor, the presence of which accounts for the occlusion of the
uterus during gestation and explains its tendency to contract at this
point like a sphincter, the difficulty often experienced in passing the
sound, and the difference between the resistance presented by this
orifice and the dilatability of the os exfermmm and cervical cavity
either during pregnaucy or in certain morbid conditions, and lastly, the
frequent obliteration of the os infernum after the menopause.

Heélie’s' recent researches have confirmed the truth of this descrip-
tion. The central layer seems to be the thickest and most inextricable.
According to Pajot? it is composed principally (in the npper regions of
the anterior and posterior surfaces where it can be studied) of museular
bands in loops which cover one another, The superficial layer, on the
contrary, is most easily studied in the unimpregnated uterus, especially
in children. As Rouget has observed, these organs preserve the traces
of the primitive forms till puberty, the uterine cornua are still distin-
guishable under the thin muscular layer which covers them, the tissue

roper of the uterus is only slightly developed, the connections of
the superficial layers with neighbouring membranes are more marked,
and these membranes themselves are thin, transparent and free from
the adipose tissue which afterwards invades them, and thus present them-
selves to the observer under the most favorable conditions for study.

The right and left segments of the uterus have doubtless, like the
Fallopian tubes, longitudinal fibres and layers of circular fibres which
are a continuation of those of the oviduets., In addition, however, to
these special fibres, which are found in much greater number on the
two lateral halves of this organ than on the Fallopian tubes, there are
doubtless common fibres which complete the fusion of these two halves
in order to make one central organ having one cavity. Above these
muscular layers there is a common envelope, also muscular, forming a
broad contractile apparatus, uniting the movements of the womb with
those of the Fallopian tubes, ovaries, broad ligaments, round ligaments
and ligament of the ovarian vessels, i.e. with the so-called uterine

appendages. T
If we spread the genital organs of a child on a piece of glass, it is

1 Jowrnal dela section de médecine de la Société académique du département
de la Loire-Inférieure, t. 1x, p. 125. Nantes, 1864. Recherches surla disposi-
tion des fibres musculaires de U'utérus développé par la grossesse, avec un atlas
de dix planches. Paris, 1865. - -

2 Dubois et Pajot, Traité complet de Uart des accouchements, p. 437. Paris,
1860.
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easy to observe that in the human species, as in the mammalia, the
uterus and its appendages are contained in the thickness of a broad
muscular membrane, to which the peritoneal ligaments are only sub-
sidiary. It is easy to follow the continuity of the muscular bundles
of this membrane with the upper layer of the uterine tissue so well
described by Deville.!

Fic. 42.—General view of the vascular structures of the internal genital organs

in woman, in their relations with the superficial muscular system (after
Rouget). The vagina, uterus and appendages are seen from behind.
Vascular system,—g, bulb communicating on the one side with the spon
tissue of the clitoris, and on the other with the venous plexus of the
vagina ; PV, semi-circular enlargement of the vaginal venous plexus; re,
cervico-uterine plexus; P, uterine plexus; sp, helicine arteries of the
body of the uterus; h, helicine arteries of the hilum of the ovary. Mus-
cular structures: vp, insertion of the muscular bundles of the ina into
the pubis; vs, bundles of fibres of the same muscular layer from the
region of the sacro-iliac symphysis ; Us, bundles of uterine musecular fibres
accompanying the preceding, and constituting in great part the posterior
fold of the broad ]{igaments; UR, retro-uterine ligaments; 11, inguinal
or pubic round ligaments spreading over the whole anterior surface of the
uterus ; Lo, ligament of the ovary; 1s, superior or lumbar round liga-
ment which accompanies and envelopes the ovarian vessels ; a, bundles of
musenlar fibres from the ligament of the evary ro, spreading over and
interlacing with bundles of fibres b, from the lumbar ligament 18,
within the thickness of the ovary and beyond in the fold of the Fallopian
tube before their attachment to this tube and to the fimbriated extremity ; a/,
bundles of fibres from the ovary, forming, with those coming directly from
the superior ligament, the tubo-ovarian fringe.

' See Cazeanx, Traité théorique ef pratique sur UArt des Accouchements,
p. 108, 3xd edit. Paris, 1850.
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Rouget! set out with the double fact that the superficial muscular
tunic of the hollow viscera does not always by any means mould itself
exactly on their form and dimensions, and that the muscles of organic
life at their terminal extremity are constantly in connexion with some
portion of the locomotor economy of animal life, bones, tendons,
aponeurosis and even muscles. He then studied the arrange-
ment of the superficial contractile envelope of the genital organs in
the vertebrate animals as well as in woman. He succeeded in this wa
in demonstrating that the broad ligaments are not a simple fold of
peritoneum, but an expansion of the lateral portions of the uterus, or
rather of the subjacent muscular folds, with the serous folds adhering
to them very closely, and made up of bundles of smooth fibres, which
interlace, forming a network. The central portion of the membrane
formed by the whole thickness of these folds at their point of inter-
section is nothing more than the external layer of the muscular
envelope of the uterus. On the median line of the womb down its
whole length may be seen the decussation of the muscular bundles
from one side to the other (vertical fibres), indicating the meeting and
crossing of the two lateral muscular organs (Fig. 42). In this way
the bundles derived from the pubic round ligament (i) spread out
in the form of a fan throughout the length of the uterus and interlace
with those of the opposite side. The insertions to the sacrum and
iliac region (URr, vs, Us) are found in the utero-sacral ligaments
and the posterior fold of the broad ligament. The bundles of fibres
dependent on the ovarian ligament, mesovarium (10) and central fold
arise chiefly from the posterior surface of the uterus; the fibres with
numerous and elongated nuclei, which intermingle in the stroma of
the gland and enclose the Graafian vesicles in the meshes of their net-
work, are probably only their continuation. Another portion of the
fibres of the mesovarium runs along the lower border of the ovary, and,
having reached the external extremity, helps to form the muscular
cord attaching the fimbriated extremity to this gland (a). Lastly,
some fibres are detached from the upper border of the utero-ovarian
ligament to mingle with the muscular groundwork of the fold of the
Fallopian tube, gnding in this tube and the fimbriated extremity.

The fibres which constitute the means of insertion of the superficial
muscular envelope of the uterus at the lumbar region (superior round
ligament), in place of being narrowed into a band, are spread out like
a membrane, envelope the vascular cord of the ovarian vessels, traverse
it, rise with it to the lumbar region, and are gradually lost in the
fascia propria, by means of which they are fixed to the posterior wall
of the trunk. At their termination some of these fibres radiate into
the posterior fold of the broad ligament towards the uterus, others,
raising the peritonenm in the form of a fold, are deflected outwards on
a level with the ovary, and are attached to the fimbriated extremity
(), whilst the greater number, accompanying the vessels to the hilum

1\ Recherches sur les organes érectiles de la femme, et sur Uappareil musculaire
fubo-ovarien, see Journal de physiologie of DBrown-Séquard, t. i, p. 263, Paris,
1859.
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of the ovary, seem partly to penetrate into the parenchyma of this
gland, partly to cross its erectile bulb, and, continuing their course
into the fold of the Fallopian tube, are lost in the contractile envelope
of the latter, intermingling with those which arise from the ovarian
ligament. 4 _

The discovery of this superficial muscular layer explains the
mechanism of the application of the oviduct to the ovary at the moment
of dehiscence, an important phenomenon the cause of which was un-
known. The direction of the two kinds of muscular fibres which,
arising from the lumbar region and the uterus, embrace the whole
length of the Fallopian tube and fimbriated extremity (ro, 1s,a &, a’ ),
perfectly explains the movements executed by these organs when in-
clining backwards and inwards, the possibility of the flexion of the
tube on itself, and the application of the fimbriated end to the surface
of the ovary (Fig. 42). The mechanism, in fact, is exactly similar to’
that by which the opening of a bag purse is closed, the edges of which
pucker up when drawn together by traction upen the strings which
pass through rings attached at intervals round the mouth of the bag
(fig. 43). The movements of the fimbriw, which, so to speak, sweep
the surface of the ovary, and the peristaltic contractions of the Fallopian
tube, receive the ovum and carry it to the uterus (Fig. 44).

The movements of the uterus are also due to the morbid or spas-
modic contractions of this superficial layer of muscular fibres. Patients
are aware of this by the sensations they sometimes experience. These

Fic. 43.—Muscular tubo-ovarian arrangement in the rabbit (after RanEeb}.
The museular membranes of the ovary & and of the Fallopian tube ©
form a double fold, the borders of which, bronght together by museular
contraction, enclose the ovary and fimbrim which are thus brought
into close contact; s, upper round ligament, the muscular fibres of which
descend from the lumbar region towards the ovary and the fimbriated
extremity ; o, ovary; U, uterus.

sensations are not to be confounded with the spasmodic action propa-

ated to other organs which produces such varions effects, e.g. the
globus hystericus. They are so marked that we must admit their
reality and attribute them to the partial or total eontraction of the
superficial muscular envelope. When I add that this contraetion is
itself the starting point of the erection of the ovary and uterus, that
these movements and this erection are probably directly connected
with ovulation, menstruation and venereaFargasm, it will be at once
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understood what importance is to be attached to them in appreciating
the various impressions experienced by women and the subjective
phenomena of uterine diseases.

Fia. 44.—Ovary and fimbriated extremity of Fallopian tube in a woman who died
during menstruation (after Farve, ad. nat.). 1, broad ligament ; o, ovary ;
r 1, old corpora lutea, traces of Graafian vesicles previously ruptured and
cicatrised ; f, broad portion of the Fallopian tube ; ¢, imbmated extremity
applied to the ovary.

The tissue proper of the uterus is erectile as well as contractile.
It is to Rouget' that we owe the demonstration of this fact also.
According to this observer, every erectile organ is nothing more than
a muscular organ in which the blood brought by the arteries may be
temporarily retained in the capillaries or in the veins transformed into
cavernous sinuses and retiform plexuses; the immediate canse, there-
fore, of erection i1s to be found in the contraction of the musecular
fibres, the primary element of all erectile orgasm. He also observed
in the branches of the tubo-ovarian arteries an arrangement exactly
similar to that which he had remarked in the helicine arteries of the
corpus cavernosum. He discovered that the uterns and ovary each

ossess a true corpus spongiosum (Fig. 42), and that they may be the
seat of phenomena analogous to those of erection. In faet, he de-
monstrated that, besides the intrinsic muscles of the uterns which
may participate in the production of these phenomena, the fibres of the
tubo-ovarian muscular membranes have such intimate relationship with
the corpora spongiosa of the uterus and ovary, and especially with their
efferent vessels, that at the moment of contraction the meshes of the
network through which the veins make their way being drawn tighter
in every direction, the latter are necessarily compressed and the
passage of blood more or less completely obstructed. The erectility
of these organs and the part that it plays in ovulation, menstruation
and copulation, can be proved by producing an artificial erection in these
organs on the dead body. Normally, the uterus and ovaries after

! Recherches sur le type des organes génitaux et de lewrs appareils muscu-
Iaires. Inaugural thesis. Paris, 1855.
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death, if unimpregnated, sink into the pelvie cavity, and even when
freed from the mass of intestines weighing on them, the nterus, unless
supported by the bladder and rectum, yields to every movement com-

Fig. 45.—General view of the vasenlar formations of the internal genital
organs. PV, semi-cirenlar enlargement of the vaginal plexus ; Pe, cervico-
uterine plexus; sp, helicine arteries of the body of the uterus; h, helicine
arteries of the hilum of the ovary.

municated to it, bending and falling when no longer held up. In such
circumstances, if, after%mving placed the pelvis in hot water, we inject
the ovarian veins till the corpora spongiosa of the ovary and uterus
are filled, we shall see the body of the uterus (as soon as it is distended
by the injection) plainly straightening itself in the axis of the neck and
rising in the pelvic cavity, executing a movement, that is to say, quite
analogous to that of the pendent portion of the penis when it
straightens itself into the axis of the portion fixed to the pubis and
rises towards the abdomen. This change of position is accompanied
by a marked change of size and form ; the uterus becomes more convex
in front, but especially behind; its borders, previously attenuated
become round; and the walls of the uterine cavity separate sensibly
at the same time, as Gunther and Kobelt have shown in the case of
the walls of the urethra,

Analogous, although less marked phenomena oceur simultaneously
in the ovary, whilst the Fallopian t.lll:{]ﬁ undergoes no change of any
kind.

As for the vagina, there seems to be no portion which ean properly
be said to be erectile, unless it be the plexus of broad veins which
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runs along its lateral borders, and the sometimes circular plexus which
surrounds the first portion only of this canal.

Doubtless, as Rouget remarks, sexnal excitement in women is fre-
quently limited to the erectile structures of the bulbs and elitoris ;
but when it is complete—when venereal erethism reaches its summum
of intensity—it must exceed these limits and extend to the essential
organs of the genital function, in which is then developed the special
voluptuous sensation which announces the accomplishment of the
sexual act which the organs of copulation have only prepared.

TeE VAGINA AND VULVA

The vagina is a membranous canal extending from the neck of the
uterus, which it embraces, to the vulva, from which it is separated by
the hymen and vulval ring. Tt is in great part situated ir the pelvie
cavity, the carve of which it follows pretty closely, having an oblique
direction from above downwards and from behind forwards which
crosses the axis of the perineal strait, so that its lower extremity is in
a plane anterior to the axis of this strait. It forms, therefore, with
the uterus which is placed almost in the direction of the axis of the
superior strait, an angle with an anterior sinus corresponding to the
bladder and a posterior convexity in relation with the rectum. The aper-
ture of the angle varies according to the vacuity or fulness of the bladder.
Its length is from 10 to 12 centimetres, measuring it from the vulval
ring; the anterior wall, according to Sappey, is only 75 milli-
metres, whilst the posterior is 95 millimetres ; its width varies aceord-
ing to the individual, the age, virginity, pregnancy, &e. It varies also
at different points, being narrow at the vulval orifice and increasing
gradually from below upwards or from before backwards as far as the
neck of the uterus. The dilated portion which surrounds the cervix
is called the cul-de-sac or sinus, and is divided into anterior, posterior
and lateral ; the posterior is the deepest, and often conceals morbid
states of the vagina or of the corresponding cervical lip which are
both diffieult to diagnose and to cure.

When left to themselves the anterior and posterior walls are in imme-
diate contact, so that in place of being cylindrical the vagina, in a state
of repose, is really flattened. The anterior surface is in relation with
the urethra, and at the base of the bladder with the ureters (Figs. 16,
17, 18); its posterior surface with the perineum, rectum, and with the
peritoneum to an extent of from 10 to 15 millimetres (recto-vaginal
cul-de-sae) ; its borders with the levator ani museles (which may com-
bine their action with that of the constrictor), with the perineal or
upper pelvic aponeurosis, with abundant adipose cellular tissue, and
with the inferior portion of the broad ligaments. Above, the vagina
adheres to the neck throughont the extent of the central third of the
latter, leaving the posterior lip more exposed than the anterior and
the posterior sinus broader than the anterior. Below it terminates in
the vulval ring, the elastic tissue of which, with the constrictor and the

A
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bulb, together constitute the narrowest part of the vagina and
t a greater obstacle to the introduction of the penis than the
ymen, may offer so much resistance during delivery as to require
incision, and become the seat of a spasmodic contraction, with or
without fissure, similar to that of the anus. To this vulval ring is
attached the hymen, apparently formed by the apposition of the vaginal
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Fic. 46. Fis. 47.

Fi1e. 46.—Horizontal section of soft parts on a level with the inferior strait of
the vagina, showing its walls in contact. Va, vagina; Ua, urethra;
R, rectum and levator ani (after Cruveilhier).

Fic. 47.—B, anterior vaginal wall, the posterior having been removed; Ou,
meatus ; above, anterior column formed by two en?a.rgementa diverging
towards the base ; Oue, os externum ; ¥, section of the utero-vaginal cul-de-
Balg,

mucous membrane (intermediary formation) to the wvulval mucous
membrane (external formation), and which, like all orifices placed on
the borders of two different embryogenic fields, may be imperforate.
Asarule, the hymen has an annular or semi-lunar form ;! it is destroyed
by coitus, leaving no other trace than the carunculie myrtiformes.’

! Roze, De I'hymen. Inaungural thesis. Strasbourg, 1865. We shall consider
these various anomalies afterwards.

? Puech has seen the singular case of a lady who never had a hymen, and -
who after delivery had four earuneule myrtiformes.
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The internal surface of the vagina is remarkable for the transverse
ridges of its mucous membrane known as rugm, which reach their
greatest height in the middle portion, where they form on each wall a
median projection bearing the name of the column, extending from
top to bottom, more prominent on the anterior than on the posterior
wall and more marked near the vulval orifice, where it is sometimes
double (Fig. 47), than near the uterine insertion, where it almost dis-
appears. These columns and ruge, probably traces of the double
vagina, give rise to grooves which become reservoirs for virulent
matter and seats of syphilitic or blennorrhagic contagion.

The average thickness of the vaginal walls is from 3 to 4
millimetres. The external coat is fibro-cellular and thin; the middle
one is muscular and thick, formed of a superficial layer of longitudinal
fibres inserted below into the ischio-pubic rami, above into the
utero-sacral ligaments and into the uterus itself, and covers a
deep layer of fibres intercrossing obliquely or circularly. The inner
coat or mucous membrane, also thick, varying in colour a{:cur{lmg to
age and reflecled above on to the vaginal portion of the cervix, is
furnished with a great number of paplllm and covered with pavement
epithelium, which stops abruptly at the os exfernuwm and is renewed
throughout the whole extent of the mucous membrane with surprising
activity in certain pathological conditions accompanied by lencorrheea.

It is remarkable that the vagina not only is susceptible of great expan-
sion and is dilated during pregnancy and delivery, but that it positively
hypertrophies during pregnancy, its tissues sharing with those of the
uterus, though to a smaller extent, the property of alternate hypertrophy
and atrophy, in order to meet the exigencies of their special functions.

The vagina seems to me to be without secreting organs properly so
called. After having passed the vulval ring or circular insertion of the
hymen, which is the limit of the richly glandular apparatus of the vulva,
we must reach the vaginal surface of the cervix before encountering
new secreting organs. The fluid which exudes from the vaginal mucous
membrane, carrying with it epithelial 4ééris, is always acid. It not only
has a strong acid smell, but it powerfully reddens litmus paper.

The vulva is limited externally by the ladia majora, the cutaneous
surface of which is covered with hairs implanted obliquely and the
mucous surface of which presents the orifices of numerous follicles, as
well as several rows of sebaceous glands.! Below the skin and super-
ficial fascia is to be found a sac, which is serous, according to Broca,?
and fatty according to Alph. Guérin,? belonging to the mons veneris as

! According to C. A. Martin and Léger (drchives générales de Médecine, 1862)
the secreting apparatus of the external genital organs in woman 15 cnnﬂt!tntcd
solely (with “the exception of the vulvo-vaginal glands) of sebaceons racemose
elands and some sudoriparous glands which are unl-, found on the external or
cutaneous surface of the labia. The muciparous follicles of the vestibule of
the meatus and of the urethra are only mucous erypts.

2 Bulletin de la Société anafomigue, Mars, 1851. Morpain, Etudes anatfo-
migies et pathologiques des grandes lovres. Thise de FParis, 1852, No. 278.
He has adopted the ideas of Broca.

3 Maladies des organes génitawe exlernes de la femme, p. 243.  Paris, 18064,
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much as to the Zabia majora, extending from the external inguinal ring
to the level of the descending ramus of the pubis, separated above

Fis. 49.

Fio. 48,—Transverse and vertical section of the nymphm,—sebaceous glands

(after Cruveilhier). X
Fic. 49.—General view of the sebaceous glands of the vulva, under surface

natural size (Martin and Léger). : IR .
Fio. 50.—Sebaceous glands of the labia majora opening into a hair-sac, 20
diameters (Martin and Léger).

from that of the opposite side by a median sac, really serous, which
prevents friction of the skin on the pubis, and not passing beyond the
anterior half of the labium majus.

'The labia majora in uniting form the anterior commissure, below
which is the clitoris. Behind and below they are flattened before
uniting to form a posterior commissure, called the fourekette. Between
the anterior commissure, and especially between the clitoris and the
orifice of the vagina, is the vesfibule. Between the posterior commis-
sure and orifice of the vagina is the fossa navicularis. The nymphe,
situated within the labia which they occasionally exceed in ther
middle portion, are forked before an({ above, 7. e. below the anterior
commissure, so as to form a kind of hood or foreskin for the clitoris.
They enclose a great number of sebaceous glands at this point. They
may be so hypertrophied as to exceed the labia majora to a certain
extent and become very troublesome under some circumstances, e. g.
in riding. Both surfaces are covered with mucous membrane, the
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internal having an innumerable quantity of little glands, generally
arranged in three or four concentric rows.

The meatus urinarius is situated 11 centimetires behind and below
the clitoris; in virgins, as a rule, it is a mere slit, but in lascivious
women it is open, owing to the erectile turgescence all round the
orifice. Sometimes it is half closed by a kind of inferior median ridge
continuous with a prominent énferior fuberele, occasionally double (Fig.
47), the termination of the anterior column of the vagina and serving
as a guide in catheterism. The meatus is generally on a line with the
vestibule when it is easily discovered. According to Alph. Guérin,
however, in women who have had precocious intercourse the vulva is
pushed backwards and the meatus concealed under the symphysis of
the pubis., Sometimes the vaginal orifice is gradually dilated without
any laceration of the hymen taking place. Generally, however, only
traces of this membrane are found after the first coitus. These vestiges
are known by the name of caruncule myrtiformes; they vary in
namber, size, and form, according to the individual conditions and
the amount of violence used. There are generally four or five, most
frequently one inferior and always two lateral, at the base of which the
orifices of Cowper’s glands are seen. The secreting organs of the vulva
are the sebaceous and piliferous follicles and the muciparous glands.
The sebaceous and piliferous follicles are excessively numerous, and are
only observed on the mons, on the labia majora and minora, and in
the genito-crural folds. The follicles of the nympha are simply seba-
ceous. The muciparous glands are grouped within the nymphze, nearer
the entrance of the vagina. Some, already described by several
authors, notably by Régnier de Graaf! and more recently by Robert,?
have been called by Huguier® isolated muciparous jfollicles. The
others form a true gland, designated by this author as the vaginal
Jollicular body or vulvo-vaginal gland. The isolated muciparous folli-
cles are collected especially at three or four points round the vaginal
orifice ; at the vestibule, between the clitoris and the urethra (vestibular
Jollicles) ; circularly round the meatus, on the surface of the central
tnbercle which limits this opening below (urethral follicles); at some
distance from the meatus and on its sides (uwrethro-lateral follicles)
lastly, sometimes on the lateral portions of the vaginal entrance, imme-
diately below the hymen or upper ecaruncule myrtiformes (lateral
Jollicles of the vaginal entrance) (Fig. 51).

The vulvo-vaginal glands described by Duverney, Bartholin, Garen-
geot, Morgagni, Cowper, and lately by Tiedmann* and Huguier® are

! Traité des parties des femmmes qui servent a la génération, p. 120, in
I'Histoire anatomique des parties génatales de Uhomme et de la femme. Dile,
1649.

2 De Vinflammation des follicules muquens de la vulve. Aveh. gén. de méd.,
August, 1541.

3" Mémoire sur les maladies des appareils séeréfeurs des organes génifauz
externes de la femme (Mémoires de U Académie de médecine, t. xv, p. 527, et seq.).

4 Von den Duverney schen, Bartholin'schen oder Cowper'schen Driisen des
Weibes. Heidelberg, 1840, See also Knox, Lond. Med. Gaz., vol. xxiii.

* Op. cit.  Paris, 1841.
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conglomerate or racemose glands, situated right and left of the entrance
of the vagina, small before puberty, greatly developed in voluptuous

Fig. 51. Fia. 52.

Fic. 51.—Muciparous follicles of the vulva. a, vestibular follicles ; b, lateral
urethral follicles; e, central urethral follicles; d, lateral follicles of the
entrance of the vagina; e, orifice of the excretory duct of the vulvo-
vaginal gland.

F16. 52.—Vulvo.vaginal gland and its excretory duct (after Hugnier). a a,
section of the labium and nympha; b, the gland ; e, its excretory duct;
e, its orifice in the wvulvo-caruncular sinus, a director is introduced; f,
bulb of the vagina; g, ischio-pubic ramus.

women, surrounded immediately by a fibro-vascular envelope in relation
with the transverse artery of the perinenm, placed between the vagina
and its bulb (to which they lie close) on the inner side, the ischio-
pubic ramus, which is 1 centimetre to the outside, the central apo-
neurosis of the perineum situated behind and above, and the super-
ficial aponeurosis in front and below. They are bounded on all sides
by resistant layers, so that pus formed internally can hardly escape
into either the rectum or the vagina nor run together as in abscesses
of the labia. 'The excretory duct, 2 centimetres long, opens at the
union of the lower fourth with the upper three-fourths of the vaginal
orifice, beyond the hymen or lateral caruncule myrtiformes, at the base
of the groove which separates the external surface of these caruncule
from the internal surface of the nymphe, where it may often be
recognised by a red border. Ixcitation of the clitoris, the corpora
cavernosa and the bulb of the vagina greatly increases the secretion
of the vulvo-vaginal glands.

The mucus secreted by the follicles and the vulval glands is acid,
that which is secreted by the vestibular and peri-urethral follicles has

&
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always seemed fo me more acid than that which is secreled by the
vulvo-vaginal gland.

DeveLopMENT—CoMPARISON oF THE GENITAL EcoNomy 1N THE
TWO SEXES

Development® takes place from different embryonie points, which are
more or less independent of each other in their evolution. The external
generative organs (the vulva and its dependencies) are developed from
the external layer of the blastoderm ; the internal generative organs
arise from fthe middle blastodermic layer. Hence anomalies may be
produced in one of these formations to the exclusion of the other.
There is even a point of central formation, which is neither the external
layer nor the intermediate blastema, but the septum established in the
primitive cloaca formed by the rectal euf-de-sac and the bladder which
has been previously derived from the latter under the form of the
hollow pedicle of the allantois; the vagina is developed at this point,
which explains a relative independence ‘between the anomalies of this
portion of the generative system and those of other parts. In short,
each of these portions, especially the internal one, presents in its turn
several centres of formation, equally endowed with a relative inde-
pendence each of the other, and capable of undergoing, each by itself,
arrests in development, alterations in type or differences of direction,
which multiply the number of anomalies and which may carry dis-
similarities in the development of different parts of the same economy
as far as that difference of sexual character which constitutes herma-
phrodism.

A few words will suffice to explain this. At the beginning the
development of the internal generative organs takes place around the
Wolffian bodies.? These bodies atrophy towards the end of the second
month, leaving probably, as traces in the adult, those vestiges of
organs 1n connection with the testicles or ovaries known by the names
of vas aberrans in the male and the organ of Rosenmiiller in the
female. Whilst the Wolffian bodies atrophy, new organs are developed
in the same region. These are the kidneys, the ovaries or the testicles,
the oviducts or the spermatic duets, &e.

I. Along the inner border of the Wolffian body there is a fusiform
enlargement which, increasing gradually in size and diminishing in
length, forms the first rudiment of the testicle or ovary. Along its
external border, parallel and attached to its excretory duct, but quite

! See Kiissmaul's work, Von dem Mangel, Verkiimmerung und Verdoppelung
der Gebiarmutter, Wurtzburg, 1839 ; as well as the work of M. Lefort, ﬁas vices
de conformation de Uutérus et du vagin, &e., Paris, 1863, and that of Guyon,
Des vices de conformalion de Uwrithre chez Uhomine, Paris, 1863 ; see also
Albers, Die weibliche Cloakbildung in Monatsschrift fitv Geburtsk, und Frauwein-
Erankheiten, Berlin, 1860, Bd. xvi, 4¢ Heft; and Kelliker, Enfwickelungsge-
schichte der Menschen und der hoheren Thiere. Leipsig, 1861,
? Follin, Recherches sur les corps de Wolff. Paris, 1850.
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independent of the tubes, there is a second organ, at first a simple
solid cord, later hollowed into a canal, known by the name of Miiller’s
duct. The excretory canal of the Wolffian body and Miiller’s duct

Fia. &3. Y. 54

F1a. 53.—Wolffian body (after Coste). ¢ v, Wolffian body ; s, excretory canal
of Wolffian body ; o, future ovary or testicle; ¢ future oviduct or sperm-
duct called Miiller’s duet ; m, future uterns; the figure placed alongside
shows the glandular structure of these organs,

Fig. 54.—Wolflian body and internal uro-genital system of the human
embryo after the fortieth day (after Coste). ev, Woltlian body ; o, ovary
or testicle ; s, excretory canal of Wolfian body ; £, sperm-duct or oviduct,
Miiller's duct; s, future uterus; ¢, suprarenal capsule; r, kidney; =
ureter ; v, bladder; gi, large intestine, rectum.

both run into the cloaca. Now, according to Rathke and Kobelt,
whilst the sperm-duct is developed from the [-x{_r{turf canal of the
Wolffian body, the oviduct proceeds from Miiller’s duct.

In the first ]wrmd of intra-uterine life there is a time when distinec-
tion of sex is impossible. This confusion is owing to similarity of
form, which soon disappears in the internal as well as in the external
organs.

[f Miiller’s duct atrophies, Wolff’s excretory ducl forms a sperm-
duct, and is united, by means of tubes afterwards transformed into the
epididymis, with the germinative organ which becomes the male
cenerative organ or testicle. If Miiller’s duet is developed it forms
an oviduet, develops at its extremity a Fallopian tube, and remains
distinet from the germinative organ, i. e. from the ovary. As for the
germinative organ, it is united to the sperm-duct by efferent vessels
(epicdhdymis), or it remains isolated from Miller’s duoct, with the
exception of the interposition of a certain number of atrophied
Wolflian duets (organ of Rosenmiiller), according as it is testicle or
OVuary.
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Thus, the Wolflian body never entirely disappears either in the
male or female; its elements atrophy. In the male the remains of its
tubes, besides the part which they have taken in the formation of the
epididymis, frequently become small epididymous cysts, and form pro-
bably the corpus inwominatum of Giraldés,! the vasa aberrantia of

Fig. 55.—Figure showing the organ of Rosenmiiller. Sulgrior right angle of

the uterus (Ut) and portion of the broad ligament (Ll) with oviduet and
ovary, seen from behind ; Od, isthmus of the oviduct ; Od’, largest portion
of this canal ; J, fimbriated extremity ; Oa, abdominal orifice of Fallopian
tube ; Fo, fimbriz; O, ovary turned downwards; Lo, ovarian ligament ;
i0, infundibulo-ovarian ligament ; ip, infundibulo-pelvic ligament divided
at its pelvie insertion; ﬁ: parovarium or organ of Rosenmiiller, exposed
to view by the ablation of a portion of the posterior fold of the broad
ligament ; *, vascular branch which follows the border of the ovary.

Haller. 1In the female the Wolffian body becomes the organ of
Rosenmiiller, its central tubes end in the hilum of the ovary, the
outer ones disappear or atrophy and remain the analogues of the
vase aberrantia ; the excretory duct of the Wolffian body disappears
by atrophy, and is found in this state, in the cow for example, on
each side of the uterus as far as the vagina, where it terminates under
the name of Geertner’s canal. ALK

Therefore, according to the form of development affected by Miiller’s
ducts or the Wolffian ducts, an oviduet or sperm-duct is preduced, and
concurrently with it an ovary or testicle. 1. One of these forms of
development may appear on one side, whilst another is produced on
the opposite side, the result of which would be a lateral hermaphrodism.
2. The two forms of development may appear incompletely and simul-
taneously on the same side (but much less frequently so, especially

| Recherches anatomiques sur le corps innominé, Journal de Brown-Séquard,
t. iv, p. L.
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as regards the germinative organ), so that on this side there may
be produced a testicle and an oviduct or an ovary and a sperm-
duct, and even a testicle and an ovary superimposed, a phenomenon
to which has been given the name of double or vertical hermaphro-
dism ; only we must remember that it is easy to be led into error in
this case by the persistence of the Wolffian duct or of Gewmrtner’s
canal. 3. Lastly, one of these forms of development may take place
in all the deep organs, which will be, for example, all male, whilst
the opposite development is effected in the superficial organs which
are female, the result of which would be transverse hermaphrodism.
As regards this transverse hermaphrodism, the independence of the
development of the external and internal generative organs, which
are produced in two fields of formation quite different from each
other, shows that it may occur comparatively frequently.!

Now, in order to understand how Miiller’s ducts when transformed -
into oviducts, are developed into Fallopian tubes and uterus, and how
the continuity of these organs is established with the vagina and
external generative system, we must remember that development
proceeds simultaneously on the intermediate blastema and on the
internal and external layers of the blastoderm.

On the internal layer this development takes place early. The allan-
tois produced by budding from the anterior surface of the rectal cul-
de-sac continues attached to the rectum by its pedicle. This pedicle
is hollowed out into a canal (urachus), which widens at its point of
origin in the rectum into a reservoir (the bladder); so that at this
period the bladder and rectum form a true cloaca in which the
genito-urinary canals terminate, similar to that on the exterior which
precedes the formation of the anus and urogenital orifice. In pro-
portion as the uterus is formed by the apposition of Miiller’s ducts the
cloaca is divided, allowing the formation of the vagina either in the
blastema interposed by this division between the bladder and the rectum,
as is supposed by Rathke who thinks the lower part of the uterus is
developed in the same way or by the prolongation of Miiller’s two
ducts, which themselves form a double vagina below a double uterus.

I think the most probable hypothesis to be that which limits to
the uterine cervix the formations depending on Miiller’s duets, and
which supposes the vagina to be developed from the tissue the inter-
position of which between the rectum and the bladder has previously
effected the separation of these two reservoirs, or in its lateral borders.
I will give my reasons presently. .

However that may be, we can in any case say with certainty that
Miiller’s ducts, during the development of their lower portion whilst
approaching each other and in proportion as they descend, pass
through three periods characterised by—1, complete separation and
division ; 2, reunion in the median line; 3, complete fusion. :

Running along the external border of the excretory canal of the
Wolflian body, Miiller’s duct changes its direction lower down and
'tl “HI:!ETI“I Saint-Hilaire, Traité de tératologie. Paris, 1836; L. Lefort, op.
eit., p. 1/
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describes a half circle round this canal, coming in front and to the
inner side of it to meet its fellow of the opposite side to which it
becomes attached and united in the median line,

J. F. Meckel observed, in embryos of from eight to nine weeks,
absolute equality in calibre and the absence of any line of demarca-

F1g. 56.—Development of the imternal genito-urinary organs in a human
embryo older than the preceding (after Coste). e, suprarenal capsules ;
r, kidneys ; o, ovaries ; u, ureters ; f, Fallopian tubes ; m, uterus ; I v, round
lizament ; v, bladder.

tion between the rudimentary oviduet, uterus, and vagina. According
to Kiissmaul, however, at about three months the womb can easily be
distinguished from the vagina by a somewhat greater thickness and
consistency ; the very fine oviducts begin to become flexuous, and are
about a third longer than the corresponding uterine cornu. The sepa-
ration between the oviduct proper and the uterine cornu is nﬁarklﬂl:ll by
the insertion of a fibro-museular cord, afterwards to be known as the
round ligament. Meckel justly compares this organ to the suspensory
ligament of the testicle (gubernaculum festis of Hunter). Wrisberg
designates it the cremaster of the womb, and Rathke confirms the
analogy by the study of its development in the embryo,

Between the testicle or ovary on one side and the pubis on the
other extends on each side a kind of ligament, destined to become
more or less muscular, having connections with the inguinal canal,
the scrotum or labium. The presence of this organ determines, in the
scrotum or labium, the peritoneal prolongation known as the funica
vaginalis in man, canal of Nuck in woman, the obliteration of
which takes place after birth, partially in the one, completely in the
other. Its ulterior changes bear a relation to the displacements of the
testicle and ovary. The testicle, descending into the scrotum, pushes
before it the gubernaculum which covers it and which is transformed
principally into the cremaster; the ovary, descending only into the
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pelvic cavity, preserves its relations with this organ which, adhering
to the oviduct at its point of intersection with this canal and there
modifying the direction or the number of its contractile fibres, becomes
the uterine ligament of the ovary in its upper portion and the round
ligament of the uterns in its lower portion. The portion of the ovi-
duct placed above it forms the Fallopian tube, that below it the womb.
The two uteri are recognisable for a lung time after their union by the
projection of the cornua of which the Fallopian tubes are a continuna-
tion. Gradually the fundus rises slightly between these two cornua
but for a long time without the organ losing the traces of its primi-
tive duplicity. The womb at the same time becomes more volumi-
nous, more cylindrical, and the body may be distinguished by the
enlargement of the upper part. This portion, however, remains in a
state of comparative inferiority ; for, owing to the length of the neck, it
does not reach the third of the total length of the organ in a feetus at
term.

To sum up: two cords at first solid (Miller’s ducts), separated
above by the width of the vertebral column and of the Wolffian body,
are united below back to back. The part sitnated above the point of
union and Hunter’s ligament will form the Fallopian tube, the part
below will constitute the uterus. Iach of these cordsis hollowed into
a distinet cavity, then the partition separating the two disappears from
above downwards, and the uterine canal, at first double, becomes finally
single.

Ig[. Between the internal generative economy, the development of
which we know, and the external generative economy, the formation
of which we shall presently study, there is an organ. of transmission,
the vagina, intermediate in function as in position. The notions
which we have as to its evolution are somewhat hypothetical, for they
are deduced partly from direct observation by embryology, partly from
indirect observation by teratology. We have seen that, within the
external fold of the blastoderm while still imperforate, there is a true
cloaca or cavity common to several hollow organs. This cloaca is
the termination at first of the rectum behind, then of the bladder (dila-
tation of the hollow pedicle of the allantois) before, and finally of the
excretory canals of the Wolffian bodies, of Miiller’s ducts and of the
ureters laterally. The communication between the rectum and bladder
is limited above by a band or elevation, indistinet at first, but which,
becoming more and more marked, descends from above downwards
under the form of a flattened membrane, and gradually separates the
intestinal cavity completely from the reservoir of the urine.

It is in the central blastema forming the division between these
two reservoirs that the vagina is soon afterwards developed ; it has
not been determined whether it is developed from above downwards
or from below upwards, but it is certainly produced from two lateral
canals, communicating above with the uterine necks (the probable ter-
mination of Miiller’s duets) and below with the vulva where may be
found a double hymeneal orifice, and destined, like several other pairs of
organs, to unite together, the absorption of the partition reducing them




ANATOMY, PHYSIOLOGY AND TERATOLOGY 61

to a single canal extending from the uterine orifice (which has also
become single) to the wvulval ring developed in the midst of the
cutaneous formations.

Now, if the membranous band destined to separate the rectum from
the bladder is not formed, an abnormal communication! (cloaca) will
persist between the two organs. If formed incompletely and hollowed
into a vagina, a double communication will remain, giving rise to a
double congenital fistula (vagino-vesical and vagino-rectal). If the
vesico-rectal septum is formed but not hollowed out, there will be no
vagina ; if hollowed out imperfectly, there will be a partial vagina; the
superior or inferior portion may be in turn alone developed, or two
Earts may exist simultaneously, the one superior, the other inferior,

etween which there may be at a variable height, a transverse partition,
thick or thin, imperforate or perforate. Lastly, if the primitive double
vagina is developed normally in the vesico-rectal septum, but if
the development is arrested there, a double vagina will persist, co-
existing or not with a similar arrest of development in the uterns. If
the two canals are united incompletely the malformation will be limited
to a partial longitudinal partition between the right and left portions
of the vagina; if the union is complete, but if the cavity has not
enlarged to its normal extent, there will be a congenital narrowness.

111. The external generative economy does not begin to be developed
till after the first formations of the internal generative organs, particu-
larly the Wolffian bodies. In an embryo of thirty-five days an accumu-
lation of blastema may be seen on the external tegument near the
caudal extremity. The result is a simple oval, central eminence, from
which afterwards a secondary formation of buds is seen to arise,
destined to form a series of appendages. This eminence is soon
hollowed out in the centre by a longitudinal depression which, by
corrosion of the tegumentary fold, soon becomes an external linear
orifice, getting deeper and deeper and terminating (when evolution
progresses regularly) by communicating with the cloaca of which we
have spoken and afterwards with the vesical, vaginal and reectal cavities
which finally become distinct and independent. Later on two rounded
eminences are developed from each side and towards the upper part
of this slit, destined to form the corpore cavernosa of the penis in
the male, the clitoris and nymphz in the female. They are united
at first by their upper or dorsal surface, leaving a lower half-groove
between the opposed surfaces. This half-groove ai]ersists in the forma-
tion of the female economy; in that of the male it is closed below
by a kind of raphe, which converts the primitive half-canal into a com-
Flete one, the urethra. The malformation known as Aypospadias results
rom the arrest of development in this line of union.

Below these eminences two others are developed, which in the male
form the serotum, in the female the labia. Lastly, a transverse parti-
tion is developed lower down, which ultimately becomes the perinenm
separating the anus from the vulva.

I Puech has written a good paper on the uro-genital cloaca. Montpellier
Medical, Jan. and Feb., 1868,
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It is by the disappearance of the tissue situated between the rectal
cul-de-sac, the vagina, and the bladder on one side, and the external
integument on the other, that the three cavities—intestinal, genital

Fra. 57. --Tlm'n]npmunt of the anus and external genital organs in a human
embryo of thirty-five days (after Coste). i, intestine, on the sides of
which two white masses arve seen (Wolffian bodies) ; below is the section of
the wrachus and umbilieal arteries and veins; lower still, the cutaneous
fold slightly turned back over the ano-genital orifice. The latter consists
in a simple slit in the centre of an ovular eminence. 1, inferior mem-
brane ; g, caudal prolongation.

and urinary—open externally. If this development does not proceed
regularly and completely on a level with the anal depression, the rectal
cul-de-sac will not open, and there will be an imperforate rectum.
When an analogous phenomenon occurs in the vaginal portion, there
will be a more or less extensive obliteration of that part of the vagina
which joins the vulval ring or simple imperforation of the hymen.

Comparison of the generalive organs in the fwo seres.—The reader
would wish me, T think, to follow up the description of the develop-
ment of the uterus and its appendages by some observations on the
independence of the different zones in which the genital economy is
developed, and on the analogies between the different parts of this
economy in the male and female. These considerations may not only
throw some light on the diagnosis of sexual anomalies in general, and
help in determining particular cases, but they may also lead to more
frequent and immediate applications to the various morbid states of the
genital organs than one would at first be apt to think.

The direct observation of the development of the embryo shows that
the genital economy may be divided into three zones, which must be
considered as three distinet seats of organic evolution, each developed
independently of the others, and tending to produce one system
destined for the accomplishment of a single function. OFf these three
zones the two outer are principal, the middle or intermediate one is
secondary. The former are the internal and external genital organs,
the latter is the means of union between the two.

The middle zone is simple: the vagina is developed between the
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vulval ring belonging to the external zone and the neck of the uterus
belonging to the internal zone, almost in the same way that the ceso-
phagus is developed between the cul-de-sac of the stomach pierced by
the cardiac orifice and the cephalic enl-de-sac developed into the buccal

F1a. 58. Fig. 59.

Fiz. 58.—Development of the anus and external genital organs in a human
embryo of from thirty-five to forty days (after Coste). o, urachus and
pedicle of the umbilical vesicle, the umbilical vessels of each side; e,
cutaneous fold of the umbilical cord wide open; 4, intestine ; g, central
projection produced by the development of the genital economy. If this
projection 1s seen in front, as in the annexed figure, two lateral eminences
will be observed above, the origin of the future corpora cavernosa ; below,
two smaller eminences, the origin of the future serotum or labia. On the
median line above, & slit between the points of origin of the corpus caver-
nosum ; lower down, an opening, the urco-genital orifice ; lower still, a
second opening, the anus.

Fig. 59.—Development of the external genital organs in an embryo a_little
older than the preceding, the sex of which, however, cannot yet be dis-
tinguished. p, corpus cavernosum (penis or clitoris), below which Tuns a
central groove terminating in the uro-genital orifice ; b, scrotum or labia
not yet united in the median line ; @, anus.

and pharyngeal cavity, The external zone is complex, but this com-
plexity depends only on its structure, and not on the difference of the
seats of evolution, its whole development being effected at one and
the same point in the embryo. The internal zone is more complicated
still, for the character of this complication exists in the multiplicity of
the centres of formation, the ovaries being developed along the internal
border of the Wolffian bodies, whilst the Fallopian tubes and the
uterine cornua are formed along their external border, the Fallopian
tubes above, the cornua below the point where the oviduct, considered
as a whole, crosses Hunter’s ligament.

These various centres of formation are precisely the points at which
development may be arrested separately, or where a deviation of the
plastic act may be manifested. Therefore the anomaly may affect the
ovary, Iallopian tube or cornu on both sides or on one. It may
extend to several of these organs at once. The whole internal zone
may be affected or the intermediate or external one. The two former



64 INTRODUCTION

zones may even be affected to the exclusion of the third, or the latter
may alone be affected ; for the two former are situated in the blastema
between the serous and mucous folds, and the third in the serous fold
transformed into the cutaneous envelope. Now, my teratological
studies have led me to consider these primordial embryonic folds as
seats in which very frequently the action of the cause which brings
about an arrest of development is exhausted ; between these points
there seem to be limits which cannot be passed by any known terato-
logical cause.!

As for the analogies which embryology, in concert with relations,
connections, stracture, vascularisation, innervation and functions,
permits us to establish between the various portions of the genital
economy, male and female,® I shall confine myself to their enume-
ration,

In the external economy the analogy is striking between—

The scrotum : : - - . and the labia majora,

The penis . i . 3 o e i e

The bulb of the urethra . 2 . s bulb of the vagina,

The glands of the urethra . : . » those of the vulva,

Cowper's (bulbo-urethral) glands. . 4 Bartholin’s (bulbo-vulval).
In the internal economy it is easily demonstrated between—

The testicles . < - : . and the ovaries,

The eremasters . ; ; : - w»w g round ligaments,

The vasa deferentia . - : . » n Fallopian tubes,

The lower extremity of the vasa defer-

: - : ; of 1ts mucous membrane and its
entia and their vesiculsa seminales . -

{The body of the uterus, with the glands
muscular richness.

The ejaculatory ducts opening on the
verumontanum, separated by the
utriculus and surrounded by the
prostate . . .

and the cervix uteri, conical, and
surrounded by its glandular agglo-
meration.

Lastly, the intermediary organ is represented by—

Thigl-]ng:;lhmmus portion of the urethra and the vagina in woman.

This last analogy may seem strange without a little reflection. It
is, however, easily justified. The vagina, in fact, is developed in the
blastema between the rectum and bladder immediately above the
central perineal aponeurosis, by the formation, in the vesico-rectal par-
tition, of a canal which goes to meet the vulval slit on the one side

1 Miémoire sur U'absence complife du vagin, de Uuférus, des frompes et des
ovaires, &c., with remarks on the absence or arrest of development of the
varions parts of the genital economy of the female and general considerations
on teratological laws ; in the Mémoires de U Académie des sciences ef lettres de
Montpellier, t. i1, p. 321. Montpellier, 1853,

? It is curious and very interesting to pursue these researches on the analogy
between the various parts of the vascular system, the nerves, muscles, apo-
nenroses and glands, and to verify the wonderful concordance existing between
the elements which correspond in the male and female.

e
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and the cervix on the other. It is identically at the same point and
in the same way that the membranous portion of the urethra in man
1s formed, in front of the urethral erest (junction of the two sperm-
duets), behind the groove of the penis which is soon converted into a
canal by an inferior line of union extending to the bulb where is also
found a falciform fold, the boundary line between cutaneous and inter-
mediary formations, and where, when catheterism is practised on the
male, the catheter is frequently arrested before penetrating the mem-
branous portion.

A consequence which results from the latter analogy seems, at first
sight, very paradoxical, namely, that in man there is no proper urethral
canal whilst there is one in woman, In man, the cams by which the
urine flows from the bladder is nothing but the analogue of the vagino-
valval canal in woman developed in another way and put to other
uses. In man, the urinary passages properly so called terminate at the
neck of the bladder. The canal into which they open belongs, by its
origin and destination, to the genital economy. 1t is certainly, and
above all, the propulsor of the semen. 17 only lends ifself to the
excretion of the urine which passes through it from one end to the
other, traversing successively its prostatic (cervix), membranous
(vagina), and bulbo-spongiose (vestibule) portions—a new proof of the
differences of structure or of destination which nature can imprint
on organs fundamentally identical.!

The aim of such research after analogies leading to such results is
chiefly to satisfy the mind and to lead it to the philosophy of science;
it may, however, also lead to some practical applications. The physiolo-
gist does not undertake the study of organic analogies because he
desires to force a resemblance between dissimilar organs, but because it
is interesting to observe how these various parts are gradually formed
and differentiated from each other, although their embryonic identity
was such that it was impossible to predict their future eondition ; also,
because the knowledge of these analogies leads to unexpected anatomi-
cal and physiological interpretations stamped with the most living
reality ; and lastly, because exact and useful resemblances may be
deduced from a pathological point of view between organs proved to
be anatomically analogous.

ANOMALIES

The majority of permanent teratological conditions in the genital,
as in all the other organs of the economy, represent transitory embry-

! Tn 1849 I pointed out all these analogies, developing them in a paper
entitled, Des différences que présente Uorganisation du corps hwmain dans les
deua sewes, which was published in the dnnales cliniques de Montpellier, 1855,
My colleague and friend, Professor Rouget, had on his side been led to adopt
similar conclusions, especially with reference to the cervix and prostatic portion
of the urethra. See his Recherches sur le type des organes géntlaue et de leurs
appareils musculaires. Paris, 1855.

]
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onic states. Foerster,! Kiissmaul,® Léon Lefort,® and Klob* have
based the natural classifications which they have made of these mal-
formations on this idea. This scientific interest, however, is not the
only one which leads us to say a few words on the anomalies of the
genital economy of woman. The cases of vaginismus, impotence,
dysmenorrhea, and sterility, which are simply dependent on a tera-
tological condition of the genital organs, are so common that every
day in practice we have additional proof of the necessity there is for
the physician to know exactly the normal disposition of the sexual
organs, what I may call their physiological form, so as to be able to
distinguish it without difficulty from the alterations in form, size,
situation and relations which suffice to prevent the accomplishment
of their functions, and to seize easily the indications that must be
fulfilled in order to correct these anomalies and bring them back to
their normal conditions or conditions resembling their normal develop--
ment. With a little experience we can often guess at the existence
of these monstrosities by subjective signs and, if the development
of the sexual economy and the arrests of development to which
it is exposed are present to the mind, we can easily diagnose
them by the objective signs which are detected by methodical
examination.

In giving a teratological description of the various zones of the genital
economy in woman, I shall omit a multitude of facts which are only
interesting as mechanical causes of more or less serious derangements in
the accomplishment of their functions, while I shall place in the hand of
the physician a clue which will enable him easily to find his way through
the labyrinth of anomalies which suffice to produce the most serious func-
tional disorders and become the starting-point of diseases the real cause
of which was for long, and is even now, too frequently misunderstood.

L. General Anomalies of the Generative System

These anomalies may be characterised by an absence or imperfection
of formation, by an excess of development, or by a defect or deviation
of the plastic process. The first kind is equivalent to absence of sex or
nentrality in the individual, the second to real hermaphrodism by
substitution or excess, the third to an apparent hermaphrodism.

1. Neutrality.—There may be absence, rudimentary state, imper-
fection or arrest of development with persistence of the embryonie
form of all the organs constituting the three zones of the generative
system, or of all the organs of one of the three zones, or of some, or of
even one only of these organs, the consequence of which is a condition
which makes it impossible for the individual to accomplish functions
devolving on organs which do not exist, and which is equivalent to the
lgggcfmmel d’anatomie pathologique, translated by Kaula, p. 440, Strasbourg,

* Von dem Mangel, Verkiimmerung w. Verdoppelung der Gebirmutter.
Wiirtzburg, 1859,

¥ Des vices de conformation de Uubérus et duw vagin, p. 23 and following.
Paris, 1863.

* Pathologische Anatomie der weiblichen Sexualorganen. Vienna, 1864.
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absolute privation of sex, assimilating the woman so affected to those
females amongst insects (bees, ants, &c.) designated as neufers, owing
to the absence, rudimentary condition or congenital atrophy of their
sexual economy. This condition may produce incapacity for repro-
duction owing to the absence of germination, and the impossibility of
forming a germ or ovule, or it may lead to relative impotence owing
to the difficulty or obstacles, sometimes quite insurmountable, which
alterations in form and position of the organs produced by these
arrests of development put in the way of coitus, of the subsequent
meeting of- the male and female element, and of fecundation; or
lastly, there may be germinative impotence, impossibility of fecunda-
tion and incapacity for gestation, owing to the absence of the uterus
itself. I have seen individuals inscribed in the civil register as women,
some of them having the marks of a feminine organisation, but in
whom the generative functions, by an arrest of development affecting
part or the whole of the sexual economy, were so annihilated as to
assimilate them to those animals known as newfers. As one of many
interesting cases of this kind which I have seen and have been able to
examine, there was one on which I had to give an opinion based on
subjective signs alone (the subject refusing to be examined) taken
from what the patient herself said and from the testimony of persons
who knew her. I found in these signs proofs which enabled the
tribunals to declare nullity of marriage on the ground of error as to
the sex of one of the parties.!

2. True kermaphrodism, common in the lower animals and in almost
all vegetables (under the name of gynandry or androgyny), was till
lately believed to be only apparent in the human kind. .

Two cases, however, are now recorded, one by Rokitansky and another
by Heppner, which prove to a certainty that the simultaneous presence
of organs characteristic of both sexes may be found in the same in-
dividual, not only the one on one side the other on the other, but both
simultaneously on the same side.

There is no longer any doubt either as to the mode in which the
testicle and ovary, sperm duct and oviduct, are formed. Rokitansky,?
in 1869, presented to the Medical Society in Vienna the results of the
autopsy of a person named Hoffmann, in whom he found two ovaries
with their Fallopian tubes, a rudimentary uterus and one testicle with
vas deferens containing spermatozoa. This individual, who had men-
struated regularly, had an imperforate penis and a bifid scrotum ; there
was absolute sexual indifference.

Heppner,® of St. Petersburg, has published the interesting results

' Courty, Demande en nullité demariage, fondée sur le défaut de caractives
sexuels feminins ; consultation médico-légale et considerants du Jugement,
Montpellier médical, t. xxviii, p. 473 ; Hontpellier, 1872 ; and Annales de
Gynécologie, t. ii, pp. 325, 410. Paris, 1874.

* Centralbladt fitr die medicinische Wissenschaften, Berlin, Union médicale,
3rd series, t. vi, p. 498. Quoted by Maurice Langier, Nouveau dictionnaive de
médecine et de chirurgie pratique, t. xvii, p. 505.

* Sur Uhermaphrodisme vrai dans Uespice hwmaine, trad. par Doumie,
Gazette médicale de Paris, 1872, p. 29,
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of the autopsy of a hermaphrodite of six weeks, preserved in alcohol
for several years. He found in this child, together with a complete
internal generative apparatus (ovaries and Fallopian tubes, uterus and
vagina opening into the urethra), two glands which microscopical
examination proved most clearly to be two testicles. There was a penis
and a hypospadic prostate, but neither wvesicule seminales nor vasa
deferentia. Thus there may be excess of formation, not in the external
and median zones which are never double and in which a male de-
velopment can only be substituted for a female, or vice versd, but in
the inner or deep zone, where the male and female germinative organs
may exist simultaneously, not only the one to the right and the other
to the left, but both on the same side and even both on both sides,
which is the extreme case of bi-sexual hermaphrodism, or hermaphro-
dism by excess. In most cases, in place of finding male and female
organs on both sides or on one side, we observe male organs on one
side and female organs on the other, or male organs in one of the
zones, or in a part of one of the zones, and female organs in another,

Fi. 60.—Apparent female hermaphrodism owing to the abnormal development
of the chitoris, obliteration of the vagina and descent of the ovary into the
labium (after Anger). The first fig. represents the hermaphrodism before
the operation; the second after. c, clitoris; sv, sound in the vulval
orifice ; 0, ovary; U, urethra ; Va, vagina formed by operation.

or in a part of another zone. When a more or less complete male
organism on the one side co-exists with a more or less complete female
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organism on the other, this anomaly is called laferal Aermaphrodism.
When the genital economy of one sex is developed on both sides in one
of the zones, and the genital economy of the other sex in another zone,
this anomaly is called fransverse hermaphrodism. Lastly, when there
is co-existence on one side only of an organ of one sex in one of the
zones with an organ of the other sex in the same zone, or if the dee
zone belong to one sex and the central or superficial zone to the other
(case included in the preceding), it is called verfical or double herma-
phrodism.

True hermaphrodism, therefore, may be simple or double, unilateral
or bilateral. From a physiological point of view it will be seen that
it is not possible for a hermaphrodite to effect self-fecundation nor to
assume the sexunal functions of both sexes alternately with another
hermaphrodite, as do the lower animals when similarly organised ; in
fact, this apparent wealth is in reality poverty. When there is an
excess of organs in any individual this excess always coincides with a

o

F1a. 61.—Marie-Magdeleine Lefort. Section of the pelvis showing the genital
organs. 8, sound pnasin%thmugh the principal orifice below the eclitoris ;
v, vagina ; o, ovary ; T, Fallopian tube; v, uterus; Lr, round ligament ;
¢, clitoris ; L, labia,

defect, an imperfection or an absence of formation in these organs.
The arrest of development which always accompanies these singular
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anomalies affects not only the additional organs, but also the organs of
the primitive or fundamental sex—all the organs, in fact, in the zone
in which the teratological condition is manifested, and frequently
those in the other zones also.

3. Apparent hermaphrodism.—In most cases the hermaphrodism is
apparent. If the testicles have not descended from the abdominal cavity,
if the penis has remained small, the two halves of the scrotum sepa-
rated, the bulbo-spongiose groove open and communicating directly
with the membranous portion, and if the urethra terminates in hypo-
spadias, the cryptorchis, the species of vagina of the intermediary zone,
and the arrest of development in the external zone which preserves the
appearance of a vulva, concur in giving to the whole of this sexual
organism a feminine aspect. If, on the contrary, the ovaries have
descended by the inguinal canal, as has been the case, if the bulbo-
cavernous groove be closed, the labia united, the clitoris hypertrophied,
the beard developed and the breasts arrested in their development, the
woman in many respects will have the appearance of a man (Figs. 60
and 61). Lastly, while certain organs have preserved a feminine appear-
ance, others by union and hypertrophy may have assumed a masculine
character, so that the most unexpected results of apparent hermaphro-
dism may be presented, making the determination of sex a matter of

at difficulty. This is seen in the history of a certain number of so-
called hermaphrodites recorded in the archives of science, among others
in that of Marie-Magdeleine Lefort (Fig. 61).

The reflections suggested by the knowledge of these general anoma-
lies will naturally find their place in the history of sterility, which is
the usual consequence of these teratological conditions.

IL.—Anomalies of the Ovaries

Absence.~Of all the anomalies of the generative organs the absence
of both ovaries is not only that which occurs most rarely, but also that
which is most frequently accompanied by other amomalies of other
portions of the generative system.

In two thirds of the cases in which absence of the ovaries has been
observed the vagina, uterus and Fallopian tubes were also absent; in
the remaining third the uterus existed but was imperfectly developed,
presenting after puberty the characteristies of feetal or infantile life. A
c}iu_se recorded by Depaul is the only one which leaves any doubts as to
this.

Notwithstanding what has been said by Scanzoni this anomaly
is not marked by external signs: there is no example of the chin
being covered by a beard or the voice being rough and masealine.
It 1s not correct either to say that the breasts are rudimentary, although
Busch and Cripps have observed one case of arrested development ; they
were of the usual size in seven other cases. The absence of symptoms
indicating ovulation, with the existence of concomitant anomalies in the
uterus and vagina, are the only grounds we can have during life for
diagnosing or rather presuming on the existence of this anomaly. At
other times the absence occurs only on one side, generally on the left ;



ANATOMY, PHYSIOLOGY AND TERATOLOGY 71

in this case the uterus has usually, if not always, but one cornu (Fig.
62), the horn corresponding to the missing ovary being also absent
or reduced to a cord. In twelve cases of this anomaly the ovarian
function was exercised normally, with regular menstruation, pregnan-
cies and children of both sexes.

Rudimentary development.—Two features characterise this anomaly,
which is much more frequent than absence of the ovaries:—1. The
small size of the organ. 2. The absence of Graafian vesicles at ma-
turity. From a physiological as well as from an anatomical peint of
view two forms may be distinguished ; in the first the organ is in
outline and its structure incomplete; in the second it has the feetal
organisation, ¢.e. the form, size, and vesicles proper to that age.
These two forms occur sometimes with a normal conformation of the
uterus, sometimes with an anomaly of this organ. The anomalies

Fic. 62.—Left unicorn uterus, absence of the broad ligament, right ovary and
Fallopian tube. cw, cervix uteri; o, left ovary; m, left Fallopian tube,
fimbriated extremity. The right border of the rounded uterus (v) is covered
with peritoneum (Klebs, Handbuch der pathologischen Anatomie. Berlin,
1873, 4= Lieferung, 8. 761.)

with which they are most frequently seen to coincide are complete
absence of the uterus, apparent absence of this organ, infantile uterus
and hermaphrodism. Rudimentary ovaries, though rarely, do some-
times coexist with a uterus normally formed. In a preparation in the
Heidelberg Museum, described by Kiissmaul, a rudimentary state of
the ovaries is seen in a woman whose uterus is 5 centimetres long and
3% broad ; the vagina is replaced by a fibrous cord 3} centimetres in
length and 2 lines in width, and presenting no trace of a canal, except
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in the upper part. Roubaud, in an analogous case, observed that all
the other genital organs were normal.

At other times only one of these organs is in a rudimentary con-
dition, either when the corresponding uterine horn is atrophied
(Granville, Mayer of Friburg, Stolz, Forster, Rosenburger and
others), or when it is normally developed (Morgagni, Behling, Lalle-
mand, Blot, Scanzoni, Forster). The rudimentary condition of the
two ovaries produces the same consequences as the absence of these
organs ; when only one is atrophied menstruation and fecundation take
place as usual.

Division.—Without referring to varieties of form and size which do
not hinder function, we shall only mention the depressions and notches
which these organs sometimes present in their borders, in adults as
well as in infants. Sometimes single, sometimes multiple (from three
to six), these notches are generally superficial. At other times the
notch is much deeper and accompanied by a considerable separation of
the borders, so that in place of a slit the ovary is really divided into
two segments. Klebs and Gintrac have seen cases where the two
segments of the ovary were united by a kind of isthmus. F. Winckel,
in his plates, represents an ovary divided into two almost equal parts,
on one of which an accessory ovary is seen retained by a peritoneal
fold and having a Graafian follicle; a similar accessory ovary, also
furnished with a serous pedicle and with a Graafian vesicle, is repre-
sented in another plate. Beigel has met with this anomaly eight times
in 350 autopsies and Winckel eighteen times in 500. In faet, the
ovary may be composed of two parts enlirely separated, as was proved
by the preparation presented by Grohe, in 1863, to the Congress of
Stettin ;! the right one was normal and well developed, whilst on the
left there were two small ovaries, one of which was suspended to
the uterus, as usual, by the ligament belonging to it, the other,
situated farther off, was enclosed in a peritoneal fold. The woman to
whom these ovaries had belonged had had three children, and the
three ovaries had all performed their function, as the antopsy showed.

EBetopias.—There are two kinds—lumbar and abdominal or in-
guinal, The lumbar ectopias described by Puech (1855)° are arrests
of migration, occurring from the eighth to the tenth week of embryonic
life, i. e. when these organs, as well as the Fallopian tubes, occupy the
lnmbar region normally. In the cases quoted the ovary and the
Fallopian tube were not in any way attached to the uterus; in one
the latter organ was absent; in the other only the right horn was

1 Monatssehrift fiir Geburtskiind, &e., 1864, Bd. xx, p. 67. Since then, in 1864,
Klehs observed three ovaries in one woman. De Sinety and Olshausen have
published analogous cases, but the most remarkable has been drawn by Winckel
(Die Pathologie der Weiblichen Sexualorganen in Lichtdruckabbildungen, &e.
Leipzig, 1872). There were three ovaries and three ovarian ligaments. The
third ovary and its ligament were on the anterior surface of the uterus, touch-
ing the fundus of the bladder, without any peritoneal inflammatory adhesion.
i[p;d 'Wwi] fﬂlud in a woman of seventy-seven who, although married, had never

£ chld.

2 Compte rendu de I' Aead. des sciences, 22 octobre, 1855,
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wanting. Inguinal ectopias, which are much more common, may be
considered, on the contrary, as excesses of migration, having for prin-
cipal agents the various elements which concur in the constitution of
the round ligament. The smooth muscular fibres and those with
transverse striz coming from the abdominal muscles then intervene
and, acting in the manner of the gubernaculum testis, drag the Fal-
lopian tube and ovary after the round ligament. May not the non-
adherence of this ligament to the oviduct where it joins the uterine
hnrn, favour this displacement? The canal of Nuck, which has its
maximum of l]E'i"Elﬂl)lIlEﬂt from the fourth to the =ixth mnuth of intra-
uterine life, contains these organs at that time, and the descent is
numpleted by the retraction nf the elements of the round ligament.
The ovaries may descend, like the testicles, into the inguinal canal and
cross the external urlﬁce even reaching tha labium. The persistence
of the canal of Nuck, the narrowness of the pelvis and the elongated
form of the ovaries favour this ectopia. I shall not add more now, as
I shall have occasion to recur to the subject in connection with hernia
of the ovary.

IIL. Adwomalies of the Fallopian Tubes

They sometimes affect the whole organ, sometimes only the body of
the oviduct or the fimbriated extremity.

Fig. 63.—Right unicorn uterns: absence of broad licament, of ovary, and of
Fallopian tube on left side. Matthews Duncan, Obstetrical Jowrnal, vol. i,
P- 784
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Absence.~The complete absence of the Fallopian tubes is very rare,
only occurring when the uterus is entirely wanting. Unilateral
absence has been observed in cases of unicorn uterus, conjointly with
that of the ovary (Fig. 63).

Rudimentary development.—The Fallopian tubes may be represented
by traces only, or by more or less developed cords. In the condi-
tion of traces they are found under the form of musecular layers occupy-
ing the upper border of the corresponding peritoneal fold. One would
say that the Fallopian tube itself was absent, and that only traces of its
external longitudinal muscular tunic existed. More frequently they
are observed in the condition of solid cords, in whole or in part, a
disposition which can only be connected with arrested development,
for it depends on imperforation of Miiller’s ducts and it coexists with
other anomalies of the same kind, such as complete absence of the
uterus, embryonic uterus, unicorn uterus with rudimentary horn and, -
lastly, complete absence of the cavity of a uterus apsa:ent]g normal.
In other cases the tubal canal appears well developed but is imper-
forate, an anomaly which coexists with the absence or embryonic
dev&lﬂpment of the uterus, or with the atmphj' of the horn in cases of
unicorn uterus. In other cases congenital imperforation only affects
the fimbriated end. Baillie, Reynaud, Guérard and Besnier have seen
cases of this kind. Lastly, there may be a striking inequality in the
length of the two Fallopian tubes. Puech has observed such a case in
a woman married for ten years and sterile ; the right Fallopian tube was
of the ordinary length, fourteen centimetres, whilst the left was
only six.

Vices of conformation.—The Fallopian tubes sometimes have an
apparent shortness depending on the shortness of their longitudinal
muscular tunic and on the more numerous and deeper folds which are
the consequences of it. It is not uncommon to find contractions at some
point of their course, and at other times dilatations, either primitive or
consecutive to the existence of a constriction situated below and which
forms, especially when obliterated by thick mucus, a more or less efficient
obstacle to the progress of fluids from the ]ﬂalloplan tube or ovary
towards the uterus. DBut it is principally the fimbriated extremity
which is subject to a number of varieties; sometimes the widening of
the tubal canal on a level with the abdominal extremity is slight and
its opening is surrounded with very short fringes; sometimes the
fimbriated end is greatly enlarged, and forms below a sort of canal,
which is in close communication with the ovary and the margins uf
which are furnished with broad fringes. At other times supernumerary
fimbrize are to be seen, as deseribed by Richard and to which I have
already referred (p. 14), to the number of from one to three on the
same Fallopian tube, appearing always to have their seat on the upper
wall of the tube -md presenting a single opening. Puech, in an
autopsy, saw two on each tube placed symmetrically.

Eectopias.—They may be lumbar or inguinal. With reference to
the former we have nothing to add to what has been already said of
lumbar ectopias of the ovary. As for the latter, considering the close
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relations of the Fallopian tube and ovary there is no difficulty in
understanding that hernia of the ovary cannot oceur without the
Fallopian tube accompanying this latter organ. As for hernia of the
Fallopian tube occurring alone, a few cases of which have been quoted
by Schiller, Voigt, Mayer, Scholler and Bérard, they are produced by
a mechanism analogous to that of ovarian ectopias.

IV. Anomalies of the Ulerus

The anomalies of the uterus are numerous and varied, but at the
same time easy of interpretation.

1. Miiller’s ducts may be undeveloped or atrophied, in which case,
if the ovaries are also wanting, there will be complete absence of the
internal genital organs.!

2. Want of development or atrophy may ouly affect the portion of
the two tubes destined to form the body of the uterus; there may be a
vagina, Fallopian tubes and ovaries, but the uterus itself may be
absent—uterus deficiens.®

3. One only of the ducts may be atrophied or incompletely developed,

F16. 64.—Unicorn uterus of a child, seen from behind (after Pole). @, right
unicorn uterns (left half of uterus is not developed); b, right Fallopian
tube ; ¢, left Fallopian tube; d, d, ovaries; e, bladder; f, vagina, in
which is seen the uterine orifice.

the other continuing its evolution ; the uterus may be only half an
organ and there may be only one Fallopian tube, the other half bein
in a rudimentary condition, in fact one horn only has been developed—
uterus unicornis (Fig. 64).

1 I have quoted a case of this kind : Mémoires de ' Académie des sciences et
lettres de Monfpellier (Section of Sciences), t. i1, p. 321. Montpellier, 1853.
Compltes rendus de UAcadémie des seiences de Paris, 26 Sept., 1853,

? Cases are on record known in which absence of the uterus co-exists with
that of the ovaries and Fallopian tubes (Busch, Colombi, Courty, Klinkosch,
Quain) ; others with absence OF Fallopian tubes only (Boyd, Food, Otto, &c.) ;
others with the presence of these organs (Burgreve, Gintrac, Puech, Serres,

Ziehl, &e.).
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4. Miiller’s ducts which are in contact with each other at their inser-
tion into the cloaca may remain separated in the whole of the portion
which ought to form the uterus. In this way two distinet uteri will be
formed, each of which, however, will only represent the half of the
normal uterus. The rest of Miiller’s duet is hollowed out into the
form of a tube greatly enlarged at its free extremity, so that there is a
double uterus, or rather two uteri, each having a neck and body and
accompanied by a Fallopian tube and an ovary—ulerus duplex, diductus
or didelphis (Fig. 65).

5. Miiller’s ducts may be brought still closer together without,
however, reaching the normal type. As in the preceding case, the
isolated evolution of each of these ducts may take place, but their
union, being incomplete above, will produce a uterus the fundus of
which will be hollowed out by a more or less deep anterior IERI‘:ID‘FE
dividing the upper part of the organ only into two portions e
in the form of horns—wuferus bicornis (Figs. 66, 67).

(o

Fi6. 65.—Dounble uterus and vagina in a girl of nineteen years (after Eisen-
mann).

ged

et il . iy el it il e Ay L P



ANATOMY, PHYSIOLOGY AND TERATOLOGY 77

6. The union of the tubo-uterine canals takes place at the normal
point ; the fundus of the uterus, however, in place of continuing its

Fig. 66.—Double bicorn uterus, and double vagina in a girl of seventeen (after
Schrader).

development by a median enlargement rising to the level of the ex-
tremity of the horns, remains depressed, as in the fourth month, and

Fia. 67.—Bicorn uterus, with single neck, in a girl (after F. C. Nwmgele).
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the fundus of the uterus is incudiform or biangular (Fig. 68) ; or it
may be simply indented above like an ace of hearts and may keep

F1a. 68.—Incudiform or biangular uterus in a girl of seventeen (after Oldham) ;
this arrest of development recalls the form of the uterus at the fourth
month.

this form in spite of the absorption of the partition and the union of
the two cavities—uterus cordiformis (Fig. 69).

~ Fia. 69.—Cordiform uterus, natural size (after Kiissmaul). a, indented fundus.

7. The first part of the formative evolution (the approximation of
Miiller’s ducts) takes place regularly. The uterus externally is
of normal form—uterus globularis (Figs. 70, 72); but the second
part of the work—the fusion of the two uterine canals into one
by the disappearance of the contiguous walls of Miiller’s ducts—

ey
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is not accomplished ; the division remains intact throughout the
length of the organ, both body and neck—uferus septus, bilocularis,
bipartitis (Figs. 70, T1).

8. The lower portion of the division is absorbed, but a longer or
shorter part is still to be found in the fundus; the two cavities of the
uterine horns, though separated above, communicate below to a more
or less considerable extent ; the neck is single—uterus subseptus, semi-

partitus (Eig—12).

Fia. 70.—Donble uterus and vagina, having the appearance of a single uterus
and a single vagina with partition, in a woman of twenty-eight, eight
days after?leli?ery (after Spaeth). A director is passed through the cavity
and orifice of the left half of the uterus; gestation took place in the
right half.

9. The uterus is normal in its body, but there is atrophy or absence
of the neck—uferus with rudimentary neck or without neck. Or the
neck may be normal and the body atrophied or absent, a case of which
I have seen—uterus without body or without fundus.

10. Lastly, the uterus may be normal in form, but arrested in its
nutrition or development through life, remaining an embryonic uterus,
wlerus embryonalis (Fig. 73) or a fetal uterus, uferus fwtalis;
or an infantile uterus, uferus imfantilis; or in the condition of a
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uterus before the establishment of the menses, uferus pubescens ;! in
fact, a uterus in miniature, the majority of cases incorrectly designated
as ulerus deficiens being properly included in this class; or it may be
solid, the cavity not hollowed out, and Miiller’s ducts being also solid ;

Fig. 71.—Donble uterus (having the appearance of a uterns with partition)
with single vagina, in a state of gestation (after Cruveilhier).

at other times it is only imperforate at its vaginal orifice, uferus im-
perforatus. Somelimes the vaginal portion of the neck is conical,
cerviz acuminatus (Fig. 738), and perforated by an insufficient orifice,
either in the centre or at the side. 'When the neck is conical it is gene-
rally too long and may require to be partially amputated. Sometimes
the vaginal portion of the neck is too short, or it may be completely
ahsent, cerviz deficiens (Fig. 78), or the uterus may have an abnormal
flexion, vestige of the feetal state, especially anteflexion, ulerus fleaus.
In Kiissmaul there are woodcuts of lateral flexions produced by
feetal deviations, or by arrest of development in one of Miller’s
ducts.

Before closing this chapter on teratology I must give a particular
description of the anomalies most frequently found with regard to the
form and size of the vaginal portion of the cervix. Clinically, it is
very important to be able to distinguish these anomalies by sight and
touch, to be able to put the right interpretation upon them, to know

! Puech, Annales de Gynécologie, t. i, p. 378.
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the diseases which they can produce, and to be sufficiently familiar
with all their varieties to appreciate a distinction between those
which have no result beyond that of being singular and those which

Fi6. 72.—Rudimentary bicorn uterus in a woman of sixty (after Rokitanski).
@, valva ; b, a band of cellular tissue mixed with musecular fibres, having
the form of a uterus (vagina); e, ¢, muscular cords representing the uterine
cornua (cervix), and terminating in enlargements, d,d, of the size of a
bean, hollowed out into a cavity capable of holding a lentil and covered
with mncous membrane (uterus) ; e, e, shrivelled-up ovaries ; f, f, oviducts ;
¢, g, round ligaments ; h, &, broad ligaments.

disturb or prevent the accomplishment of functions, and which sooner
or later may become the starting point for certain diseases. Between
the cerviz acwminatus and the cerviz deficiens just referred to as
extremes of condition, there are many varieties of anomalies affecting

Fig. 73.—Conical neck with F16. 74.—Absence of the vaginal portion
narrow orifice (after Sims). of the neck; the uterus rests upon the
vagina in place of projecting into it.

the size of the neck, its form and the point of its vaginal insertion,
or the form, size, situation of its orifice, &¢. The number of anomalies
1 have observed is very great, but I shall omit all those which do not

6
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cause any sensible alterations in the functions of the womb, and shall
limit myself still more by only giving examples which may serve as
types of numerous varieties connected vogether by a more or less
striking resemblance. With reference to the size, the neck may be
deficient, or may be present only in the form of a projection approach-
ing more or less closely to the normal state, or lastly, it may be ex-
cessive in volume, attaining, even in nullipare, dimensions which,
though seemingly characteristic of acquired hypertrophy, are sometimes
really caused by a relative arrest of development. This seems para-
doxical, but the fact cannot be doubted when we remewmber the lar

size of the neck, relatively, in the fwtus. The shape varies with tﬁ:
size. Sometimes the neck is depressed at the extremity of the vagina.
Sometimes it projects excessively without any alteration of form, or

with a cylindrical shape very slightly different from the normal. Some-

times it is completely conical ; at other times, on the contrary, it is quite
the reverse, the lips being turned back like a mushroom. When the
lips, instead of being almost equal as in a normal condition, are un-
equal, they may give rise to alterations of form still further removed
from the primitive type, and which create new obstacles to the accom-
plishment of the functions. If the orifice is directed backwards, the
anterior lip projecting beyond the posterior, the neck, in place of
having the shape of a cone, assumes the aspect of a snout, as may be
seen in Figure 75 drawn from nature and representing the appear-
ance of the cervix in a sterile woman married for eight years. The
anterior lip may project still more, taking the form of a beak, or
it may fall over the posterior lip, covering it like an apron, &c. We
shall see that these natural tendencies of the cervix- to assume the
forms of a cone, mushroom, snout, &c., become exaggerated in certain
Eathn]ngicat cases giving rise to hypertrophy, when the same forms

ecome monstrous and cause so much trouble and pain to the organas
to necessitate an operation. This exaggeration only serves to bring

Fic. 75.—Cervix in form of snout, the anterior ]ip lrmjl:uting over the posterior
(from nature).

into relief the variety of abnormal configurations of the cervix. The
orifice 1s of equal importance. In place of having the aspect of a

Ak e
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fissure bordered by two lips, auterior and posterior, it may have the
form of a more or less narrow circular hole in the middle of a cylin-
drical neck slightly projecting, i.e. in every other respect like the
normal condition. It is possible that menstruation may occur nor-

Fig. 76.—Normal or linear oz on Fig. 77.—The same on a neck of normal
a depressed neck. shape and dimensions,

Fie. 78.—The same on a volnminous Fia. 79.—The same on a voluminons
neck, with lips slightly turned conical neck.
back like a mushroom.

mally, and even that conception may take place. Nevertheless, such
a tendency is sufficiently abnormal to cause some fear lest dysmenor-
rheea may set in after marriage if not before, and that conception will
be very difficult, and, indeed, highly improbable. As a rule, a uterine
os having the form of a circle or point in place of & fissure or mouth
(ostium uterinum) is always abnormal, and exposes the subject, sooner
or later, to the more or less troublesome consequences resulting from it.

But there are other and more serious anomalies. The one most
frequently met with in nullipare, and one which is the eause of
innumerable maladies, is that of a narrow, circular os coinciding with
an anomaly of form, principally conicity of the cervix, or with an
anomaly in the position of the orifice, which has become excentric in
one direction or another. In place of being in the centre of a cervix
of normal shape the utero-vaginal orifice may be situated in the centre
of a cervix depressed and even wanting. This case is rare and less
important than the others in its consequences. But whether the neck
projects normally or is depressed, the fact of the pin-point os is
serious ; therefore we must be able to diagnose it and not be misled
by the appearance of a fissure, the superficial character of which might
be overlooked till a thorough examination shows that the sound only
penetrates into the uterine cavity by the pin point in the centre of the
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apparent slit. A still more important almmal{ is that of a pin-point
os at the apex of a conical cervix; it is one of the most frequent and

Fi6. 80.— Abnormal Fic. 81.—The same ona  Fig. 82.—The same situ-
pin-point os on a neck of normalshape ated laterally on a
depressed neck. and size. normal neck.

Fis. 83.—The same double Fie. 84.—The same at Fig. 85.—The same

or bilateral, at the twao the apex of a coni- situated laterally
extremities of a fissure, cal neck. on a very coni-
on a normal neck. - cal neck.

most troublesome, since the narrowness of the orifice, whilst producing
dysmenorrheea, is not the only cause of sterility, the conical form of
the cervix being still more unfavorable to conception.

In all cases in which the osis reduced to a ]_:-in-péI oint dysmenorrheea
is produced sooner or later, and whether the neck be normal or conical
—whether the orifice be in the centre or on the side—congestion
occurs, as shown in the six preceding figures drawn by myself from
nature or taken from Barnes.

The narrowness of the os may be complicated by its excentric posi-
tion, either at the extremity of a superficial fissure or at the two
extremities of a similar depression, having the appearance of a normal
linear orifice bounded by marked angles or commissures, whilst in
reality this depression is the vestige of that period of development
when Miiller’s ducts are united, but when the intra-uterine septum
has not yet been absorbed ; thfrefore in making a careful examination,
in the first case the inclination of the sound in the cervix, in the other
case the possibility of introducing two sounds (one into each orifice)
which may or may not touch in the cavity of the organ, will lead us to
suspect and sometimes even to diagnose with certainty that the
case In question is one of unicorn uterus, or of two uteri incom-
pletely united.  Quite lately T was able to diagnose the existence of a
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right unicorn uterus: the pin-point os was to the right, the cervix
swollen ; whilst all the part above the right vaginal enl-de-sac, both
before and behind, was tumefied, probably as the result of partial
menstrual retention and considerable congestion of the right uterine

F1c. 86.—Pin-point orifice, on a Fi1g. 87.—The same situated laterally.
normal neck congested as a
consequence of dysmenor-
rheea (ad nat.).

F16. 88.—The same situated poste-  Fre. 89.—The same situated on a cylin-
riorly (ad nat. after Barnes). -drical cervix.

F1a. 90.—The samesituated ona eylindro-  F1e. 91.—The same on a conical
conical cervix. Cervix.

horn, the presence of which was traceable as far as the hypogastrium,
on a level with the brim, towards the iliac fossa of the same side ;
whilst the absence of any solid body where the left side of the uterus
should be led to the supposition of the absence, or at least the imper-
foration, of a left uterine horn.

Lastly, very frequently the narrow os, in place of being situated at
the apex of the conical cervix, is at some distance from it, very seldom
in front, more frequently to the right or left, or behind.
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Another anomaly which occurs frequently is the semilunar form of
the os; whilst this does not cause dysmenorrheea, it makes conception
unlikely, Generally the convexity is posterior, occasionally anterior.
In these cases there is an arrest of development with persistence of the

——— !-g‘.. = :-:"-

Fig. 92.—Semi-lunar orifice with Fie. 93.—Bemi-lunar orifice with

anterior concavity, from hyper- posterior concavity, from hy-
trophy of the anterior lip. pertrophy of the posterior lip.

inferior part of the central column of the arbor vife, a vestige of the
union of Miiller’s ducts and of the central septum which primitively
separates the two uteri. This obstacle sometimes occurs in the canal
or at the os internum, where it is not visible. In other women it is
caused by an inflammatory hypertrophy following upon previous
deliveries, or consecutive to a chronic inflammation. The cause varies
but the effect is the same.

V. Anomalies of the Vagina

Absence.~It may be total or partial. In cases of total absence the
vagina is replaced by cellular or fibrous tissue, and in both cases this

Fic. 94.—Complete absence of vagina, which is replaced by a thin, flattened,
solid cord 12 centimetres long, formed of cellular tissue and longitudinal
muscular fibres ; retention of menses for seven years, puncture by rectum,
purulent peritonitis causing death the eighth day. v, cord, representing
the vagina; 2, round ligament; 1, broad ligament; w1, section of the
uterns and Fallopian tII!EIL’S at their origin; T, Fallopian tubes dilated to
the size of the little finger; o, ovaries (after Fiirst).
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defect of formation may coincide with absence of the uterus or with the
existence of an obliterated or embryonic uterus, or with the existence of
a normal uterus (Fig. 94). The partial absence may be more or less
extensive ; it may be reduced to the half or quarter of the vagina, and
even to a kind of membranous septum, there being an insensible tran-
sition between this anomaly and a simple transverse septum. It may
coexist, like the preceding, with absence of the uterus or with a normal
uterus.

Arrest of development.—There are two kinds: persistence of cloaca
owing to defective division between the rectum and bladder, and per-
sistence of intra-vaginal septa from defective absorption of the elements
which primitively make probably a solid canal of the vagina, like Miiller’s
ducts from which the Fallopian tubes and uterus are formed.

A. Persistence of cloaca.—1 have explained (pp. 55, 60 and 61) the
mode in which the bladder, rectum, recto-vesical septum and vagina
are developed from the pedicle of the allantois. The persistence of
the cloaca and the consequent production of abnormal communications
between the vagina and the bladder or rectum are to be attributed to
an arrest of this development. The cloaca may be either complete
or incomplete. The latter may be uro-genital (with inferior perfora-
tion or imperforation of the vagina) or recto-genital (with vaginal
communication or imperforation, or rectal communication or imper-
foration) ; examples of these various kinds of anomalies have been
observed. The former is sometimes complicated by abdominal
eventration, communication between the vagina and the anterior
abdominal wall, or extrophy of the bladder; at other times it exists
without any other anomaly (Sue, Velpean, Courty). If the reader
wishes for further details he may refer to Puech’s paper already
quoted, as I shall merely mention what I have seen or what has come
to my direct knowledge. I have seen a complete uro-recto-vaginal
cloaca in a feetus of eight months preserved in alcohol ; a large recto-
vaginal cloaca with absence of the entire septum in a newly-born child ;
a superior recto-vaginal cloaca with absence of anus and lower extremity
of rectum in a little girl just born ; an inferior recto-vaginal cloaca
with imperforation of the valva or rather of the lower part of the
vagina, the upper part of which communicated with the rectum and
anus, in another newly-born child ; a communication of the size of a
five-shilling piece between the rectum and vagina immediately above
the hymen and external sphineter in a girl of nineteen, and a similar
one with imperforation of a very thick hymen in a girl of sixteen who
menstruated by the anus; lastly, an opening in the form of a fissure
three centimetres long in a virgin of twenty-five, in whom 1 dis-
covered at the same time a double vagina and double uterus which
had not been suspected, and on which I operated successfully ; it was
the left vagina which communicated with the rectum. Puech has
communicated to me two cases of congenital absence of the recto-
vaginal septum ; in the first, there was contraction of the rectum by a
membranous diaphragm, the fmces being excreted by the vulva; in
the second, there was at the same time absence of the rectum, and the
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odperﬂt-ion (performed to give exit to the meconium) was followed by
eath.

B. Division of the vagina.—1. There may be a transverse partition
more or less thick, membranous, complete, incomplete or annular.
This anomaly depends on an arrest of absorption at some point. The
persistence of the entire hymen with atresia is not included in this
anomaly, or rather it stands on the borderland between anomalies of
the vagina and vulva ; it is the persistence of the partition existing
primitively between the genital formations of the external layer and
those of the intermediary layer. 2. A longitudinal partition running
from before backwards, and separating a right from a left vagina
(double vagina). One of the vagine may be imperforate and cause
retention of the menses on this side.! This longitudinal division
may be complete or incomplete. Both anomalies may coexist with
ulerus bicornis, uterus sepfus and their varieties, or with a simple

Fia. 95.—1, pubic symphysis; 2, bladder; 3, uterus; 4, ewl-de-sac of the
posterior wall of the vagina which is attached to the fundus of the uterus;
5, os uterl, the anterior lip of which adheres to the anterior wall of the
vagina; 6, rectum (after Martini).

uterus (Maunoir). Sometimes only a vestige of this anomaly exists
at some point of the vagina, more frequently at one of the extremities
than in the centre; 1 have referred to a case where the seat of
anomaly was at the hymeneal extremity. The coexistence of the
longitudinal partition of the vagina with a simple uterus is relatively
rare ; whilst more than 100 cases are known of the coexistence of this
anomaly with anomalies of the uterns, there are not fifteen of double
vagina coinciding with a normal uterus (Puech). 3. A longitudinal
septum going from right to left, separating the vagina into two secon-
dary cavities, one anterior, the other posterior; a very rare anomaly,
which only Bourjot Saint-Hilaire, Eugéne Forget and Caradec have

' Puech, Des alrésies complexes des voies génitales de El'f femme et de
U'hématomitre uwnilatéral, in Annales de Gynécology. Paris, 1875. The
author has collected twenty-five cases of this anomaly.
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observed (each one case). Is it not possible that in these cases there
may have been an accidental septum ? or supposing the partition to have
been congenital, may not its direction, so different from the preceding,
be due to a deviation, to a kind of torsion, rather than to an absolute
difference of direction of the septum.

Anomalies of size.—Amongst other anomalies observed in the
vagina, the most remarkable are those of size. With respect to this,
there are great differences in women; and in some these differences
exceed the normal limits and constitute teratological states. Some-
times the length is affected, at other times the width. As to the
length it is sometimes excessive, sometimes defective. The shortness
of the vagina often produces a marked change in the situation, the
relations and direction of the uterus; this shortness does not depend
only on want of material ; it often results from vicious insertions of
the two walls, or of one of the walls of the vagina into the cervix.
These insertions are sometimes too low (an arrangement which may
simulate absence of the vaginal portion of the neck) and at other
times too high, caunsing abnormal projection of the cervix into the
vaginal cavity. This anomaly is especially marked when only one of
the walls, generally the posterior, is inserted too high; it may even be
inserted into the body of the womb (Fig. 95), which proves that the
vagina is not developed, like the uterus, from Miiller’s ducts, but that
it 1s an intermediate formation between these canals and the external
genital economy. I have seen a great many examples of defect in the
length of the vagina with descent of the cervix as a consequence.
The uterus is deviated in one or the other direction according as one or
the other vaginal wall 1s the shorter. I have generally found the
anterior one the shorter. As to amplitude, sometimes there is excess,
which disposes to prolapsus ; sometimes, on the contrary, the vagina is
too narrow, as proved by the numerous cases described by Antoine,
de la Toison, Benevoli, Plenck, Scanzoni, &c. This deformity may be
confined to a small part of the vagina, to a kind of diaphragm with
central orifice. Sometimes it extends further, giving to the vagina
the appearance of a funnel, broad below and narrow above. At
other times it extends to several centimetres, but may yield to
dilatation with prepared sponge, sometimes, in fact, it reduces the
vagina throughout its whole length to a narrow canal like the urethra.
It may cause serious obstacles to the accomplishment of the sexual
functions, especially to delivery, and may necessitate the intervention
of surgery.

VI. dnomalies of the VNulva

Absence.—The complete absence of the vulva has frequently been
observed in monstrosities, especially in acephalie, symmeles, &e. (Louis,
J. L. Petit, &e.).

Arrest of development may consist in a rudimentary state of all the
elements of the vulva, or in the partial absence of one or other of these
elements, either of the labia, nymphe, or clitoris; or in a persistent
bifidity of this erectile organ, the corpora cavernosa of which are not
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entirely united (Arnaud, Morpain) ; or, lastly, in an imperforation, a
complete atresia of the hymen, which supposes an arrest in the work
of absorption of this membrane, the resvlt of which is to make the
external genital zone communicate with the median zone.

Excess of development may take place in the labia or nymphe,
which may be double or triple in number, or may aequire colossal
dimensions (apron of the Hottentots); or the hymen may be com-
pletely absent, which can only oceur from excess of absorption; or the
clitoris may assume the size of a small penis; or there may be union
of the nymphz or of the two margins of the vulval groove, and even
of the labia, so as to present the appearance of a scrotum, in front of
which there would be a hypospadias surmounted by a small penis,
giving the most complete appearance of female hermaphrodism. The
resemblance becomes still more striking when the ovaries, or one of
them, form an inguinal hernia and descend into the sacs of the labia,

The hymen, which is between the external and median genital zones,
presents anomalies which are also very interesting to study, owing to the
connection which often exists between them and anomalies or altera-
tions of the internal organs. They are represented in the following
woodcuts, which are taken from the thesis of Roze and from drawings
which I myself have made from nature.

The first (Fig. 97) is imperforation of the hymen (Roze). I have

Fro. 96.—Hymen of normal form
in the virgin.

seen several cases, and have always operated by incision without any
accident. The thickness of the imperforate hymen is very variable;
sometimes it is very thick and formed not only of skin but of a cellular
layer lining it, whilst at other times it is constituted by a simple
epidermic layer (Courty) which tears at the slightest contact
without a drop of blood, as 1 have lately seen in a child of six months.
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The second (Fig. 95) is a hymen divided by a simple fissure
(Roze).

The third (Fig. 99) is a larger fissure giving rise to a bilabial
hymen with irregular borders (Ledru).

3 |, .l_-"' gl

e

Fig. 98.—Hymen with fissure. F1e. 99.—Bilabial hymen with irregular
margins.

In the fourth (Fig. 100) absorption of the tissue and perforation of
the hymen has taken place at several points simultaneously, giving
it an appearance like the rose of a watering can (Roze).

Fig. 100.—Hymen perforated like rose Fre. 101.—Puckered hymen with
of a watering-can. central orifice.
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The fifth (Fig. 101) is a puckered hymen with a central orifice
(Roze).

The sixth and seventh (Figs. 102 and 103) are hymens with a
circular, or rather polygonal, central orifice, with from four to six lips,
which are a kind of caruncule (Roze). '

LSNP

F16. 102.—Hymen with polygonal F16. 103.—Hymen with polygonal
orifice and four carunculze. orifice and six caruncule.

The eighth (Fig. 104) is a hymen with a circular opening, but
with serrated edges (Ledru). It is singular that in these cases the
circumference of the meatus was also serrated.

s L

Fia. 1 I-L—}[j'll'lf.‘n with serrated borders. Fra. 105.—H orse-shoe h_‘;'meu_
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The ninth (Fig. 105) is a semilunar hymen, but the upper angles are
broader and prolonged towards the upper border of the vulval ring,
which has led to its being called a horse-shoe hymen (Roze). I have
recently seen one of these thick, resistant hymens, very broad and
allowing of considerable dilatation, in a virgin of thirty affected with a
myoma of the body of the uterus with marked descent of the anterior
vaginal wall (Courty).

The tenth (Fig. 106) is a hymen with a circular orifice sitnated to
the left side (Roze), probably belonging to a double vagina imperforate
on the right side.

The eleventh (Fig. 107) is a hymen with two orifices or biperforate

Fic. 106.—Hymen perforated at left FiG. 107.—Biperforate hymen.

side.

(Roze), the orifices being probably vestiges of the primitive duplicity
which extends from the two uterine horns to the two hymeneal orifices,
passing through the double vagina (Courty).

The twelfth (Fig. 108) is a hymen with two well-marked openings,
almost equal, observed in a young girl, who menstruated regularly and
without pain, in whom the inter-hymeneal septum extended from 1 to
2 centimetres into the vagina, being a vestige of the inter-vaginal
septum which had not entirely disappeared (Courty).

The thirteenth (Fig. 109) is a biperforate hymen, one of the
orifices being smaller than the other, without any trace of median
vaginal septum, observed by myself in an old maid, and at another
time in a married woman of twenty-six affected with membranous
dysmenorrheea without any symptom of teratological condition of the
uterus. The septum was applied against the right vaginal wall, and
had a direction and position which made it certain that the left orifice
only had been used in copulation. She was not aware of the anomaly
till I discovered it (Courty).
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Fia. 108.—Biperforate hymen with Fic. 109.—Biperforate hymen with
e?ual orifices, with prolongation unequal orifices.
of the inter-hymeneal septum

to 1 or 2 centimetres into the
vagina.

The fourteenth (Fig. 110) is the hymen with double semilunar
orifice, equal on both sides, forming the continuation of a double vagina
represented in Fig, 65 (Eisenmann).

Fia. 110.—DBiperforate hymen, forming the continuation of a double vagina
and double uterus.
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GENERAL SURVEY OF UTERINE DISEASES
CHAPTER I

DIAGNOEIS OF UTERINE DISEARES IN GENERAL—PRESUMPTIVE SIGNS FURNISHED
EY THE SYMPTOMATOLOGY OF UTERINE DISEASES—CERTAIN SIGNS FURNISHED
BY DIRECT EXPLORATION.

It is constantly said that diseases of the uterus are far more common
now than formerly; but this is an error which can be easily accounted
for. Our forefathers recognised these diseases less frequently because
they knew less about them, and because they often ascribed to other
causes the serious and even fatal results produced by them. Sometimes
they successfully treated the morbid symptoms, and so got rid of the
disease without being aware of its existence ; and, indeed, we know that
a certain class of these affections will really yield to simple hygienic
MEASNTes.,

It is, then, of the first importance, before entering on the study of |

individual diseases, to gain a general view of the symptoms which all
uterine maladies possess in common, and which may reveal or conceal '
the true state of the case, according to the attention and skill of the
observer. We must point out that uterine diseases have many of these
common symptoms, which indeed were almost the only ones formerly
known ; and in certain cases it is quite possible to apply a similar, if
not identical, treatment to them, with reasonable chanece of success.
We must also indicate the measures by which morbid conditions de-
pending on uterine diseases, as well as the diseases themselves, can be
ameliorated or cured.

This introduction will help us to understand how our forefathers
failed to recognise these diseases, and how they sometimes cured them
without having suspected their existence; and it will also give us the
key to the errors into which several gynecologists of the first half of this
century fell, in supposing a simple morbid state to be the prime factor
in all uterine pathology. They arrived at too hasty conclusions from
the new means of investigation put into their hands by the inventive
spirit of the age, and did not see that if the ancients erred in ignoring
‘the great mass of uierine diseases, they themselves were almost equally
wrong in simplifying its pathology to the extent of embracing all in one
type of malady.

Lisfranc and his disciples found the explanation of all uterine diseases
in congestion, Valleix in displacements. Those who followed Blatin
and Tyler Smith thought leucorrhwa the great evil, while Récamier
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and his school talked of ulcerations and granulations. The more
modern teachers, like Bennet, Nonat and even Aran, although recog-
nising distinetions in the morbid states, were inclined to trace them all
to the common sourece of inflammation.

From this exclusive pathology came equally exclusive therapeutics.
Those who saw congestion everywhere kept their patients in bed ; those
who only discovered displacements applied mechanical treatment only.
Some directed all their attention to curing leucorrhea as the cause of
any ailment, and thus concentrated their efforts on the destruction of
ulcerations hj' caustics or the actual cautery. Others, again, devoted
themselves resolutely to subduing inflammation by bleeding, baths and
emollients.

Thus it appears that uterine medicine has passed through the same
stages as all other branches of medical knowledge. From ignorance
anf chaos emerged crude ideas, which in their turn gave birth to
systematic knowledge. Let us hope that by going to the root of the
matter, by a thorough and complete study of these diseases, we shall at
length reach a really scientific mastery of their various species and true
nature.

The false idea that, becanse uterine diseases had common symptoms,
they must also share a common nature, led to equally erroneous con-
sequences in identical treatment for all cases. The differentiation of
their various kinds will, on the contrary, teach us to treat them, not
all alike, but each by a special method founded on the indications
furnished both by the origin and manifestations of the disease. We
must therefore master the symptoms common to all uterine diseases,
not only for the sake of a general diagnosis, but that we may be on our
guard against analogies that are only apparent, and may recognise, in
spite of misleading resemblances, the true differences that characterise
each variety.

The interest of this general study of diseases of the womb is thus
intensified. Our diagnosis will not be formed simply by the considera-
tion of certain symptoms which indicate the presence of uterine mis-
chief; it will depend on a proper interpretation of these symptoms, or of
groups of symptoms variously arrnn%ed as the pathognomonic expres-
sion of each type of disease. So also we shall not be satisfied with a
general line of treatment, but shall make a point of studying each
separate indication, so that from the character of the chief symptoms
we may deduce the appropriate remedies. From such simultaneous
study of diagnostic signs and therapeutic means we ought to acquire,
on the one hand, a comprehensive knowledge of uterine diseases, and
we shall also have prepared for ourselves a safe pathway with many
finger-posts, to guide us aright as to the diagnosis and treatment of each
particular malady.

“ By their almost latent state, their great variety of symptoms (often
very tranmtﬂrj} their ﬂjrmpathctlc effects on all parts of the economy,
and their immense influence on the nervous system, uterine diseases
are peculiarly apt to lead medical practitioners into errors of diagnosis.”
Thus wrote Lisfranc, who dedicated seventy-four pages to pointing out
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such diagnostic errors, with illustrations from his own observations.! I
have myself seen mistakes made by practitioners of excellent standing
which would have been simply incredible without such evidence. For
example, I remember one case where a previous pregnancy was asserted
while the conical cervix onght to have suggested sterility. I have seen
cases of leucorrhea mistaken for blennorrhagia, and the peace of house-
holds consequently destroyed.

The best way of escaping such errors is to understand their canse.
It is certain that the majority of medical men can diagnose the diseases
of other organs better than those of the uterus; and hence we may be
sure that there are real difficulties in the way. These are partly due to
the fact that the uterine symptoms are not always the most prominent,
that they are frequently slowly developed, and sometimes do not attract
the patient’s attention, while disorders of the alimentary canal or
nervous system demand more notice and cause more evident suffering.
How often is one consulted for neuralgia or hysteria; for symptoms
manifested in the stomach, the heart, or the liver; for digestive
troubles—anorexia, nausea, diarrheea, and for all the train of evils
depending on poverty of blood—anw®mia, chlorosis, emaciation and
exhaustion, but the natural and symptomatic manifestations of an un-
recognised uterine malady !

The explanation lies in the fact that the uterus exercises a most

powerful influence over the whole economy, and that very often an

apparently insignificant disorder affecting this organ is felt throughout |

the body to a quite disproportionate extent, causing troubles in neigh-
bouring organs, functional derangements of the various systems, and in
fact a result greatly exceeding its cause. Most frequently the gravest
effects are felt in the general health and not in local symptoms. Such
appearances may naturally mislead the invalid, but they ought rather to
put a skilled physician on his guard, and suggest to him the existence
of the morbid state that they only thinly veil. They should lead him
to ask questions which may help towards the confirmation of his
suspicions and the discovery of additional local symptoms, which
should end in the direct examination of the organs in which disease
really centres.

It is of importance to proceed step by step, and to pass from |+

general to local symptoms ; to ascertain the condition of the principal
functions and their derangements, before proceeding to investigate the
troubles more immediately connected with the uterine system. In
this way the practitioner not only provides himself with the guidance
of a sure clue which keeps him from losing himself in the chaos of
morbid conditions, gradually leads him away from mere functional and
symptomatic derangements, and brings him closer to the original
cause of all these evils; but at the same time he is enabled to carry
the sufferer’s mind along with his own, and to make her realise the
true origin of her troubles.

It is essential that the patient should be led steadily to the convic-
tion at which the physician has already arrived, for this conviction is

! Clinique chirurgicale de la Pitié, vol. ii, p. 182. Paris, 1842,
7
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the only means by which he can hope to make her understand the
necessity for a local examination and agree to submit to this painful
trial. This point is the more important, as a woman’s decision on
this matter will be entirely governed by the fact that she is or is not
convinced that she is suffering from disease of the womb. Women
are =0 much afraid of polypi, cancers, and ulcerations—which sum up
their ideas of all uterine maladies—that the reasonable terror inspired
by these affections will not only remove their repugnance to an exami-
nation, but will make them earnestly desire it. Even the less sensible
women will feel their instinct of modesty overborne by their desire of
self-preservation, and I can assert that—putting aside the members of
religious orders, among whom it is often impossible to obtain any
examination of the genital organs—I have never yet met with one
woman, even unmarried, who has refused to allow an examination
when she was thoroughly convinced that her malady was really in the
womb.

Then of course the direct exploration by sight and touch reveals
signs absolutely pathognomonic ; and these, in combination with the
symptoms already noted, enable us to determine absolutely the exact
seat and form and usually also the exact nature of the disease.

I believe I cannot better explain the various steps towards a dia-
gnosis than by following exactly the order in which patients should be
interrogated and examined. Experience has taught me the value of
such a method in teaching a tolerably difficult subject. In dogmatic
teaching synthesis may be preferable, but in clinical instruction I
prefer analysis.

Let us imagine a patient of the kind most commonly met with ; let
us first ascertain of what she specially complains ; let us review all the
more general symptoms in their order of frequency, and then let us
come gradually to local symptoms ; then demonstrate the best modes
of examination, and finally enumerate the various indications which
we may expect to find.

All general and local symptoms related by the patient or observed
by the physician, without direct examination, are rational or sub-
jective ; they form a basis of probability or presumption. What we
learn by direct examination are sensible or objective symptoms ; they
form a basis of certainty. The latter are to be sought only subse-

quently to the former, unless we find in the first instance sufficient
reason for inmediate examination.

Presuvmerive Siens Inpicatine Uterise Disgase

General Symptoms.—Whenever a change of condition as well as of
function takes place in the womb, as at puberty, at each menstrual
epoch, during pregnancy, and at the menopause, there is a ten
towards a morbid uterine condition which 1n turn will react painfully
on the whole system. A pathological change of considerable impor-
tance may take place, and may long remain unnoticed, whilst the
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most insignificant functional disorder is sufficient to disturb the whole
economy. It is very striking to observe the disproportionate magni-
tude of this general disturbance compared to the insignificance of the
change which has produced it.

It is therefore from ignorance as well as from modesty that the
majority of women suffering from chronic disease of the womb complain
of symptoms which seem to indicate a malady in no way connected
with this organ. Some complain of nervous troubles, giddiness and
neuralgia ; others of nausea and of disnrders of digestion ; the majority
of weakness and exhaustion. In short there are “almost alw ‘ays func-
tional”disturbances of the nervous and digestive systems, which in turn
tend to produce various morbid cachexlzt:, just as in the beginning of
pregnancy we have vomiting, dyspepsia and nervous disturbance, and
these are apt to be followed by anmmia, chlorosis and emaciation.

But we must remember that symptoms can do no more than sound
the tocsin of alarm; we must not expect them to indicate precisely
the site of the lesion, and still less to explain the cause of the suffering.
We must therefore first ascertain whether these pathological con-
ditions are symptomatic or idiopathic. To do this we must not only
.assure ourselves of organic integrity side by side with functional
derangement, but we must endeavour to identify the original cause of
disturbance, and to fix upon any special indications which may enable
us to trace up the connection with the uterine system. In studying
general symptoms I will follow the usual order of their appearance.

I. Disorders of digestion.—Every practitioner must have had
patients who came to consult him for gastric derangement and dys-
pepsia, when the real source of trouble lay in the womb ; and T have
known such cases treated by distingnished physicians for the cure
of a malady that never existed. Indeed, this whole class of disorders—
gastralgia, nausea, dyspepsia, anorexia, perverted appetite, cesophageal
constriction, the globus lhystericus, &e., &re.—these are of all others
the symptoms which most frequently accompany uterine diseases, and
more especially affections of the body of the womb. 1In such cases
these alone are complained of because these alone are felt.

The first and most common of such derangements is an increasing
difficulty of gastric digestion. This is not a true dyspepsia. Thereis
a good appﬂtltﬂ and the intestinal functions are heal thy ; but gastric
digestion is slow, and is accompanied by discomfort and epigastric
tenderness, with distension and a sense of suffocation from the flatu-
lent development of aases, which lead to frequent inodorous eructa-
tions, obliging women to loosen their dresses and to avoid the least
pressure on the epigastrium. Sometimes a desire for food returns
very soon after a meal, but this is purely factitions. Digestive inertia
and pain is often succeeded by real dyspepsia of a nervous type, in-
volving much suffering and great delay in the accomplishment of diges-
tion, with sensations of weight and pain, swelling at the epigastrium,
bitter regurgitation, headache, exhaustion, incapacity for 'imrgk and a
sense of sinking which cannot be removed by food. This type uf
dyspepsia is purely nervous and symptomatic of uterine disease,
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while it has not the characteristics of true idiopathic dyspepsia. The
tongue is clean and normal, not dry, neither edged nor spotted with
red, and rarely furred. This in itself is an important diagnostic sign.
In the third stage this kind of indigestion is marked with want of
appetite and a tendency to nausea, sometimes with actual vomiting of
food, either before, during, or after meals. This symptom occasionally
leads the sufferer to believe herself pregnant. Digestive troubles of
this kind do not merely indicate uterine disease; they suggest further,
that it is the body and not the neck of the womb that is involved.
Ovarian disease is also more apt than affections of the cervix to produce
these digestive and nervous derangements. In addition to these we
may find, though more rarely, a derangement of the biliary secretion,
described by Bennet! and Aran.* This affection causes enlargement of
the liver and gall-bladder, and produces fits of sharp pain, which
begin in the hepatic region but extend over the chest, breast and
right shoulder. They are accompanied by bilious vomiting and diar-
rheea, with excessive sensibility in the epigastric and right hypochon-
driac regions. These attacks occur most frequently a few days before
the menstrual period, and are accompanied very often by slight jaun-
dice. Bennet thinks they are purely symptomatic of dyspepsia, but.
Aran considers them to be true hepatic colics, due to a biliary
lithiasis, which seems connected with urinary lithiasis, especially at
the menopause.

II. Nervous disorders may be produced by uterine disease (1)
directly, i. e. by sympathetic irritation of the nervous system ; (2) -
directly, by means of impoverishment of the blood and general con-
stitutional debility. Indeed, these morbid phenomena may alternately
act as cause and effect, for the poverty of blood may be due to defects
of innervation as well as of digestion. They react both on the sensory
and motor functions, whether in the domain of voluntary or involun
organic life. Large account must also be taken of disorders of sensa-
tion, which may take the form of (1) anmsthesia; (2) wisceral
neuralgias ; (3) neuralgia of the usual type.

(1) Ancesthesia may affeet many parts of the epidermis, but is
especially frequent in the lower limbs. Sometimes it invades the
genital organs, the clitoris and vagina, which are then no longer
capable of being excited, and even the uterus itself, which falls into a
state of inertia, the sexual life of the woman being thus prematurely
brought to a close. 1 have seen several examples of this Einr.!, where
sexual desire and pleasure in coitus were entirely lost after the begin-
ning of uterine disease.

(2) These nervous affections attack not only the bladder and rectum,
which are close to the uterus, but also remote organs, such as the liver,
the intestinal canal, the stomach, and more especially the heart, so

' A practical treatise on Inflammation of the Uterus, its Cerviz and
Appendages, and on ils connection with other Uterine Diseases, 4th edition.
London, 1861, p. 119,

? Legons cliniques sur les maladies de U'utérus et de ses annexes. Paris,
1858, p. 141.
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that cardiac suffering and palpitation alarm the patient extremely, and
make her fear the existence of an aneurism or other organic lesion.

(3) Newralgia, however, is the commonest of all these disorders,
not only in the lumbar and abdominal regions, where it might possibly
be supposed to be propagated from the uterus, but also in more distant
parts, and specially intercostal neuralgia on the left side, which makes
the patient fear that her heart is affected, and trifacial neuralgia, which
causes the sensation of a nail being driven into the skull in the parietal
region, as described by Sydenham.

Intercostal neuralgia is often associated with pain in the breast,
shoulder and arm of the same side, and if with lumbago seiatica and
facial neuralgia it may suggest to the patient the fear of hemiplegia. It is
not rare to find either hyperwesthesia or anwsthesia affecting one half of
the body only, being, in fact, a kind of hysteric hemiplegia affecting
sensation, as 1n other cases it may affect motion.

Uterine disease may also manifest itself by sympathetic pains in the
breast extending to the axillee and causing a feeling of swelling and a
particular kind of erethism often experienced during menstruation and
pregnancy. These sympathetic pains in the breast are very common,
especially during menstruation, sometimes sharp, sometimes dull, the
mammary glands being occasionally so swollen that it is impossible
to bring the arm close to the side.

Hysteria, which seems to be a natural point of transition between
disorders of sensation and of motion, sinee it includes both, is not
exclusively connected with the uterus or the ovaries, nor even with the
whole genital system. Itis a chronic nervous aflection characterised
by two kinds of symptoms; on the one hand we have various perma-
nent symptoms, such as anesthesia, or it may be hyperesthesia, or
neuralgia, spasms, convulsive cough, or paralysis of different kinds;
on the other hand we have intermittent symptoms, attacks coming on
at irregular intervals, characterised by the globus Aystericus, a sensation
of suffocation, or a loss of consciousness accompanied by various dis-
orders of sensation and motion, and generally terminating in a fit of
crying or in polyuria. This nervous affection often accompanies uterine
disease, but 1t may be developed independently of this cause; indeed,
%hysicians of great authority tell us it may be met with in men.

evertheless, it cannot be denied that the uterus or ovary, whether or
not in a normal condition, is most generally the starting-point, if not
the seat, of this affection. 'We need no further proof of this than the
extreme frequency of hysteria among women, especially among those
of a passionate nature who exercise self-restraint; and the same thing
is demonstrated by the voluptuous character of the convulsive move-
ments accompanying such attacks, as regards not only those of the
arms and eyes, but especially of the pelvis, even in the case of virgins
wholly ignorant of sexual relations. If, helped by the light which
recent researches have thrown on the physiology of the nervous
system, we endeavour to discover the relative share of influence
exercised by the nerves and by the uterus on hysteria, we must admit
that the disease is really a neurosis, that is to say, that it is due to a
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general derangement of innervation, in which the whole nervous
system partakes with effects varying in form and in degree amrdinq
to the exciting cause and to the special idiosynerasy in each case.
But we must remember that these symptoms, so varied in detail and
yet so similar as a whole, are only manifestations of the reflex action
of brain or spinal cord, the starting-point having been irritation in
some other organ, generally in the generative system. This irritation
and its influence transmitted to the nervous centres (analogous to the
aura epileptlica) iz often overlooked, while yet producing endless
phenomena of sensation or motion, affecting sometimes the whole
economy and sometimes only the various parts of the reproductive
system in which it took its rise. Thus hysteria is not properly
speaking a disease of the uterus or ovaries, hut functional derange-
ments of these organs may be an exciting if not a primary cause of it.
I say functional derangement rather than disease; for usmally it is
some condition of pain, excitement, or irritation, nervous or vascular,
in some part of the genital organs that forms the starting point of
hysteria in pale, nervous and emaciated women, who already are pre-
disposed to it. Sometimes marriage is sufficient to develop this con-
dition, which in its turn produces hysteria.

On the other hand, when there 1s real uterine disease the patient
may be irritable, neuralgic and even partially paralysed, but she will
seldom complain of the globus Aystericus, or suffer from any really
serious hysterical fits or convulsions. In fact true hysteria is one of
the rarest of the nervous disorders occurring as general symptoms of
uterine disease.

Spasms, tonic or clonic, muscular rigidity, contractions or convul-
sions, may occur incidentally more frequently in the involuntary than
in the voluntary muscular system. May not vesical tenesmus,
vomiting, spasmodic dyspncea, cardiac palpitations, &c., be attributed
to this cause? Of such nature also is the little dry cough which
Aran? calls ““ the uterine cough,” which differs essentially from the
loud and noisy hysterical cough that somewhat resembles pertussis,
and which I think Trousseau ® is right in attributing to the convulsive
motion of the muscles of the larynx and diaphragm. This uterine
cough is rare except in cases of great debility and exhaustion; and
consequently it is a symptom which should arrest the attention of the
physician. He must decide whether it is nervous and merely sym-
ptomatic of uterine disease, or due to the commencement of pul-
monary tuberculosis.

! Coste, De Uhystérie comsidérée principalement au point de vue de sa
nature et de ses causes. Thiése de Montpellier, 1863, No. 6. See also Rouget,
Physiologie des actions réflexes, introduction to the French translation of
Paralysis of the Lower Limbs, by Brown-Séquard, 1864. And Brown-Séquanrd,
Arch. gén. de médecine, January, 1856 ; Causes organiques ef mode de pro-
duction des affections dites hystéviques, Gazette médicale de Paris, 1 :
Legons sur les maladies du systime nerveur, Bourneville, 4¢ faseicule. Paris,
1873.

2 Op. cit., p. 146. -

? Clinique mid. de UHitel-Dieu de Paris, t. ii, p. 205, 2¢ &dit.
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Motor paralysis is very rare as a neyvous symptom of uterine dis-
ease. Aran! has denied its existence. It certainly must not be con-
founded with a numbuness of the side of the body corresponding to a
lesion of the generative system, nor with the immobility to which a
patient may be driven by the intense pain occasioned by the slightest
movement ; nor even with more or less complete paralysis of the lower
limbs, which may arise from mischief in the pelvis cansing compression
of the great nervous trunks. DBut besides these direct results of
organic lesions acting mechanically on those parts of the nervous
system with which they are in contact, we may have indirect and
sympathetic disturbance manifested in the motor nerves.

No one doubts the existence of hysterical paralysis; why may we
not have similar states produced by a suffering condition of the uterus
and ovaries which could itself develop hysteria? I have seen two
very remarkable instances, one of hysterical and the other of uterine
paraplegia. The paralysis need not be general, nor affecting the upper
limbs, as Aran contends, in order to be regarded as sympathetic.
Indeed, a reflex paralysis, starting from the uterus, is more likely to
affect the lower parts of the body. Lisfranc® mentions the case of a
lady suffering from paraplegia, who had been treated without benefit
for a supposed affection of the spinal cord, but whose condition began
to improve only when attention was paid to a chronic metritis, which
was the real canse of the paralysis. He gives another case of para-
plegia, where the cure of this affection kept step exactly with the relief
of the uterine malady. Nonat?® relates several similar cases, and shows
that when the uterine disease is unilateral the paralysis is so also.
These last cases seem to me to present some difficulties. T must refer
readers to his own work, and also to the theses of his pupils,
Esnault* and Vallin.® Brown-Séquard® refers to these cases, and
mentions having been consulted in 1555 by a young lady for extreme
weakness, amounting to paraplegia, at each menstroal period. Sen-
sibility was normal ; there were no symptoms of hysteria and no para-
lysis of the bladder or rectum. There was dysmenorrheea, congestion
and anteflexion of the uterus, which was enlarged and very sensitive,
the tenderness extending to the broad ligaments, &e. The womb was
supported by an abdominal bandage, and in a few days there was a
marked improvement; in less than a fortnight the paralysis disap-
peared, though it had lasted for six months and had been treated by
strychnia, galvanism and hydropathy, as well as iron and other tonies.
At present I have a young girl under my care who had suffered for

' Op. cit., p. 147.

* Clinique chirurgicale de la Pitié, vol ii, p. 199. Paris, 1842.

¥ Traite pratique des maladies de Uutérus ef de ses annexes, p. 381,  Paris,
1860.

\ Des paralysies symplomatiques de la métrife ef du phlegmon périutirin,
Thise de Paris, 1857, No. 206.

5 Des paralysies sympathiques des maladies de Untérus et de ses annexes.
These de Paris, 1858, No. 33.

& Lessons on the Diagnosis and Treatment of the Principal Forms of
Paralysis of the Lower Extremitics, London, 1861, p. 11.
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more than a year from violent hypogastric pains, sometimes associated
with hysteralgia and purulent vaginal leucorrheea, and at other times
complicated with similar symptoms in the rectum and bladder, with
retention of urine, which was loaded with deposits. This condition
was accompanied by complete paralysis of the lower limbs, which with-
stood every kind of treatment, general and local, but is now disap-
pearing as the pelvic and uterine pains are gradually yielding to the
influence of atropine injected subcutaneously into the hypogastrium.
Not long ago 1 was consulted by a lady affected with paraplegia, who
was on her way to Balarue; a chronic metritis was discovered, appro-
priately treated and cured, the paralysis also disappearing without the
help of the Balaruc waters. Hunt, Romberg, Wolf, Mayer and
others have mentioned similar cases. Brown-Séquard asks, What
causes such paraplegia? We cannot admit that in the majority of
cases it is due to compression of the nerves of the lower limbs,
because the increased size of the organ is not sufficient to produce
such an effect. Besides, sensibility is very little, if at all, affected.
We must therefore conelude that the uterine disease produces the
paraplegia by a special action on the spinal cord, and that, therefore,
such paraplegia has all the characters of reflex paralysis. In such
cases the cure of the paralysis must depend on that of the uterine
malady, and our main duty is, therefore, to be able to diagnose this
latter disease and treat it appropriately.

I11. Disorders of nutrition.—Derangements of the digestive and
nervous systems naturally bring about an impoverished state of the
blood and impaired nutrition. Anwmia, chlorosis and general
debility are, therefore, constantly present in women who have been
ill for some months, and may be taken as general symptoms of nterine
disease.

Chlorosis occurs specially in ill-nourished young women who have
probably already suffered from it at puberty and during pregnancy,
so that it is rather developed than originated by the uterine disease.

Anemia is most common among older women, among those
suffering from serious diseases, such as cancer, fibroid tumours
and polypi, where repeated and profuse hemorrhages have occurred. It
is less a morbid affection than a direct or indirect result of the uterine
malady. Repeated losses have impoverished the blood and deprived
the economy of needful materials for repair; suppuration and insuffi-
cient assimilation have weakened the patient; these are followed by
loss of colour in the skin, transparency of tissues, local wdema, a
frequent weak pulse, general debility and, in fact, symptoms resem-
bling those that follow after delivery or after some serious operation.

Chlorosis, anemia, or chloro-anemia are not only accompanied by
general debility, but by constantly increasing emaciation, until the
dyspepsia and uterine disease are properly treated. Even where no
special pain exists the patient acquires a very characteristic attitude,
constantly stooping forwards, the head and limbs bent in a manner
usually seen only in old age. The features are drawn and have a
look of suffering, which is all the more striking because the patient is
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so thin; the flesh is soft and flabby, the countenance wanting in
expression, the complexion pale and faded, especially where there has
been long standing and abundant leucorrheea ; this paleness with loss
of flesh and earthy complexion is different from the colourlessness of
anwmia, the sickly green hue of chlorosis, and the pale yellow of
cancer. It is to this very characteristic appearance that we give the
name of facies uterina.

Fmaciation does not always exist; on the contrary, there is some-
times corpulency. This is chiefly the case among those women in
whom amenorrheea takes the place of leucorrheea or heemorrhage ; and
the constitution seems to get accustomed to the change. Is it pos-
sible that the blood which should have formed the catamenia is used
up in the economy to produce this unhealthy stoutness ? We cannot
affirm that it is so, but there is no doubt of the embonpoint which
becomes obesity, and which leads some women to believe themselves
pregnant ; whilst others, when suffering greatly, are forced to listen to
the congratulations of friends on their excellent health. As the
uterine disease becomes cured this unhealthy stoutness disappears,
and with it its various accompanying discomforts. Should the obesity
persist it may be treated by vapour baths, resolvents, tonics, exercise,
diet of roast meat and green vegetables, in addition to the admin-
istration of fucus vesiculosus, and these measures will generally bring
the body back to its normal condition,

Local Symptoms.—These are found in the neighbouring organs, or
in the uterus itself or its appendages.

1. In the wneighlouring organs.—The rectum and bladder will
almost always be found affected.

A. Functional derangements of the rectum may accompany disturb-
ance of the rest of the alimentary canal. Though frequent they do
not always exist ; and sometimes instead of resulting from uterine dis-
ease they may produce it. If coincident, the two react upon and
aggravate each other. Many women who are habitually constipated
have diarrhcea just before the menstrual period, or during its course.
Though this symptom requires no treatment it is worthy of notice, as
showing the close inter-dependence of the various pelvic organs.
Another very important point is habitual constipation, which 1s so
common among women that in certain cases it may be looked on as
the cavse of the uterine malady. We must therefore find out whether
the constipation was habitual and to what extent it existed before
the disease of the womb. There are cases in which it has neither
increased nor diminished since that period, in others it has increased
so much that it helps to keep up and continue the uterine disturbance
by the irritation and congestion which it causes in the pelvis.

Constipation does not necessarily accompany uterine disease. The
derangement of the digestive functions may produce diarrhcea; but
this is not common and is generally followed by constipation. Con-
stipation is all the more frequent because it may be perpetuated by a
mechanical cause. In prolapsus and various displacements, especially
retroversion and retroflexion, as well as in cases of tumours (whether
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uterine, periuterine, or ovarian), the rectum suffers from pressure
which impedes the circulation. In cases of metritis, uterine catarrh,
ovarian or periuterine inflammation, congestion of the rectum is not
due only to blood stasis but to an extension of the inflammation, in
which case diarrhea sometimes alternates with constipation. How-
ever, the first effect of congestion is generally obstinate constipation,
which is one of the most common and most serious symptoms of every
uterine disease, The mass of hardened scybala can be evacnated only
after enemata and repeated efforts, and the fwces are often coated
with mucus, a sign of enteric inflammation. The constipation may
last for two or three weeks or end in painful diarrheea with tenesmus,
lasting several days; and sometimes even this will not oeeur without
the use of purgatives. The accumulation of fwces and consequent
distension u}) the intestine bring on a kind of paralysis, the retained
mass becomes parily decomposed and some of its elements may be
reabsorbed. The effect of this form of blood poisoning, to which
Barnes gives the name of Copramia, may be seen in the sallow, dirty
hue of the skin, the ill-smelling cutaneous secretions, in dyspepsia,
flatulence, pyrosis, and in fact in endless disorders of nutrition and
innervation. Sometimes the paralysis and obstruction of the intestine
go so far as to resist all treatment ; 1 have seen several women die
from simple constipation. In spite of constipation the sufferer may
be tormented by an urgent desire to go to stool, owing to pressure
being exercised on the rectum by the uterine tumour. This desire
becomes so strong that women make violent expulsive efforts, the
only result of which is the excretion of some bloody mucus, with
tenesmus and intolerable straining. In this way habitual constipation
increases uterine disease both directly and indirectly. It almost
always leads to heemorrhoids, anal fissure, contraction of the sphincter
and violent pains during defmcation, which may persist for a long
time afterwards. Such violent efforts cannot be made without painful
reaction on the uterus, and the patient dreads the effects so much that
she is apt to let the constipation go on unless constantly watched.

B. Derangements in the functions of the bladder and urinary systemn
are various. 'The urine i1s often clouded, esieciallj in the case of
patients who have a displacement or hypertrophy of the uterus, which
then presses on the bladder or urethral canal; particularly when any
new irritation arises in the womb, or an increase of old inflammatory
symptoms reacts on the bladder. Patients usunally complain of
frequent desire for micturition, often accompanied with dysuria and
sometimes with strangury and heematuria.

The bladder in fact often shares the morbid condition of the
uterus ; there may be congestion or even inflammation, and perhaps
catarrh of the mucous membrane; the urethra may be red, swollen
and bleeding ; the meatus congested and inflamed, and sometimes the
seat of small vascular tumours of which 1 shall speak subsequently.
Any pressure on the bladder from the abdominal or pelvic viscera is
very painful. The state of the urine corresponds to these morbid
conditions and requires examination. We find more or less viscous,
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flaky, mucouns, or muco-purulent deposits, which may coincide or
alternate with deposits of white powdery triple phosphates. These
muco-purulent and saline deposits are signs of vesical catarrh which
often accompanies uterine catarrh. Is Aran right in thinking that
much of the pain felt by women suffering from uterine disease is due
to these deposits and to the irritation cansed by their presence in the
bladder and their passage through the urethra? Catarrh of the
bladder with irritation and inflammation of its mucous membrane and
that of the urethra is a still more likely canse of much suffering.

Sometimes the abnormal condition of the urine is due to the kidney
itself. The secretion may not only be very much increased under the
influence of violent pain or hysteria, giving rise to the excretion of a
large quantity of transparent ““ nervous™ urine, but the secretion may
itself be altered, containing brick-red deposits of uric acid or urates.
There is sometimes a tendency to the renal lithiasis to which I have
already called attention as being coinecident with hepatic lithiasis. In
these cases, it seems to me, there is a rheumatic if not a gouty
diathesis.

II. Symptoms in the uterus.—It is desirable to ascertain at once
how the various reproductive functions have been performed, especially
menstruation and pregnaney. As regards menstruation, we must learn
the date of its appearance, the character of each monthly period and
its frequency and duration, the quantity of the discharge, and the
presence or absence of pain, with any particulars relating to the meno-
pause, If dysmenorrhcea has existed from the first it suggests me-
chanical obstruction, whereas if it supervened after marriage or after
miscarriage it is more probably due to cervicitis.

It is important to learn everything relating to previous pregnancies,
as well as to each delivery.

Sterility is a fact of still greater importance in the history of uterine
disease. Ifa woman has been married for several years without having
become pregnant the probability is that something is wrong; there
may be some malformation, or the sterility may be due to functional
disturbance or to disease. In nine cases out of ten I have discovered
the cause of the sterility in a malformation, or in a morbid eondition
of the cervix, and very frequently I have been able to remedy it.

Uterine symptoms are of two kinds—pain and excessive discharges.

Pain is the cry of the suffering organ. Of all local symptoms it
i1s the first to attract attention. It is, however, sometimes absent ;
but even in such cases it can be elicited by slight causes, and it is
always of great importance. We must study pain from three points
of view—1. Its form of expression. 2. Its seat. 3. Its type.
When studying its form and mode of production we must distinguish
between spontaneous pain and that artificially elicited.

Spontaneous pain is rare if we limit the term to pain caused directly
by organic disease, but we ought to include pains induced by changes
of posture which give rise to tension. Spontaneous pain does, how-
ever, occur frequently enough, even when the patient is in bed with all
the muscles at rest and with no exeiting cause dependent on neigh-
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bouring organs. Such pain is almost always the symptom of acute
disease and generally of inflammation, such as occurs in acute hy-
Eeraemia, congestion, metritis, or ovaritis (whether puerperal or not),

ut most especially in perimetritis and hematocele. In some cases
this pain persists, even after the disease has passed into a chronic
state ; but as a rule spontaneous pain, strictly speaking, disappears
at this stage, and is only excited by pressure or concussion dependent
on movements. Although patients generally suffer least when in bed,
there are instances where less pain is felt when walking or standing.
When the dorsal decubitus causes pain we may suspect retroversion,
retroflexion, a tumour, or a retro-uterine hematocele. Many patients
suffering from chronic metritis or congestion, or even from simple
hypertrophy with relaxation of the uterine ligaments, experience con-
siderable pelvic pain when lying down, especially if the bed slopes
downwards towards the foot. I have known several invalids who, not
content with making the bed quite horizontal, have instinctively taken
the precaution of placing a pillow under the nates, so that, the pelvis
being higher than the shoulders, the nterus escapes all pressure from
the abdominal viscera. The lateral decubitus, with semi-flexion of the
limbs, is sometimes adopted to avoid the pain referred to, but this
lateral position may cause other pains. If these are felt on the side on
which the patient 1s lying the lesion will be there also, whether its
seat be in the ovary, uterus, or connective tissue, the pain being pro-
duced by pressure on organs extremely sensitive from their patholo-
gical state and exposed by their position to pressure from neighbour-
ing viscera. If, on the contrary, pain is felt in the other side, it is due
either to the dragging of the diseased uterus on the ligaments and
appendages of that side, or to aninflammatory condition with abnormal
adhesions, in which case it may depend on dragging caused even by
the weight of a healthy uterus. Some patients find that the least
fatiguing position is that of pronation—either lying on the stomach
or on elbows and knees ; this is almost a certain sign of retroflexion.
Spontaneous pain may be felt more in sitting than in lying, asin cases
of uterine hypertrophy, hematocele, or perimetritis. The patient
cannot remain seated for long without experiencing a painful sensation
at the anus and perinwum similar to that caused by hmmorrhoids,
urgent desire to go to stool, or a disagreeable and sometimes burning
heat in the perinzum with a feeling of fulness and weight in the

elvis. These pains sometimes become so intense that tlie patient,
not being able to remain sitting in the ordinary way, will rest in
Turkish fashion, or throw the weight on the heels placed below the
opposite tuberosities, or finally he down to escape this discomfort.
Sometimes the sitting position makes the patient feel as if a hard body
Eressed on the anus or perinzeum ; at other times it is as if such a hard

ody pressed painfully upwards on the uterus and abdominal viscera.
This sensation may be felt under various circumstances, especially in
pelvic peritonitis ; but I have often seen it when the uterus alone was
affected ; it is rarely absent with hypertrophy of the cervix, especially
when this coincides with fungous granulations or metritis. In such
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cases the sufferer not onmly avoids sitting long, but takes great care
not to sit down abruptly, knowing that by so doing she would produce
the pain I have just described, which may be so severe as sometimes
to induce syncope.

Standing seems to cause pain which neither the position nor the
special disease can always account for. In cases of displacement, it is
natural that standing, like walking, should cause a troublesome drag-
ging on the ligaments or painful pressure of the displaced or pro-
lapsed uterns on neighbouring organs; but in other cases, such as
leucorrheea, one cannot connect cause and effect. Whenever the
uterus or the ovaries are affected, they necessarily become more sen-
sitive, and they are sure to suffer simply from the weight of the
abdominal viscera. It may be in this way that standing causes pain.
In walking the weight of the viscera probably comes now on one and
now on another part of the pelvis; while in standing the suffering
uterus bears the whole pressure continuously, and consequently many
women prefer walking to standing.

However, in the majority of chronic uterine diseases, walking and
other physical exercises cause the most violent pain. It is needless
to add that in cases where pain is felt when the patient is at rest, it
becomes much more severe when she walks or otherwise exerts herself,
Walking so generally causes pain that many women suffering from
uterine disease lose the habit of walking. Others can walk in the
house or on a smooth flat path, but suffer as soon as they try to walk
on a rough road, or feel the vibration caused by a false step or even
by going down stairs. This is especially so in cases of metritis and
perimetritis, when the slightest shake is felt painfully and causes the
patient instinctively to put her hand on the hypogastrium. It is easy
to understand how much more certainly pain will be produced by
other and more violent exercises, such as dancing, riding, driving, &e.
I have seen patients suffer terribly after a little waltzing, and have
known others obliged to give up riding because it excited pain.
Travelling by railway, though better borne as a rule than driving,
sometimes causes great discomfort, the continual vibration producing
mental as well as physical excitement and uneasiness.

With other patients uterine pain is provoked by movements of the
arms, as in sewing or playing the piano; these actions often ecaus-
ing a painful reaction in the hypogastric region and throughout the
body.

I(j]:::ritus produces pain in many women by a complex process. The
physical movement, shock, orgasm, all unite in bringing about the
result. We must ascertain whether pain is produced by intromission,
depending on vaginitis, fissure, spasm, or contraction of the vulva ; or
by the shock against the uterus causing a direct effect upon this organ
and the surrounding tissues. Sometimes, though no pain is felt at
the moment, great general fatigue, as well as throughout the pelvis,
is experienced the following day. As a rule these invalids avoid
sexual intercourse, either on account of the suffering it entails or
because of real uterine inertia. DBut besides causing pain intercourse
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may become very difficult and in some cases impossible. Barnes!
considers this symptom of difficulty so important that he has given it
the name of dyspareunia, a word by which household troubles were
often signified by the Greeks. Dyspareunia may depend on (1) vagi-
nismus, i.e spasm, either direct or reflex, of the constrictors of the
vulva and vagina; (2) pain; (3) chronic nervous irritability due to a
first coitus having been incomplete or awkwardly performed ; {4) pain
caused by inflammation; (5) embarrassment; (6) tumours; or (7)
malformations, imperfect development, imperforate hymen, narrowness
of vagina, &c., in short, whatever the cause may be the symptom is
one that necessitates a direct examination.

Tight dresses even when worn for a short time only have their
influence in causing pain. Cruveilhier long ago pointed out the
effects produced by tight lacing on the form and position of the abdo-
minal viscera; and we can easily understand how the compression of
these organs and their pressure on the diseased uterus or ovaries may
cause intolerable suflering. An abdominal belt on the contrary raises
and supports the viscera. Indeed, stays are often voluntarily relin-
quished before consulting a doctor.

We must next ascertain whether pain can lbe elicited artificially.
This is necessary with all patients in order to determine the seat and
exact starting point of the pain; but it is specially important with
those who, from special idiosyncracy or from a hard and laborious
life, are not sensitive to pain. The simplest plan is to ask the patient
to make the movements likely to cause suﬂ‘enng A woman who is
seated in an easy chair may assure us in good faith that she has no
pain whatever ; but ask her to rise and walk across the room, or lift a
piece of furniture, and she will be conscious of suffering immediately.
As a rule, it is by manual examination that we learn the seat and
degree of pain. Abdominal pressure, digital examination by the
vagina and rectum, separately or all combined, will generally elicit
dull latent pain. Abdominal pressure may be made when the woman
is either standing or lying, if standing she ought to lean forward, if
lying the knees onght to be well drawn up, so as to relax the abdo-
minal muscles ; a gentle but continued pressure must be made with
the tips of the fingers over the hypogastric and iliac regions as well as
in the groins. 1f pain is elicited by pressure, we ought to verify our
diagnosis while the patient is standing, by placing the hand trans-
versely on the hypogastrium above the pubis, lifting all the abdominal
viscera towards the diaphragm and letting them fall abruptly ; repeat-
ing this mancuvre two or three times. If the patient feels relieved
when the viscera are lifted up and experiences pain when they fall,
we are able to determine the existence, seat, and often the cause of t.he
pain, and can also estimate the utility of a hypogastric belt to support
the abdomen,

During vaginal and rectal examination the tip of the finger may
press on the neck or body of the uterus, or on the ovary ; or, again,
on a peri-uterine tumour, to determine whether it is solid, sanguineous,

! Diseases of Women, 2nd edition. London, 1878, p. 65.
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or purulent. If this pressure does not cause suffering, a slight shock,
as 1n practising balottement to diagnose pregnancy, may elicit pain,
At other times abdominal palpation must be associated with vaginal or
rectal touch before we can determine the exact seat of suffering, which is
sometimes in the ovary, sometimes in the uterus, and sometimes in a
retro-uterine tumour. In any case it is very important to elicit pain.
‘When felt it is impossible for the patient to conceal her disease or to
ignore its existence. It is, however, necessary to point out an error
into which we may fall. Some patients, especially young girls who
are unaccustomed to the contact of a foreign body in the vagina, partly
from sensitiveness, shrink with alarm and fear from the slightest touch,
sometimes crying out as if in pain. If this occurs just as the finger
touches the uterus the physician is all the more likely to be led astray ;
he must remember that, apart from the sensitiveness of the patient,
this apparent manifestation of pain may be owing to the shock or (so
to speak) to the surprise of the organ; if he continues the examination
gently and patiently he will generally succeed in discovering the real
seat of pain.

There are six seats of pain—three principal and three accessory.
The tiree principal seats are—1, the iliac regions; 2, the loins; and
3, the hypogastrium.

1. Iliac pain is the most common ; it corresponds to the iliac fossa,
spreading towards the hypogastric and lumbar regions, but especially
towards the pelvic brim and cavity. This pain must not be confounded
with true lumbar pain, nor with intercostal neuralgia, which patients so
often complain of below the breast. The mistake is the more easily made,
as both kinds of pain are generally felt in the left side. Iliac pain is
described by patients as pain in the side ; as a rule this is a pathogno-
monic¢ symptom of uterine disease. Aran thinks it is generally due to
inflammation of the ovary or appendages. Many cases may be ex-
plained in this way, but not all, because ovaritis 1s not limited to the
left side. I think it can be accounted for in another way ; just as pain
in the back may arise from tension of the utero-lumbar ligaments, so
may left iliac pain be produced by tension of the broad ligament. This
may oceur without metritis, ovaritis, or perimetritis. The uterus, in
some morbid conditions, increases in size and weight ; its normal in-
clination to the right being still more exaggerated, it necessarily drags
on the left side of the broad ligament; this dragging is enough to
cause pain, and may even produce perimetritis.

%. Lumbar pain, generally called “ backache,” though less frequent
than iliac pain, is yet very common, and often very troublesome. Some-
times it is confined to the renal region, or it may spread to the sacrum,
or even to the abdomen ; at other times it extends from the loins,
where it reaches its mazimum, down each side to the iliac regions and
even to the hypogastrinm and pubis, encircling the abdomen with a
belt of pain and sometimes terminating in a violent uterine spasm.
Its cause is as variable as its mode of manifestation. Sometimes it
depends on the contraction of the utero-sacral ligaments, or possibly on
their distension, from the descent or retroversion of the uterus ; some-
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times on congestion distending the ovarian veins and pampiniform
plexus ; or, again, it may be due to the accumulation of leucorrheeal
mucus and to the contractious provoked in the uterus in order to ex
it ; sometimes it is caused by cervicitis, whether simple, granular, or
uicaeratwe Lumbar pain generally indicates disease of the cervix,
whilst iliac pain (especially if associated with dyspepsia) is more fre-
quently connected with an affection of the body of the womb or of one
of the uterine appendages, Sacral, like anal pain, is suggestive of
retro-flexion, or of a retro-uterine tunmur

3. ]:lj'pngastrm pain has its seat immediately above the pubis, and
seems, more than any other, to have its starting-point in the body of
the uterus and to be dependent on an inflammation of that organ. It
appears when artificially elicited rather than spontaneously. Many
patients, also, who do not complain of it at first, feel it as soon as
pressure is applied to the abdomen. This symptom is never absent in
uterine disease. Although this pain is seldom spontaneous, it is still
very disagreeable to women ; it interferes with their walking, or, if they
do walk, they feel the nmesmy of supporting the hypogastrium witha
belt, or they keep their hands in front, ready to protect themselves
from the slightest shock which might occur. This pain must not be
confounded with the sensation of dragging at the umbilicus (associated
with sacral pain), which is often a symptom of retroflexion.

The three accessory seats of pain are—1, the anus or perinseum;
2, the vagina or cervix ; 3, the cavity of the pelvis.

1. Anal or perineal pain is generally produced by pressure from a
peri-uterine tumour, from the fundus of the retroflected uterus, or
from the uterus itself, either hypertrophied or prolapsed. I have
already referred to patients affected with hypertrophy of the cervix,
who suffered pain at the anus and perinzum, not only in walking and
riding, but when sitting. 2. Faginal pain 1s less frequent. In cer-
tain acute diseases the uterine pain extends to the vagina, but it is
more often due to the development of peri-uterine disease, especially if
such disease is of an acute or inflammatory nature. In this way hema-
tocele, retro-uterine peritonitis, peri-uterine inflammation, or abscess,
sometimes produce in the vagina heat, swelling, or sharp throbbing
pain extending to the vulva, which may become excruciating. In
chronic disease this pain is often not felt unless artificially elicited.
3. Pelvic pain is usually the symptom of peri-uterine disease, or of
cystic or solid tumours of the ovary or uterus. In acute peri-uterine
diseases such pain may be violent and accompanied with throbbin
in{l a sensation of distension; in chronic diseases it is dull anﬁ

eavy.

Radiating pain is chiefly pelvic. Iliac pain extends to the groins,
either along the round ligament or by the ilio-pubic branch of the
lumbar plexus. In this case the radiation assumes a neuralgic cha-
racter ; there is an iliac centre, an abdominal centre, and one in the
labia majora. Lumbar pain ‘radiates oftenest alang the course of
the sciatic nerve. This radiation, like neuralgic pain, 1s occasional and
intermittent ; but it may be more frequent, prolonged, and even con-
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tinuous, if dependent on direct compression of one of the sciatic nerves
by a uterine, ovarian, or pelvie tumour. The hypogastric pain, like
the iliac, sometimes extends to the groin, but oftener to the upper part
of the thigh, following the divisions of the obturator nerve, or extend-
ing along ‘the anterior aspect to the knee, and sometimes below it, fol-
lowing the branches of the erural nﬁrva. The other pains, whel,her
sympathetic or reflex, are not simple radiations; they have already
been referred to under the head of general disorders of the nervous
system.

Pain may be of a continuous or an intermittent type. Confinuous
pain varies in intensity according to the individual and to the disease.
It is worthy of remark that the most painful diseases are not always
the most serious, and that certain ineurable diseases, such as cancer
and epithelioma of the cervix, may be developed without producing
symptoms fitted to arouse the anxiety of patients. IHence the phy-
sician is almost always consulted too late to be able to do more than
palliate suffering ; whereas if called at the commencement he could
have removed the diseased portion of the neck by the knife or cautery
and so frequently might have saved life. Cancer itself, whether of the
neck or of the body, does not canse suffering until ulceration begins ;
on the other hand, acute inflammation, neuralgia and catarrh often
produce most violent pain. The intensity of pain is not always pro-
portioned to its acuteness, There are kinds of pain which are intense
but dul], giving the sensation of a weight, a distension, a numbness in
the various regions I have described, and espeeially in the pelvis and
along the pelwc nerves. There are others of a burning or lancinating
character, resembling neuralgia, but less persistent, appearing and dis-
appearing in proportion to the pressure exercised by l;he uterus on the
ramifications of the crural, obturator, or sciatic nerves, this pressure
depending on the posture adopted by the patient.

Tutermittence of pain depends on three principal caunses :—Inter-
mittence is often characteristic of meuralgic pain. The neuralgia
which accompanies uterine disease may, like other neuralgia, cease
after a eertain time, or even acquire the character of periodicity. The
sudden attacks and exacerbations which are often observed in chronic
uterine diseases, especially in those of an inflammatory nature involv-
ing the peritoneum and accompanied by suppuration, may also explain
the occurrence of intermittence. Such crises are often dependent
on disorders of menstruation, and each monthly period may be the
signal for an exacerbation of the disease and of pain. Or intermittence
may depend on the very nature of the affection, and on the uterine
contractions which are developed in the course of the disease. These
contractions are painful. They are easily distinguished by the expul-
sive character they assume; patients complain of a sensation of some-
thing pushing downward, as in labour pains; young girls even can
trm;:l: the connection, when their attention has heen EEI.“Ed to the coin-
cidence, between these pains and the expulsion of a certain quantity of
mucus or clots of blood. They are caused by an accumulation of
mucus or muco-pus in cases of catarrh and leucorrheea; by an accu-

8
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mulation of blood in hemorrbages ; or they may be due to stenosis of
the os, or to polypi or tumours in the uterine cavity, which may
prnduce local irritability and spasm.

Another indication is afforded by the character of the dis-
charges from the vulva; whether sanguineous, mucous or muco-
purulent.

1. Ulerine hemorrkage is by no means an invariable symptom of
disease of the womb. In some cases there is little or no derangement
of the menstrual function ; but this is the exception. The recurrence
of the monthly period may be tardy, or too frequent, or there may be
intermenstrual hzemorrhage ; oftenest of all there is dysmenorrheea
with diminution in the quantity of blood. If the catamenia have
never appeared, we must learn whether general and local symptnms
recurring periodically may not have indicated the menstrual molimen ;
or there may even have been hemorrhage within the uterus without
any external discharge, the blood being retained from imperforate
hymen, obliteration or deviation of the cavity of the ecervix, or an
occlusion of the uterine orifice. It is important to distinguish the
cases in which there is retention from those in which the hemerrhage
has never taken place, and from those still rarer instances in which
the uterus is wanting. 1 have seen an instance of the last kind, and
also several cases where the uterus had no external outlet owing to
the cicatricial obliteration of the vagina following upon gangrene after
delivery. I have operated on several girls for imperforation of the
cervix and have found menstruation subsequently take place regu-
larly, and I have often seen menstruation entirely or partialljr
obstructed by stenosis of the os externum or internum, or by ano-
malies in the position of the orifice or in the direction of the cervieal
canal. Fortunately, amenorrhea is much oftener due to some fune-
tional disturbance or to a morbid condition of the general health,
such as chlorosis or anemia, and it must not be forgotten that
amenorrhea may possibly depend on pregnancy even in a woman who
has never menstruated.

The next point is to ascertain whether the menstrual function is nor-
mally performed. In a number of uterine diseases the catamenia are
excessive, in others defective. It is important to ascertain whether
the quantity of blood habitually lost has increased or diminished.
Differences are relative rather than absolute; for one woman normally
loses very little in comparison of another. The length of the period
also varies, and in this respect we must take individual idiosyncracies
into account. Some women may be in good health although the
menses only last for a few hours, whilst in other cases they continue
for twelve or fifteen days. The normal period of recurrence is also
variable though in most cases the menses return every twenty-eight
days ; in some women, however, the ordinary term is thirty, thirty-five,
or even forty days, whilst in other cases it 1s reduced to twenty-five,
twenty, or even fifteen days. We must carefully distinguish men-
struation from simple hemorrhage having no conmection with the
catamenia. Although uterine heemorrhage may sometimes be accom-
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panied by general and local symptoms which make a differential
diagnosis difficult, yet the menstrual flow is generally marked by
distinctive signs not confined to the uterus but involving the whole
generative system, and accompanied by an unusual sensibility in the
womun as well as other symptoms, varying in different individuals, but
habitually characteristic of each ; the whole being sufficient to prevent
our confusing the physiological function with the pathological pheno-
menon, in spite of their single common element, the loss of blood.
The general and local symptoms of the menstrual molimen are so
marked that they can easily be diagnosed even when there is no
hemorrhage. Sometimes we see the catamenial molimen occurring in
the intermenstrual period, accompanied by pain, local faticue and
reaction on the general system, which is all the more intense because
not followed by a ecritical hamorrhage that would give relief (see
Chapter on Menstruation). It is no less important to have correct
information as to the quality and colour of the blood discharged.
Sometimes it is darker, sometimes paler, than normal. It may be so
dark as to be almost black, with dense viscous consistence, or perhaps
in a state of coagulation, being expelled probably at intervals rather
than continuously. All this indicates that the blood is of venous
rather than arterial origin, or that it is mixed with mucous secretions,
or that it has been long retained in the uterine cavity owing to inertia
or to constriction of the orifice. At other times the discharge is pale
and thin, of serous or sero-sanguinolent nature, leaving on the linen a
pale pink stain surrounded by a grey areola ; this is symptomatic of
chlorosis, uterine catarrh, &e¢. The blood may be fluid or may he
expelled partly in clots. The size of these clots and the presence or
absence of pain at the moment of their expulsion may indicate
increased size of the cavity of the womb with mertia of its walls, or
on the other hand, contraction with spasm and partial occlusion of the
orifices. In short, menstruation may undergo many important
changes. When these derangements are marked they are designated
by the names of amenorrhwea, dysmenorrhea, menorrhagia and me-
trorrhagia ; these may be not only important symptoms in diagnosing
a case, but essential morbid conditions which will be deseribed as such
in due time.

It must always be borne in mind that these different symptoms may
not only indicate uterine disease, but possibly pregnancy, abortion, de-
livery, &c. While no one doubts the significance of amenorrhea and
heemorrhage, dysmenorrheea is treated as of less moment, in consequence
of a common idea that many women suffer at their monthly periods
who yet have nothing the matter with them ; but this is a mistake ; the
more experience we gain the more we are convinced that dysmenorrhea,
especially when associated with dyspareunia and sterility, is invariably
symptomatic of a mechanical obstacle to the excretion of the catamenia.
We must learn all we can as to the history of these hemorrhages, the
frequency of their recurrence, whether they are spontaneous or elicited,
if they occur in the morning or evening, whilst the patient is at rest
or after exposure to fatigue, as in walking, driving, riding, and espe-
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cially in coitus. A few drops of blood after congress, especially if
associated with muco-purulent leucorrheea, onght to make us suspect
fungous granulations of the cervix, if not a more serious organie lesion,
sometimes cancer,

2. Leucorrhea, or the various discharges from vulva, vagina, or
uterus, ought to engage our attention for two reasons—1. Because
many patients do not mention this symptom to their doctor, thinking
that all women suffer in this way. 2. Asleucorrhea is always abnormal
its existence convinces us that a pathological change of some kind has
taken place in the generative system. We must find out if these dis-
charges are spontaneous, or if they are caused by walking, coitus, &e. ;
if they are insignificant or abundant, conlinuous or intermittent; if
they cause inconvenience and are accompanied by fatigue, pain in the
stomach, dragging in the loins and in the middle of the back. The
peculiar characteristics of these discharges give us indications, and
often point out to us with certainty their source and even the nature
of the disease which produces them.

The normal secretions of the vulva, vagina and uterus are not con-
tinuous but intermittent, only taking place simultaneously with the
performance of their principal functions—coitus, menstruation, preg-
nancy and delivery. They may also occur normally after any fatigue
or excitement, whether local or general. When pathological, these
discharges may retain their normal character, being produced simply
by hypersecretion, or they may assume an ahnormn%nal;ure, depending
on some derangement of the secretion.

Simple hypersecretion.—The vulval mucus is transparent and viscid,
with acid smell and reaction, presenting nucleated epithelium with
fragments of pavement epithelium, the secretion being either continuous
or intermittent, as the case may be. The vaginal muecus is a milky-
white emulsion, not viseid, with acid reaction, continuous secretion,
and a large preponderance of solid elements, giant cells of pavement
epithelium predominating over the liquid elements. The uterine
mucus 1s an albuminous liquid, very viscid and stringy, sometimes
tenacious, closely resembling white of egg, often quite transparent,
secreted intermittently, with alkaline reaction, containing cylindrical
or ciliated epithelium with mucous globules or nucleated epithelial
cells ; the cervical secretion the most tenacious of all, and contain-
ing more ciliated epithelium than the mucus of the fundus. As to
age, we must remember that vulval leucorrheea is specially common
in children, vaginal leucorrhcea more frequent in young women,
uterine lencorrheea, especially when cervical, most common in
middle-aged and old women. The first is sebaceous (except the
hypersecretion of the vulval glands of Bartholini); the second, epi-
thelial (common or pavement) ; the third, mucous or nucleated.

Derangement of secretion.—The vulval discharge may become yellow,
green, purulent, or, in mixing with hypersecretion of sebaceous matter,
may form a magma, with strong, acid, cheesy smell, very irritating to
the adjoining parts, which become excoriated. The vaginal secretion
may become very thick, eurdy, greasy (never viscid nor gluey), always



PRESUMPTIVE SIGNS INDICATING UTERINE DISEASE 117

acid, or, on the contrary, very abundant, more fluid, mixed with pus,
yellow or green or sero-purulent, like the pathological secretion pro-
duced by a blister excreted continuously, very irritating, and causing
excoriation of the vulva and upper part of the inner side of the thighs.
It is an undoubted fact that the vagina suppurates much more frequently
than the uterus, which is in accordance with Virchow’s remark that
mucous membrane with cylindrical epithelium is slow to suppurate.
The uterine excretion may become white, grey, yellow, even green, or
streaked with yellow and white, of yellowish-green colour, partly
transparent, always alkaline, more fluid, sometimes quite serous, but
often tenacious, excreted intermittently and with the knowledge of
the patient who experiences uterine colics as soon as the contractions
of the organ expel the liquid, which is sometimes accumulated in large
quantity in the uterine cavity and then falls into the vagina or on the
vulvain one mass, as the white of egg would do. When the cervix 1s
affected the mucus may become so gluey and tenacious that it adheres
to the organ for a long time, and is only detached from it in a half
solid form, similar to the cervical plug of pregnancy. To these cha-
racteristics, of which intelligent patients are well aware, we may add
those furnished to us by stains on the linen, of which I shall speak
when giving the diagnosis of leucorrheea.

Mizture with another liguid, normal or pathological.—The dis-
charges may become serous or sanguineous, which 1s almost always
the indication of a serious derangement of the secretion, of superficial
ulceration with exudation, or of the existence of an ulcer, granulations
or fibroma, or of some organic lesion. They may become sero- purulent,
purulent, ichorous, with fetid smell, the latter too often the indication
of a cancerous affection. I have never been mistaken as to that smell,
to which sufficient attention is not paid. When the utero-vaginal
secretion has aceumulated owing to the presence of a pessary, and is
heated, it has a foul smell certamly, but only that of acid fermentation
or heated pus, which all surgeons notice on laying bare a wound when
an abundant suppuration has been retained by the lint dressing ; the
smell of suppurating cancer, on the contrary, is nauseous, stale rather
than acid, somewhat similar to macerated animal matter, often noticed
at a distance, or as soon as the dress of the patient is removed. At
other times the discharges assume a character of liquid transpareney,
and are called watery discharges, hydrorrheea, hydrometria (See this
word). They may have different sources, as we shall see when we
come to consider lencorrheea. These watery excretions are sometimes
of no moment ; at other times they are symptomatic of serious dis-
eases, such as an ovarian cyst, epithelioma, &c. The variety of patho-
logical fluids is great. There are others to which I have not yet re-
ferred, because there is much about them of which we are still ignorant.
I mean those fluids produced by gaseous excretions or physometria
(See this word). We must beware of the rather frequent accident of
the introduction of air by the syringe into the vagina or uterus, or of
the facility with which the vagina opens and sucks in atmospheric air
during pronation in some women after delivery, or of the less common
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accident of a recto-vaginal fistula, which, though too small to admit
the passage of the fweces, allows intestinal gases to pass; buf, apart
from these accidents, gas may be developed in the vaginal cavity and
even in the uterus so as to distend it. This symptom, ealled physo-
metria, may be caused by putrid decomposition of fragments of feetus
or placeuta, or by decomposition of uterine secretions when abundant
and retained by some cause in the womb.

Lastly, discharges may produce a sensalion of pain, which though not
common is very intense when present. I have already spoken of ex-
coriations on the labia and thighs; but in addition to this, there 1s
often, especially in women who have passed the menopause, an intoler-
able vulval pruritis. This pruritis is often coincident with a vaginal
excretion, and may be due to want of cleanliness or to a disease of an
inflammatory, syphilitic, pruriginous, or herpetic nature. In such
cases the vagina is almost always painful, covered by an erythematous
eruption, and sometimes excoriated. The pruritus, however, often
exists alone as the effect of a peculiar nervous erethism depending
directly or indirectly on the uterine disease, especially when not
accompanied by any eruption, and when it does not yield to a solution
of bicarbonate of soda or to local applications of tar or tannie acid.

CerTaiN Sicys FurnisHED BY DirEctr ExaMiNaTioN

By the time we have reached this stage we have often more than
the presumption, we have almost the certainty, sometimes we have
the complete certainty that the patient before us is affected by uterine
disease. We can easily lead her to share this certainty and to see the
necessity for a direct examination. Methodic interrogation has
enabled us to diagnose uterine disease; a direct examination will
enable us to make a differential diagnosis, The means of investiga-
tion at our disposal are, palpation, the touch, the speculum, the
sound.

1. Abdominal Palpation—This is the simplest means of investi-
gation at our command and therefore the one we ought to employ
first. It is a kind of modified touch exercised by the whole hand, or
part of it, through the abdominal walls. The form of the abdomen
should be moticed, and the patient should be made to change her
position so that we may ascertain if there is fluctuation. The other
means of external examination are percussion, auscultation, the ex-
ploratory puncture, mensuration, &ec.

Palpation.—Palpation should be practised in two ways; when the
patient is standing and when lying. It matters little whether we
begin with the one or the other. If the patient goes to the consult-
ing room of her doctor, it is natural to begin with vertical palpation ;
if on the contrary she is obliged to keep her bed and sends for the
doctor he begins with horizontal palpation. In whatever order we
take them, the combination of these two modes of palpation in two
different positions, is more important than would appear at first
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sight ; each position helps us to discover certain symptoms which we
could not otherwise have made out.

The patient being in the erect posture, her back supported by a
pmcﬁ of furniture or l}v the left hand of the physician, the right hand

placed over the eplﬂastrlc or umbilical region ; when exploring
thf:se regions with the palm of the hand their temperature should be
observed. Gradually and methodically the hand is brought down,
going [rom right to left, any change in the form and size of the
abdomen being noted which may be dependent on a tumour con-
nected with the uterus or ovaries, or on an increase in the size of the
womb or its appendages, or to a fluid or semi-fluid effusion in the
peritoneum or pelvis, or merely to distension from a tympanitic con-
dition of the bowels, very common in uterine disease. Above all,
the size and sensitiveness of the various parts of the hypogastrium
and pelvic cavity should be ascertained ; and to do this, we must
ask the patient to lean forward, so as to relax the abdominal muscles.
In depressing the teguments with the tips of the fingers we often
elicit sharp pain immediately above the pubis, or on the inner side
of the left iliac fossa, at the transverse diameter of the brim.
These pains, together with tumefaction of this region, leave little
doubt as to the existence of an inflammatory disease of the uterus or
ovary. Any increase in the temperature of the hypogastrium ought
to be ascertained at the beginning of the examination as this is an
additional sign in favour of the supposition of chroni¢ inflamma-
tion of the uterus, its appendages or surrounding tissues. We
should also take advantage of the upright position of the patient to
obtain another indication which is too often neglected, although valu-
able to the physician both as regards diagnosis and treatment. Instead
of pressing down the abdominal parietes towards the pelvis as at first,
we raise the mass of viscera, so as to drive them upwards and backwards
towards the diaphragm ; then we let them fall down abruptly. By
repeating this little manccuvre two or three times we ascertain
whether the pressure exercised on the uterus by the weight of the
viscera is a cause of pain, and consequently we can determine whether
an abdominal belt, preserving the uterus from this painful pressure
will be helpful to the patient. When on the couch the patient should
be on her back, the legs bent on the thighs, the thighs on the pelvis
and slightly apart the head raised by a pillow so as to relax the
abdominal muscles, Whilst making the examination it is well to
speak to the patient so as to distract her attention, for many women,
from modesty or from sensitiveness, contract their muscles so firmly
when touched, that it is impossible to proceed. When the patient 1s
lying, we are able to depress the abdominal walls much more than
when standing, and so can better ascertain the more deeply-seated
changes ; not only those due to uterine tumours, fibromata, ovarian
cysts and pelvic tumours, but those also which have their rise in
disorders of other organs, such as the kidneys, the ureters, the
bladder, the small intestine, the cecum and the ascending colon.
In this way it is possible to distinguish a mass of stercoraceous



120 GENERAL SURVEY OF UTERINE DISEASES

matter in the sigmoid flexure, which has sometimes cansed so much
pain as to have led to errors of diagnosis. In this investigation of
abdominal and pelvic tumours by palpation it is not sufficient to
ascertain the differences in size, form, sensibility, and position of the
different organs; we must also learn to distinguish differences in con-
sistency and in resistance to pressure presented by these viscera or by
tumours. A single finger will sometimes appreciate these differences
better than the whole hand. In this way may be ascertained the
transmission of arterial pulsation, vascular or respiratory vibrations,
intestinal gurgling, the depressibility and molecular mobility of the
contents of some tumours susceptible of displacement, the stony,
cartilaginous or fibrous hardness of others, the softuess of a certain
numwber, the resistance of abscesses or cysts, &c. I do not mean
to say that palpation alone will enable us to diagnose small mobile
tumours, or even to elicit pain in inflamed organs, which recede
from pressure as the uterus does when not too large and not
retained by adhesions. But associated with vaginal touch palpa-
tion 1s one of the most ecertain and most valuable means of
diagnosis. When practised on the hypogastric and lateral regions
of the abdomen by pressing the pelvie organs down, it brings them
nearer to the exploring finger and sowetimes indeed enables the
examiner to hold them between the finger introduced into the vagina
or rectuw, and the hand which depresses the abdominal parietes.
The fundus, the Fallopian tubes, the ovaries, mobile pelvie tumours,
the posterior side of the uterus, would escape investigation if vaginal
and rectal toueh were not complemented by abdominal palpation and
even exceptionally by another mode of examination to which I shall
afterwards refer under the name of rectal palpation.

One last remark: before abdominal palpation is practised the
bowels should be evaenated by an enema or laxative, and the bladder
naturally or by catheter, otherwise it will not give us the certain
information that we require.

The complementary means of external eramination are: percussion,
quest for fluctuation, change of posture, auscultation, observation as
to the appearance and shape of the abdomen, an exploratory puncture,
and mensuration. These are practised when the patient is lying.

Percussion of the different regions of the abdomen, and especially
in those parts where there is abnormal tumefaction, enables us to detect
the presence of foreign bodies, whether gaseous, solid or liguid, and to
determine the exact limits of a tumour of the uterus or ovary (left
undecided by palpation), to discover their inequalities, and recognise
other complications, &e.!

I E.g. percussion enables us to perceive tympanitic resonance of the intestine
at the highest part of the abdomen near the nmbilicus, or on the contrary at its
most dependent parts the flanks, an essential distinction in diagnosing between
ascites and an encysted twmour; it limits the bounds of a solid or Huetuating
tumour ; it enables us to ascertain the presence of dulness in the most depen-
dent parts (ascites), or above the pubis, uniformly in the centre, with fluctua-
tion, (vesical tumonr, retention of wurine), or in the hypogastrium sloping
downwards with irregnlar surface, &e. (pregnancy, hypertrophy of the uterus,
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Examining for fluctuation is not less important in some cases ; it
enables us to discover effusions which may be in the lower part of the
peritoneal cavity and helps us to diagnose an ovarian cyst, and to ascer-
tain whether it is simple or multilocular, partly liquid and solid,
whether complicated with asecites, &c. The association of percussion
and even auscultation with this mode of examination leads us to dis-
cover the characteristic hydatid thrill, and so distingnish an acephalo-
eystic tumour of the pelvis or omentum from any other kind of tumour.
In certain cases palpation must be associated with digital examination
in order to discover fluctuation, the finger of one hand resting on the
most dependent part of the vaginal tumour, while the other hand de-
presses the hypogastrium firmly. Short taps on this region made by
a finger of the same hand are transmitted by the llquul to the tip of
the finger within the vagina.

Changes of posture and shocks given to the abdomen are useful
after percussion and palpation in giving additional information.
In order to discover [fu]uuss, resonance, ﬂuctuatiuu and the various
sounds which are recognised by auscultation we must examine the
patient, not only when she is standing and lying, but also on the
back on each side in pronation, and even on elbows and knees, as
Bozeman does for the operation of vesico-vaginal fistula. Nothing is
so useful as these changes of posture in displacing peritoneal
effusions and solid tumours attached to the broad ligaments or to the
mesentery, or in changing the relationships of organs or abnormal
products.

When these changes of posture are not sufficient to enlighten us
as to the weight and consistency of organs and as to the presence of
solids, liquids and gases in the abdomen, we may be able to throw
light on the diagnosis by eoncussion, which communicates a balotte-
ment, more or less considerable, to all the abdominal viscera. This
balottement, as well as changes of posture, may help us greatly in
diagnosing the case, not only because of the impressions transmitted
directly to the physician, but because of the new sensations which it
causes to the patient,

Auscultation is especially useful when we have to distinguish between
pregnancy and a uterine or ovarian tumour. When the uterus contains a
living feetus we can generally hear the feetal heart as well as the uterine
sonffle. The existence of the heart sounds in an abdominal tumour,
more or less lateral and not dependent on the uterus, which is rela-
tively defective in development, ought to lead us to diagnose extra-
uterine pregnancy. This question should always be determined before
forming a diagnosis of an abdominal tumour. In auscultating cases
of ovarian tumours or of uterine fibromata compressing the aorta or the
iliac arteries, a souffle can almost always be perceived on one side analo-

fibroma, &e.), or on one side of the pelvis extending to a more or less elevated
part of the iliac fossa (tumours of the broad ligaments or ovaries), or at the
most elevated part of the abdomen, with or without fluctuation and with
tympanitic resonance in the flanks (cysts, cystosarcomata, solid tumours of the
ovary).
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gous to what is called the uterine souffle. This sound is often
perceived on. the surface of the tumour and evidently arises from
the great vessels which traverse it, whether it be due to an ovarian
cyst or to the distension of the uterus by an enormous fibroma ;
it depends probably on the compression which the volume of the
tumour exercises on these vascular trunks at some point, and is an
indication of their great size. Auscultation also enables us to dis-
tinguish intestinal gurgling, tympanitic resonance, peritoneal friction
sounds, &c.

The external appearance of the abdomen gives the physician an
opportunity of receiving impressions which palpation alone would not
have afforded. We not only note the changes in colour and appear-
ance of the abdomen, the umbilical depression, the pigmentation of the
linea alba, presumptive signs of a commencing pregnancy, the vibices
due to the distension of the belly by a previous pregnancy, ascites, or
a tumour, wrinkles, cicatrices, marks of chafing, &c., but it enables
us also to detect the slightest change in the form of the abdomen.
The patient ought alternately to be standing and lying, especially lying
on the back. In this position we can easily distinguish the general
swelling due to meteorism ; the peculiar tumefaction of the sigmoid
flexure, colon or cecum, due to constipation; the vesical tumour
caused by retention of urine; the uterine tumour of pregnancy ; the
more limited protuberance of a solid {umour of the womb, ovary, or
broad ligaments; the prominent tumour, raising the umbilicus and
even the xiphoid cartilage, caused by the enormous distension of an
ovarian ecyst ; the iliac or hypogastric puffiness accompanying peri-
metritis ; lastly, the increased size of the belly in the flanks and in
the iliac regions due to ascites.

The exploratory puncture is of the same utility in diagnosing tumours
of the genital organs as of other parts of the body. It determines the
consistency and nature of the contents of the tumour by the issue of a
drop of liquid or of asolid particle. It may be applied not only to the
abdomen and to the external organs of generation, but also to the
vagina, to the posterior vagino-uterine cul-de-sac, to the uterus, or to
tumours of its cavity. :

As the complement of palpation, fapping is even more useful than
an exploratory puncture. Evacuation of the tumour helps us in the
same way that evacuation of the bowels and bladder does. I do not
say that this is pecessary in order to diagnose the existence of an
ovarian tumour, but it is impossible to ascertain the peculiarities of
its form and composition, the complications and adhesions, unless the
evacuation of the cyst permits the examination of the empty sac and
its appendages by means of palpation (associated with touch), the
abdominal parietes being now as easily depressed as they were distended
formerly.

Mensuration frequently repeated is useful in determining the
changes of size. We must measure the circumference of the abdomen
carefully with a tape, and always from the same points, using the
precaution of taking measurements from several points, in different
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directions (horizontally and vertically), before and after practising
the exploratory puncture.

2. Digital touch.—All practitioners agree in giving to digital touch
the first place as a means of examination ; it is all the more valuable as
being the one which causes least distress to the patient, owing to our
being able to employ it without uncovering her. I insist on the capital
importance of digital examination for two reasons, The first is because it
has been neglected since the discovery of the speculum. Now, I have
seen so many women affected by serious uterine or peri-uterine disease
which their physicians, nevertheless, had failed to discover, because they
had only examined them with the speculum, that T cannot too strongly
warn practitioners of the danger of abandoning touch for the spe-
culum, which can do no more than correct and complete the informa-
tion given by the touch. The second is my hope of persnading
young practitioners to practise this mode of examination. Now, in
order to be able to do so, or indeed to make any other examination
profitably, it is not only dexterity that is required, we must also have
an exact knowledge of the sensations due to a normal and an
abnormal condition of the organs explored ; this knowledge is only
acquired by habit, and I can assure all young practitioners who wish
to perfect themselves in this mode of investigation, that they will be
surprised to observe what constant progress they make. Digital
touch, like abdominal palpation, is practised when the patient is
standing or lying ; in England the usual position is on the left side.
In most cases 1t is indispensable to examine the patient by touch
when she is standing. It is often the only means of reaching the
cervix in girls, as with them the uterus is generally very high up.
It is the same with tall women who are stout, because the cellular
adipose tissue, which lines the perineum, shortens the examining
finger ; the vertical position is sometimes insufficient to enable us to
reach the cervix, unless the patient makes an expulsive effort which
forces the uterus downwards. The vertical position facilitates exami-
nation of the cervix of a pregnant woman, as well as that of a uterus
containing a fibroid tumour ; in both of which cases the womb rises
above the pelvis as Simpson has pointed out. This mode of exami-
nation also helps us to practise balottement and to appreciate the
weight of an inflamed or hypertrophied uterus which may be an
important element of diagnosis. Lastly, this alone can give exact
information as to elevation, descent, displacements or flexions of
the womb ; for all these displacements are modified by the horizontal
position. When making the vaginal examination in the erect posture
the patient ought to have her back against a piece of furniture, the
legs slightly apart, the body leaning forward so as to relax the
abdominal muscles, the hands on the back of a chair. The physician
on a low seat, or on his knees, introduces the right hand under the
dress of his patient, having previously anointed the index finger, so as
to preserve it from infection, as well as to facilitate its introduction.
He follows the line of the right thigh and tries to reach the posterior
commissure of the labia, endeavouring to avoid the anus behind and
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the clitoris iu front in order to save the patient the annoyance of
having these sensitive organs touched. Contrary to the advice given
by some authors the other fingers ought not to be bent on the palm
of the hand, as doing so shortens the index finger nearly an inch.
They ought on the contrary to be left in extension and as far as
possible from the index, the thumb directed forwards towards the top
of the vulva, on one side of the clitoris, resting on the labium, whilst
the three other fingers, directed backwards, should rest on the
perineum and anus, raising them if necessary, so as to shorten the
vagina and bring the uterus nearer the index finger. We must learn
to execute this little manceuvre in spite of the resistance offered by the
coceyx and adipose tissue of the perineum ; for in certain cases
we could not otherwise reach the uterus, its appendages, or peri-
uterine tumours situated high up in the pelvis. When the index
reaches the posterior commissure of the labia it depresses the four-
chette and insinuates itself easily into the vagina. The finger is
made to feel its way all along the posterior wall of the vagina towards
the cervix, taking note of the condition of the mucous membrane, its
temperature, observing whether it is dry or moist, whether its surface
is smooth or rough, &c. Having reached the cervix, it first examines
the two lips and the os and then carefully examines the fundus of the

Fi 111.—Vaginal touch associated with abdominal palpation.

vagina. Then it makes its way back to the vulva, now exploring the
anterior wall of the vagina in the same way as the posterior was pre-
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viously examined. Sometimes, in place of one finger we may have to
introduce two or even four when we have to ascertain the presence,
form and consistency of a tumour, its connections with the uterus,
whether pediculated, &c. The vagina should next be explored whilst
the patient lies on her back ; only by this means are we able to
ascertain certain pathological conditions, the existence and limitation
of ovarian or peri-uterine tumours, the distinction between these
tumours and the uterus itself when deviated or flexed. Vaginal
touch associated with palpation may give to our diagnosis a certaint
which could not be acquired by any other means. It is the best of
all modes of examination for enabling us to judge as to the integrity
of the uterus, the ovaries and the Fallopian tubes. Having asked the
patient to flex the lower limbs and open them slightly, the physician,
without uncovering her, proceeds to practise the touch with the same
precautions as he employed in the vertical position. I think it is
better for him to pass the hand under the thigh nearest him ; it is
more convenient, there is less risk of touching the clitoris, it allows
the finger to penetrate further, and above all forces the patient to keep
her thighs well flexed, which facilitates the examination. After
having acquired experience in this mode of examination, in using the
other hand simultaneously for palpation and in depressing the various
parts of the hypogastrium, there are very few lesions which can escape
our investigation.

In England it is usnal for the patient to be placed on the left side
when examined. It is also the eustom in that country for women to
be delivered in this position. The knees are drawn up, the head and
shoulders directed obliquely across the couch, whilst the nates are
brought near the edge of the bed. In this position the vulva is easily
penetrated without uncovering the patient, but it is difficult to practise
palpation, or to appreciate uterine displacement and the relative situa-
tion of the various organs as exactly as in the dorsal position; the
only advantage of the lateral decubitus is that it sometimes reveals to
us the mobility of a tumour or the existence of adhesions attaching the
uterus and its appendages to the pelvis. Scanzoni and other writers
have proposed that in the case of virgins we should content ourselves
with the information furnished us by rectal touch, as if this mode of
examination were not far more repugnant to the delicacy of girls than
the vaginal touch itself. We can persuade a young girl as well as a
married woman of the necessity of a vaginal examination, and it is easy
to practise this without injuring the hymen—the physical sign of vir-
ginity. The precautions to be taken are these : the patient should be
requested to Il;ring her thighs close together in place of separating
them, as this puts the hymen in a state of tension unfavorable to the
entrance of the finger into the vagina. The index finger (well
greased) should then be placed on the fourchette, and rest there for
a few seconds, till the spasm caused by the contact of a foreign body
has passed ; then let it glide gently forwards, depressing not only the
fourchette, as in the case of a married woman, but also the inferior
border of the vulva and the hymen attached to it. Bringing the thighs
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together makes this membrane depressible, just as bringing the fingers
together makes their commissure depressible. It is only after having
ascertained the depression of the hymen that the finger should be
slowly insinuated into the vagina, when it will penetrate without pain
or difficulty. I have often practised the vaginal touch under these cir-
enmstances, and have never caused suffering or hzmorrhage, nor torn
the hymen, which is often more or less obliterated in these young girls
owing to the leucorrheea which so often accompanies uterine diseases
in virgins. It is not so much the hymen as the sphincter of the vulva
which it is difficult to pass, but it can always be managed by going
slowly and gently. Fnally, whatever may be the age of the patient,
the condition of the genital organs, or the position in which we prac-
tise the touch, we must endeavour to make the examination as short as
possible, remembering that it is always disagreeable and often painful.
On this account we must, above all, learn to practise the vaginal touch
methodically ; we must know beforehand all that we ought to seek
for and all that we can find by its assistance, observing every indica-
tion given to us as we go along. Having already explained how it
ought to be practised, I will now point out the valuable information
which it gives to the physician as he proceeds from the vulva to the
uterus, and from the uterus to the vulva. 1In the first place this ex-
amination may disclose to us, or at least give us reason to suspect,
some malformation. I refer the reader to the description given in
another place of these abnormalities. Next, the condition of the labia
and the orifice of the vagina should be observed, the contraction which
this latter and the vagina itself may have undergone after the meno-
pause being sometimes so great as even to make the entrance of the
finger difficult. The presence of tumours, cysts of the labia, of the
vulva, of Cowper’s gland, of the posterior vaginal wall, tamours of the
rectum perceptible throngh this wall, distension of the bowels due to
the presence of fieces, which are depressible, and which nevertheless
have sometimes been taken for real tumours, may be determined by this
mode of examination., In withdrawing the finger we ascertain the
state of the mucous membrane and the existence of any eysts, polypi,
or vegetations which may be found on the anterior wall of the vagina.
Vesical catarrh, cystitis, stone, gravel, may be recognised by the
pain caused by pressure of the finger on the anterior wall ; inflamma-
tion of the urethra, blenorrhagia, vascular or fibro-vascular tumours
of the urethra and meatus are brought to light by compressing the
inferior part of the anterior vaginal wall against the pubic arch. The
finger, before reaching the cervix, may discover in the vagina a tamour
originating in the uterus; this is often a polypus, a fibrous tumour,
elongation of the vaginal portion of the cervix or of oue of the lips,
rarely retroversion of the uterus. It is important to discover the con-
nection of this tumour with the cervix and fundus. At other times
there may be an encysted tumour in one of the vaginal walls, or
a solid tumour in the portion of the broad ligament which runs
along the lateral part of the vagina, and which may be an inflammation
of the lymphatics. Having reached the cervix we must first note the
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mobility or immobility of the uterus, distinguishing the mobility of
the cervix due to flabbiness from that of the organ as a whole. When
the uterus moves freely on its axis the finger is able not only to dis-
place the cervix, but in so doing to perceive by the resistance offered
the inclination of the fundus in the opposite direction. Mobility is an
important sign of the integrity of the uterus and sarrounding organs;
it 1s destroyed by adhesions following peri-uterine inflammation ; it is
diminished by diseases of the ovaries and Fallopian tubes, and even by
uterine disease, or by the tumefaction, hypertrophy, and chronic in-
flammation of the organ. Even when the uterus is mobile the finger
may find the cervix changed in position, above, below, behind,-or in
front of the normal position. When the cervix is placed forwards and
high up, as if resting on the pubis, there is reason to suspect the ex-
istence of a tumour forcing it in that direction. At other times the
direction of the cervix is changed. It may be inclined forwards owing
to retroversion, but this is rare. More frequently it is directed back-
wards, the consequence either of an anteversion or of tumefaction of
the anterior lip. In order to discover this deviation the finger must
follow the posterior wall of the vagina till its tip can pass behind the
cervix. In this case the anterior lip is first reached and can be
examined. The posterior lip may have become inaccessible, and may
only be discovered after much seeking, and with difficulty be forced
into the axis of the vagina so as to allow the finger to penetrate into
the posterior cul-de-sac. At other times, though less often, the cervix
is inclined to the right or left, according to the position of the fundus.
This position ean only be ascertained by a careful examination as to
which side the os is directed ; unless this is done we should be apt
to be deceived by the difference of size between the two lips. The
form of the cervix, its temperature, its hardness, softness, irregularity
of surface, &c., onght to be carefully investigated by the touch. The
neck may be conical in place of being round. This cone may hang
freely in the vagina, may even be hypertrophied in a longitudinal direc-
tion, occupying the centre of the canal, or may be compressed against
one of its walls whilst preserving its mobility like the rest of the
uterus. When compressed against one side constantly to the front and
to the left the finger discovers on the opposite side, 7. e. behind and to
the right, an enormous vaginal cu/-de-sac, the size being due to the
penis habitually slipping over the conical cervix and lodging there
during coitus. This state of things is sometimes made worse by the
position of the os being on the side in place of on the summit of the
cone, and is a cause of sterility, all the more important to diagnose
because it can be remedied by partial amputation of the cervix. This
abnormally exaggerated conical cervix must not be confounded with
the slightly conieal one often found in virgins, and which is quite
normal. The cervix mway, on the contrary, be flattened like a mush-
room, the lips turned back, forming a circular border, which projects
beyond the upper part of the neck. There may also be a difference of
size between the two lips ; the posterior one is generally the longer, the
anterior the thicker. The anterior lip often becomes hypertrophied
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and engorged; the posterior more painful, owing to granulations or
ulceration. 1 have already described the varieties of form presented
by the vaginal portion of the cervix in treating of congenital anomalies,
The temperature of the cervix and also of the vagina may be higher
than in a normal state. This is an almost certain sign of metritis or
of peri-uterine inflammation. The consistency is variable also. Some-
times the cervix is hard as in hypertrophy ; when there are follicular
cysts or commencement of cancer the surface 1s irregular. At other times
it is soft, being easily indented by the finger. If this softening is
accompanied by ascent of the organ and balottement it may be only
a sign of pregnancy; but if coincident with increased size, high tem-
perature, disposition to hemorrhage, &ec., it may be a sign of
congestion, inflammation, catarrh, or of fungous growths.

The position, form, size, penetrability of the os, are all important
elements in the diagnosis. The os may look in various directions,
owing either to natural causes or to deviation of the organ, flexion of
the cervix, or lastly, to a difference in the size of its lips, e. g. one of
them may be so much swollen or hypertrophied as partly to cover the
other, which has preserved its natural size. The os externum is most
frequent]j a transverse fissure; sometimes it is a more or less circular
orifice. In a woman who has had children the fissure is more marked,
larger, and somewhat gaping; in the angles of the fissure are hard
cicatricial marks, perceptible to the touch. Sometimes, even in
virgins, the orifice is large enough to admit the end of the finger.
Unless there is pregnancy “this indicates an abnormal dilatation due to
catarth, chronic inflammation, congestion, or the presence of a
Enlj pus, or other intra-uterine tumour, causing contractions in the

ody of the uterus, which tend to open the neck. The surface of
the lips often present sensible irregularities. Sometimes we find
bleeding granulations, sometimes nodules, tubercles, irregularities,
point to the development of little tumours. The lips may also be the
seat of ulcers and fungous vegetations, or of real tumours, vascular,
follicular, or ﬁbmua, more or less pediculated, as well as of cancer.
Through the gaping neck the finger may enter the cervical and even
the uterine cavity, and discover a clot of blood, a conception, an inter-
stitial tumour, sessile or pediculated, ]mi;.p:, fungous vegetations,
cancers, &c. It 1s important to ascertain whether, if the touch pro-
duces pain, in what way and at what points it is elicited. Sometimes
pain is caused by a movement communicated to the uterus, by an
attempt, successful or otherwise, to displace it ; it then indicates a
morbid condition of the appendages, adhesions between the uterns and
the peritoneum, the ovaries or Fallopian tubes. Sometimes it is caused
by pressure of the finger on the neck or body of the uterus, and is
then dependent on increased sensitiveness of this organ ; it is felt most
when recourse is had to bimanual palpation. This sensitiveness may
be confined to one limited point in the organ. It indicates general or
artial metritis, or irritation symptomatic of commencing organic
esion. It occurs most frequently in the posterior lip, which seems
more disposed to inflammation and ulceration than the anterior one,
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which, on the other hand, has a tendency to tumefaction and hyper-
trophy. At the same time it is easy to recognise whether the size of
the organ has increased, not only the size of the neck, but that of the
body. Tumefaction sometimes attacks both parts of the womb at once ;
at other times only the body is affected, the neck seeming to be normal,
but above it can be felt, through the vaginal eul-de-sac, a rounded
tumour, very similar to the form of the uterus in the beginning of
pregnancy. The regularity of outline, the elastic and moderately firm
consistency of the tumour, as well as its mobility, should help us to
distinguish it from a fibrous tumour, a flexion, an ovarian tumour, a
hzmatocele, or from a peri-uterine inflammation. The immobility of
the uterus greatly facilitates this differential diagnosis. Whether the
uterus be flexed or not, it loses its mobility if 1t contracts adlesions
with neighbouring organs, either in front or behind ; but even though
no adhesions are formed, if there be peri-uterine inflammation, inflam-
matory tumefaction of the uterus or surrounding tissues, there will be
a relative immobility owing to the severe pain which any movement
produces. If the inflammation has produced an effusion into ome of
the peritoneal eul-de-sacs or in the broad ligaments, the uterus is not
only rendered immobile, it is displaced. Sanguineous effusions pro-
duce the same results ; retro-uterine hematocele, for example, displaces
the uterus, forces it forwards and upwards behind the pubis, whilst the
tumour projects into the posterior vaginal eu/-de-sae. In this case the
womb is as immovable as if fixed in the centre of a mass of plaster
which had hardened around it.

In conclusion, the careful examination of the vagina all round the
cervix furnishes us with the most valuable information. In a normal
state the cul-de-sac is smooth and easily depressed by the finger in
either direction, the uterus rising when this is done; but it may un-
dergo various changes. I have often found it as if glued to the pelvis,
as the result of adhesions caused by peri-uterine inflammation ; at other
times 1t is diminished in size by peri-uterine inflammation, a hsemato-
cele, or by some other tumour situated behind, before, or on one side
of the cervix. Sanguineous effusions and peri-uterine inflammatory
tumefactions do not always project into the vagina, but they always pre-
vent our being able to depress it indefinitely ; they offer a more or less
determined resistance to pressure in lieu of the sensation of empty
space due to the displacement of mobile organs. At other times they
form a more or less prominent border all round the cervix, or more
especially on one side (corresponding to one of the broad ligaments),
orin the posterior cu/-de-sac (corresponding to Douglas’s space). The
touch may also disclose to us in this ew/-de-sae behind, and either to
right or left of the uterus, the presence of very sensitive globular
tumours, due to ovaritis or abscess of the Fallopian tube ; whilst behind,
and more especially at the base of the broad ligaments, we may also find
inflamed and indurated glands which ave very painful. By the touch
we also recognise tumours formed by the uterus itself when flexed. We
must learn not to confound these various tumours. Peri-uterine
tumours can be distinguished from ovaritis by rectal touch, and

t
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flexions from other tumours by the sound ; it is also most important to
be able to appreciate not only the size of these tumours, but also the
sensibility of the peri-uterine tissues. Let us always remember that
when the peritoneum, the peri-uterine cellular tissue and the appendages
are in a normal state, the examining finger should find the surface
everywhere smooth and depressible.

Having completed the thorough investigation just described, we
ought to observe whether the finger has brought away any blood or
mucus (milky-white, glairy, or purulent), pus, ichor, cancerous matter,
&c. Note should be taken of any hzemorrhage which may accompany
or follow the examination in the case of bleeding fungosities, cancer,
epithelioma, &c.

HReetal touck cannot supply the place of vaginal touch ; it is as
repugnant to the modesty of women and it gives us less information.
It is often necessary but ought only to be employed when requisite to
complete a dﬂuhtfu{ diagnosis, If we asked our patient’s permission,
we should expose ourselves to an almost certain refusal ; therefore it is
better, to practise it immediately after the vaginal touch, just as if it
were usnal and the natural complement of the other examination.
Hence it follows that the patient should be in the same position as
when examined per vaginam, the only precaution necessary being to
have advised the patient to take an enema a few hours previous to the
examination. After having passed the sphincters, the ﬁnger having
penetrated about two inches, comes upon a resisting and rounded
tumour in front, which is the neck of the uterus pressing more or less
on the anterior wall of the rectum in proportion to its size, its
position, and its deviation towards the sacrum. Above the protuber-
ance of the cervix the index discovers the body of the womb, and
passes over its posterior surface but rarely over the fundus, unless it
be inclined towards the concavity of the sacrum owing to a retrover-
sion or retroflexion. On depressing the abdomen with the other
hand and forcing the uterus downwards, i.e. combining palpation
with rectal touch, we can better explore the posterior surface, the
fundus, the outlines of the womb and the various tumours which may
be found behind or on its sides. This mode of examination helps us
not only to recognise flexions, deviations, tumours of the posterior wall
of the uterus, such as fibroma, phlegmons, the results of pelvi-perito-
nitis, inflammatory or cystic tumours of the ovaries and Fallopian
tubes, extra-uterine pregnancies, &ec., but it also allows us (especially
when associated with abdominal palpation) to judge as to the size, the
consistency, the mobility, the sensibility of these different tumours,
and to obtain a precision in diagnosis which vaginal touch failed to
afford. We must take care to raise the perinenm as much as
possible, for its thickness in stout women makes rectal as well as
vaginal touch more difficult. Rectal touch is the only means we have
of ascertaining the absence of the uterus. In this case it must be
combined not only with palpation and vaginal touch but also with
catheterism of the bladder. In short, rectal touch, alone or asso-
ciated with vaginal touch, is necessary in order that we may judge of
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the condition of the recto-vaginal septum, its tumours, abscesses, per-
forations, fistule, &c. Récamier used to insist on the necessity of
introducing two fingers of one hand, the index and middle finger, one
in the rectum the other in the vagina; or the thumb in the vagina
the index in the rectum ; or the index of one hand in the vagina and
that of the other in the rectum. This is the only way to diagnose
small retro-uterine tumours. Touch is not even always sufficient ; we
must sometimes inspect the mucous membrane of the posterior
vaginal wall, forcing 1t through the vulva by a kind of artificial recto-
cele, or we may have to examine the anterior wall of the rectum,
pressing it down through the anus by fingers introduced into the
vagina. This little maneuvre has often been of great use in helping
to diagnose lesions of the recto-vaginal septum and in facilitating
necessary operations.

Reetal palpation.—1 cannot give this any other name to distinguish
it from the touch properly so-called, and to express the nature of this
far too rough method of examination, which has been too often
resorted to, on the authority of Simon, of Heidelberg, who was the
first to practise it.! It is certainly possible to introduce, not only

Fia. 112.—Rectal combined with abdominal palpation (after Simon).

one or two fingers, but the whole hand into the rectum especially of
women when under the influence of chloroform, after having forcibly
but gradually dilated the sphincter. The patient being placed on her
back, the lower limbs and the head are flexed on the abdomen, which

1 Ueber die Erweiterung des Anus und Recfum, &e., Avehiv. fiir Klinische
Chirurgie herausgegeben von Langenbeck, Billroth wnd Gurlf, Band xv,
Heft 1, p. 99, 1872 ; Gazette hebdomadaive. 3 Janvier, 1873,
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is thus shortened as much as possible whilst the surgeon introduces
first two fingers, then two more, then the thumb, then the whole hand
well greased through the anus with the same precautions as are used
in introducing it nto a narrow vagina or into the uterus for the
purpose of turning or for the removal of the placenta, making small
mcisions when requisite round this orifice. In spite of the great dis-
tension of the anal orifice, mere intra-rectal exploration does not
relax the sphincter; cases requiring incision are followed by fwcal
incontinence for ten or twelve days. When the hand has penetrated
into the rectum as far as the promontory of the sacrum, it is possible
to reach the sigmoid flexure with three or even four fingers, and
owing to the mobility of the rectum we can palpate (through its
walls) the whole of the abdominal region as far as the kidneys and
umbilicus, and so gain much information. In two cases of ovarian
cyst Simon was able to determine the breadth and length of the
pedicle, the absence of adhesions, and the existence in the fundus of
the uterus of two fibromata of the size of a cherry-stone, Unless the
patient is very stout, we can in this way examine the ovaries even
when they are healthy and in a normal position. 1t appears from the
researches of Simon that the greatest circumference of the rectum is
at 6 or 7 centimetres above the anus, and may reach at this point 25
to 30 centimetres. In the upper part of the middle third it is only
from 20 to 25 centimetres, and diminishes rapidly beyond that, being
only from 16 to 18 centimetres in the middle part of the upper third
of the rectuom. The narrowest point corresponds to the beginning of
the sigmoid flexure. Weir, in summing up these measurements, con-
cludes that a hand measuring less than 26 centimetres in circumfer-
ence can without danger penetrate from 17 to 19 centimetres but not
farther. It is superfluous to remark that in this exploration, which is
only allowable in very serious cases, a small hand is very useful, and
that the greatest gentleness should be observed in the manceuvre,
especially 1f there is reason to suspeet contraction of the intestine.
Several deaths have already occurred as the result of this method.
Heslop, of Birmingham (* Lancet,” BMay 11th, 1872), relates two
cases of death due to rupture of the intestine near or at the seat of a
contraction. Three other cases of death are reported by Robert Weir
(“ Medical Record,” New York, May 20th, 1875, p. 201) occurring
in the practice of Sands, Sabine and Weir, all three due to laceration
of the intestine.

When an operation necessitates penetration far into the rectum we
may have recourse to rapid dilatation of the anus and intestine ; often
rapture of the sphincter is sufficient ; if not we can resort to lateral
incisions, or, better still, to a posterior one, with or without ablation
of the coceyx. The introduction of instruments is greatly facilitated by
posterior linear rectotomy as practised by Verneunil, without hzmor-
rhage, by means of the thermo-cautery, and in this way operations are
made possible which would not otherwise be practicable; but these
operations are rarely required for diagnostic purposes. Lastly, when
ocular inspection is associated with touch, various kinds of specula
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(the two best being the univalvular and Fergusson’s) may be intro-
duced, and furnish us with new and valuable elements of diagnosis,
not only for rectal diseases but for those of the uterus and its
appendages.

Vesical toueh.—I must not omit noticing this new mode of examina-
tion, recommended by Noeggerath,! which may be exceptionally used ;
it is the association of vesical with rectal or vaginal touch. The
urethra being dilated the index finger is introduced whilst another
finger is in the rectum or vagina, the uterus in the meantime being
drawn down by a fine tenaculum hook.

3. The Speculum.—The speculum is a mirror reflecting light on the
neck of the uterus and the distant parts of the vagina, whilst the valva
and rest of the vaginal walls are dilated by it.* The one for habitual use
should be one easily handled and, above all, easily cleaned. In these
respects there is none superior to the cylindrical speculum, slightly
conical, of Récamier (1814), or of Dupuytren (1816); but this spe-
culum is by no means sufficient for every case; indeed, as applicable to
the largest number of cases, the duck bill is preferable. In enumerating
the various instruments of this kind which are manufactured I will
mention those which I use most frequently, as well as those to which I
have recourse only in exceptional cases. The tubular metal speculum
is, as I have said, most necessary to the gynecologist. He should
have several sizes and all as long as possible. More than once I have
failed to reach the cervix owing to the shortness of my speculum. It
is well to have five sizes on account of the variable dimensions of the
vulva and cervix in different women. It is not enough that a speculum
enters the vulva ; it must also fit the neck of the womb. If the large
size is most convenient for examination it is not so for the application
of leeches to the cervix, because if this organ is not exactly encircled
by the speculum the leeches may fasten on the vagina in place of on
the cervix.

Fia. 113.—Cylindrical speculum fitted with a plug.

The gynecologist should also have several sizes of Fergusson’s glass
tubular instroment, silvered and coated with vulcanite; it is more
easily introduced into a narrow vagina, and is also more convenient for

V American Obstetrical Jowrnal, May, 1875,
* Verhnes, Monographie sur le dioptre ou spé::uﬂtm-. These de Paris, 1848.
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reaching a retroverted cervix. Unfortunately it is very fragile. The

manufacturer ought to try to make it stronger by adding to the thick-
ness of the glass.!

Charriére’s trivalvular speculum owes its great success to want of

Fie. 114.—Fergusson’s speculum.

gkill in the ordinary practitioner. However, the smallest size may be
useful in examining a virgin. This instrument has another advantage ;

Fi6. 115.—Charriére’s trivalvular specnlum, fitted with a plug.

by removing one of the valves it can be turned into a duck-bill, which
allows the vaginal wall to be examined. These valvular expanﬂi‘?ﬁ
specula have, moreover, a further advantage, owing to their coni
shape when shut they can be easily introduced into a narrow contracted
vulva or where there are fissures, while they dilate the vagina when
open. They were invented by Jobert (1833) and Ricord (1834), and
have undergone various modifications, one of the most important
(due to Ricord) being that of having the hinge on a level with the
vulval orifice, so that when the blades diverge the circumference of the
instrument is not increased at this point—an arrangement which pre-
vents laceration of the vulval orifice. This bivalve speculum is useful
in examining a large cervix, but it does not sufficiently protect the
vagina when applications have to be made to the cervix, and it also has
the inconvenience of allowing folds of a large vagina to get between
the valves.

! As for the opaque glass speculum of Mayer, of Berlin, it neither possesses
the advantages of Fergusson's nor of the simple boxwood instrument. It is
certainly necessary to have a speeulum which can protect the vagina from heat
when the actual cautery is used, and which is not affected by acids and caustics 5
but I greatly prefer the simple boxwood speculum on account of its cheapness

and strength, or those of Leiter, of Vienna, in vulcanite, which are both strong
and light.
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Charriére has made a new bivalve speculum for Cusco and Veiss, of
Paris, and for Tyler Smith, of London ; whilst preserving a constant

Fie. 117.—Ricord's bi-  Fre. 118.—Charriére’s quadrivalve speculum.
valve speculum. ¢, D, its plug.
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diameter at its vulval extremity, it allows the practitioner to separate
the two blades widely at their uterine extremity, so as to expose the
cervix to view without allowing the mucous membrane of the vagina
to be caught between the valves. Tyler Smith’s is of the usual size.
Cusco’s is shorter, so as to avoid pushing the cervix back when it is

e

Fig. 119.—Cusco’s bivalve speculum.

low down, and to allow of its being examined nearer. [ls only incon-
venience is that it sometimes dilates the lips of the cervix, so as to cause
ectropion, which may lead the practitioner into error as to the position
of the os externum. '

The univalvular speculum is indispensable for the examination and
treatment of diseases of the vagina, and especially for vesico-vaginal
fistula for which it was invented. I.allemand used a simple speculum
of this kind for such cases. For a long time I have used similar
instruments that I made myself of zine or that I had made in wood,
when I have had occasion to perform operations in the remote parts
of the vagina, Hergott, of Strasburg,! was accustomed to use a
cylindrical metal speculum, a great part of which he removed so as to
leave only a spoon fastened to a handle, having the desired size and

em— s

Fia. 120.—0One of Jobert's lateral blades.

curve. Jobert? used long ago a very ingenious contrivance for dilat-

! Perfectionnements vécents apportés & lopération de la fistule vésico-
vaginale. Strasbourg, 1863.
* Traite de chirurgie plastique. Paris, 1849,
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ing the vagina in the treatment of fistula; he had four blades of
different shapes, one of which he applied to the anterior wall, another
to the posterior, and the two remaining ones laterally. I have several
times found them of great use. But all these instruments are inferior

A :""—?K?"?

Fia. 121.—Duck-bill specula, for the operation for vesico-vaginal fistula by the
American method.

to the duck-bill specula invented by the Americans to be used in
operating for vesico-vaginal fistula. In Marion Sims’s instrument ?
the same handle carries two blades of different sizes. Bozeman ® has
exaggerated the breadth and curvature of these blades; there may,
however, be cases where the large dimensions of his instrument may
be useful. Neugebauer was in the habit of simply using two long

Fie. 122.—Neugebauer's speculum modified by Barnes.

metal blades regularly curved, one being inserted along the anterior,
the other along the posterior wall, so that the two formed a bivalve
speculum ; the uterine extremities of the blades may be more or less

! Silver Sutures in Surgery. The Adnniversary Discourse before the New
York Academy of Medicine. New York, 1858.

? Follin, Examen de quelques nouveaux procédés opératoires pour la guéri-
son des fistules vésico-vaginales, Revue critique (Arch. gén. de méd., 5¢ série,
t. xv, pp. 457, 584). Paris, 1860,
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separated, while the vulval extremities serve as handles, Barnes has
made various alterations in the curve and size of the valves; in givin
to each of the four extremities a different curve we have specula wi
different valves, and by associating two together we have four addi-
tional specula.

What I find most convenient is to have four of Sims’s valves of
different sizes, and two handles; as each of these valves fits on to one

F1a. 123.—Speculum made for my own use with four valves and two handles.

of the handles, we can when necessary use two valves at the same
time, one to draw down the posterior vaginal wall, the other to raise
the anterior wall. I have had such a speculum made for myself and
use it every day : the smallest blade is a very narrow one for virgins,
the largest a very broad one useful for operations; by making use
of two handles and two blades simultaneously my univalvular spe-
culum is transformed into a bivalve of variable dimensions. I have
similar valves made in wood, others in vulcanite, useful when acid
applications are made, or when the actual cautery is employed. In
fact this instrument can when necessary replace all other specula,
whilst none can replace it. Therefore it is the most fitted for daily
use when we do not wish to be cumbered by too many instruments.
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It is very easily introduced ; all that is required is to push the well-
oiled blade along the side of the index finger of the other hand, the
tip of which touches the cervix. The position of the uterus depends
on whether the decubitus of the patient be dorsal, ventral, or lateral,

Fia. 124.—Two univalve specula used as a bivalve.

the position chosen being important not only for diagnosis (which is
greatly facilitated by the examination of the two cul-de-sacs, impossible
with any other speculum) but also for treatment. If the patient is in
the pelvi-dorsal position we find the cervix opposite and quite near us;
if she is on the left side, she is in a less strained position, and the cervix
is very mobile, a condition favorable to the exploration of the vagina
and to the performance of operations on it; if she is in the ventral
position, the uterus is far off, dragged down by the weight of the
viscera, which are propelled towards the umbilicus by the entrance of
air into the vagina when the speculum is introduced ; but though the
cervix is far off, its position is at the same time very convenient when
applications have to be made. I should like to take this opportunity
of warning young practitioners against making use of any mechanical
contrivances for fixing the speculum either to the pelvis of the patient
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or to the operating table; the patient is thereby exposed to serious
injury when she instinctively but involuntarily shrinks back from the
operating instrument. Surely the hand of an assistant is preferable in
every respect.

The introduction of the cylindrical and bivalve speculum is less easy
than that of the simple univalve; the difficulties are, to avoid giving
pain when the instrament passes the vulval sphincter, and to find the
cervix, Pain will be avoided if care is taken to depress the fourchette
before passing the speculum, which should be well oiled. An inex-
perienced practitioner, when using a cylindrical or valvular instrument,
will find it advantageous to make use of a wooden plug with rounded
extremity projecting beyond the speculum, which will glide gently
between the labia into the vagina, and can be removed as soon as the
instrument is in place. The bivalve must be introduced transversely
and not perpendicularly, for the anterior and posterior vaginal walls
touch, as shown in Fig. 46, p. 50. It is not sufficient to be acquainted
with the normal direction of the vagina and position of the cervix ;
before applying the speculum we must always ascertain the exact

Fia. 125.—Ventral position. Posterior vaginal wall raised by univalve
speculnm.

situation in each case by vaginal touch. The speculum as well as the
touch can be used in the case of virgins without injury to the hymen,
care being taken that the legs are completely flexed on the abdomen
and kept close together, so as to relax the hymen and make it de-
pre?isibl& Of course only instruments of the smallest size must be
used.

The speculum should be oiled and slightly warmed before its intro-
duction, otherwise the sudden contact of the cold metal with the
sensitive genital organs might cause contraction of the vulva and spasm
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of the vagina, sometimes even sharp pain. The patient being in an
upright position by the edge of a bed, sofa, or table, we ask her to lie
back, when we raise the feet, flexing the legs gently on the abdomen,
begging her (if no assistant is present) to keep them in this position
by passing her hands under the knees. The ischiatic tuberosities
ought to project as much as possible over the edge of the couch on
which the patient is lying. I have learned by experience that women
prefer this position (in which it is not necessary to uncover the patient),
as being more modest than the one generally used in France, in which
the patient has to open her knees and place her feet on two chairs
before her, at a considerable distance from each other; besides, the
patient being occupied in holding her knees, has her attention some-
. what distracted from the examination. It is, moreover, the only suit-
able position for applying a speculum to a virgin; the legs being close
together the hymen and fourchette are relaxed and so laceration is
prevented. Let me advise all my readers to follow my example in
preferring a simple couch, ottoman or table, to all those ingenious
mechanical arm-chairs, which only frighten patients,

The physician, separating the labia and nymphse with two fingers
of his left hand, examines the colour of these organs, the state of the
hymen and caruncule and of the meatus, ascertaining whether there
is any pus or leucorrheeal discharge. He depresses the fourchette with
the index finger of the right hand, to judge as to the rigidity of the
tissues. Then taking the speculum between the thumb and three first
fingers of the same hand, he places the narrow end flat on the fouar-
chette, lowering the hand so that the uterine extremity of the instru-
ment looks upwards. He then depresses the fourchette, vulval
sphineter, or hymen (if there is one), gradually bringing the axis of the
speculum into the axis of the vulva, and by a see-saw motion, executed
slowly and carefully, he inclines it more and more towards the sacrum,
as in practising the touch. He must beware of letting the upper
border of the speculum come against the meatus, as this might cause
pain and bleeding. The vulva once passed, he slides the instrument
towards the cervix, following the direction pointed out by the previous
examination. This organ is usually situated behind, the os looking
towards the concavity of the sacrum; the easiest way of reaching it,
therefore, is to follow the posterior vaginal wall.

Daylight is always preferable to any other; I have, however, often
been able to examine and even operate by artificial light. Collin’s
reflecting lamp is the best; but a good moderator or even a candle is
sufficient, if an assistant with his hand, or, better still, with a silver
spoon, reflects the light into the speculum. As the speculum slowly
penetrates the vagina the surface of the latter ought to be carefully
inspected. We may find not only redness, granulations or erosions,
but ulcers, vegetations or polypi, as well as mucus, blood, pus, &ec.,
excreted by the uterus. If the cervix when reached is not in the
axis of the speculum, it must be brought into view with the tenaculum
hook or sound, and wiped with a pledget of cotton wool. If the
wucus is too adherent to be got rid of by this method it should be re-
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moved by injecting tepid water, and if this is insufficient we must use
an emulsion of yolk of egg, as Pajot! advises, We shall then be able
to determine the position, size, colour and external appearance of the
cervix. In short, the speculum confirms some of the information
already furnished by touch, whilst it adds
some new facts, If the os is directed back-
wards (anteversion) the speculum only dis-
closes the anterior lip ; and in such a case,
to bring the os into the axis of the specu-
lum we must not only have the patient’s
legs well flexed on the abdomen, but we
must ask her or an assistant to depress the
abdomen whilst we use the sound. In this
way the fundus is lowered whilst the cervix
is raised. If the os looks forwards (retro-
version) we must direct the speculum behind
the pubis, and with the sound try to draw
the uterine orifice backwards. I have some-
times found it useful to place the patient on
elbows and knees or on her side, in order to
cauterise the cervix, which I could not
otherwise have reached. We can judge as
to the volume of the cervix by the difficulty
of including it in a cylindrical speculum, or
by being obliged to have recourse to a
bivalve. The inequalities, the consistency,
the relative size of the two lips are visible,
or can easily be ascertained by exercising
pressure on the organ as a whole or on each
‘ of its lips.
Fia. 126.—Collin’s lamp, The principal facts revealed by the spe-
E‘Lﬂmﬁiﬁ?r and re-  oolum are: the nature, abundance, and
' origin of morbid secretions, the form of the
orifice, the colour of the cervix, its ulcera-
tion or enlargement, whether due to hypertrophy or the existence
of vegetations. If the cervix is dry it 1s well to squeeze it with
the speculum, pressing the uterus at the same time through the
abdominal walls, to see if by this means we can express a drop or
even a flow of clear, milky, or purulent mucus. It is important to
ascertain the form of the orifice; it may be a round hole or a
transverse fissure, all but closed or widely open; it may be con-
tinued by secondary fissures, sometimes bordered by cicatricial tissue
in multiparz; or there may be ectropion of both lips, exposing to
view the cervical cavity; there may even be inversion, or, if one may
so say, eversion of the mucous membrane of the cervix. The colouris
important ; it may be pale pink, dark red, or even violet. The violet
colour of the vulva, vagina and cervix is not exclusively a sign of preg-
nancy. It exists to some extent for a few days before and after men-
! Annales de Gynécologie, t. v, p. 464. Paris, 1877,
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struation. This change of colour is so marked and is coincident with
such equally important changes in the size, weight and consistency of
the organs, that I make it a rule not to examine a woman for the first
time before the eighth day after menstruation, i. e. if I wish to make
an exact diagnosis of the condition of the uterus. Eruptions, erosions,
ulcers of various kinds, are best seen at this time, and cannot be
diagnosed with precision by any other means. The

same may be said with regard to slight granulations

and those that are confluent, as well as fungous

growths and small follicular cysts.

What has been said in respect of other modes .
of examination is especially true of the speculum ; it H
iz not only a means of diagnosis but of treatment. '
It alone allows of varions applications being made to
the cervix or to the uterine cavity. But we must bear
in mind that this instrument ought not to be unneces-
sarily used, as 1t may irritate the urethra, vagina and
cervix, and like all applications it fatigues the organ
when used too often.

4. The Uterine Sound.—The sound is our chief
resource in making an examination of the uterine
cavity. In the last century Levret ! used one made
of whalebone for measuring the womb. In 1828,
Lair ? introduced Larrey’s probe into the cervieal
cavity curving the extremity like a catheter, and in
order to facilitate its entrance into the body of the
womb he withdrew the speculum one third and de-
pressed the handle of the probe as much as possible.
It is, however, only recently that the sound has come
into general use as a means of diagnosis and treat-
ment, thanks to Simpson, Huguier, Valleix and
Kiwisch. The circuamstances under which this in-
strument was invented indicate its chief uses. Val-
leix, engrossed with uterine displacements, wanted
like Kiwisch and Simpson to find an intra-uterine
sound that would straighten the flexed uterus ; whilst Fie. 127 —Intra-
Huguier, having discovered hypertrophic elongation  uterine sound
of the cervix, invented the same instrument (calling  ¥ith S.t“";“ Si'g'
it a hysterometer) to enable him to measure the i'!.ﬁm.:’ini m’;:
cavity., To these uses we may add that of determin-  gable index.
ing deviations in the cervico-uterine canal, and above
all, the increased capacity of the uterine cavity associated with
interstitial fibroma, polypi, &c. When the os is very small, and
situated in a cervix which is conieal and deviated from its normal
position, the only means of ensuring the entrance of the sound is to

' Sur un allongement considérable qui survient quelquefois au col de la
matrice ; Journal de medecine et de pharmacie de Roux, Octobre, 1773, t. xl,
p- 352. Quoted by Stoltz, Gazette hebdomadaire, 1860,

? Nouvelle méthode de traitement des uwlcérations de la matrice. Paris,
1828,
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introduce it through the speculum. But after an entrance is secured it
‘penetrates more easily without the speculum than with it. The reason
of this is, that the axis of the uterus is not that of the vagina; that
there is also often a slight anteflexion between the neck and body of the
womb ; besides, there may be abnormal flexions or tumours causing
curves and angles in the uterine cavity. The uterine extremity must
follow these various curves, consequently the handle must be inclined
in a contrary direction. Therefore, after the sound has entered the os
the speculum ought to be withdrawn and the handle of the sound
depressed towards the rectum, so as to allow the bulb to enter the body
of the uterus. When it is desirable to introduce the sound withount the
speculum, the patient ought to be on her back or on the left side.
After examining by touch, the tip of the finger is placed close to the os,
and the sound 1s introduced by the other hand (its concave side being
always directed forwards) ; guided by the index finger the os is easily
reached and entered. The finger ought then to be placed behind the
cervix, raising it slightly, whilst the sound is pushed gently forwards
25 or 30 millimetres. The operation so far is very easily performed,
unless the orifice is ecircular and very narrow, as is often the case in
virgins and naulliparee ; usually no pain is felt, unless the patient is
suffering from metritis or neuralgia. 1f difficulty is experienced in
passing the arbor vite, it will be overcome by moving the sound very
gently from side toside ; but it often is not easy to pass the os internum
without causing a little bleeding, The narrowness of the orifice, its
natural occlusion owing to the median columns of the cervix fittin

tightly into each other, the spasmodic contraction of the sphincter, the
flexion of the body on the neck, all conduce to make it difficult to pass
the os internum. Indeed, sometimes it is impossible to do so; occa-
sionally, however, it is passed very easily and without causing any pain.
Force must never be employed in order to enter the uterine cavity, by
pressing very gently in the probable direction of the orifice, raising the
neck or body with the finger, according to the mutual relationship of
these two parts as indicated by vaginal touch, depressing the handle
for an anteflexion, raising it for a retroflexion, or inclining it te the
side in the case of a lateral flexion, we at last experience the sensation
of resistance overcome, whilst the patient at the same moment expe-
riences more or less acute pain. The instrument penctrates to a
distance of 60 to 80 millimetres, and can be moved easily, especially in
a lateral direction, When it impinges against the fundus it sometimes
causes a peculiar sensation of discomfort and suffering, which “ goes
to the heart,” as patients say. I have seen some women suffer very
acute pain, accompanied by hysterical spasms and nervousness, which
lasted for some hours. As the sound follows the direction of the canal
the uterus is replaced in proportion as the instrument penetrates, so
that flexions disappear, being sometimes transformed into versions,
whilst at other times the whole organ is brought back to its normal
position. It is then that the mobility of the sound in the uterine
cavity can be observed, and that it can be made to describe eircles more
or less extensive; and, at the same time, before its withdrawal care



SIGNS FURNISHED BY DIRECT EXAMINATION 145

Frg. 128 —Use of the sound in retroflexion.

should be taken to move the index slide to a level
with the cervix in order to measure the exact length
of the organ.

In the case of a uterine fibroma, anteflexion, &ec.,
the introduction of a sound is very difficult and
painful. In place of the ordinary instroment it is
better to use Sims’s small flexible silver or copper
one. If wecannot reach the fundus with this instru-
ment we must use a very small gutta-percha bougie,
because in such a case it is of great consequence to
measure the exact length of the uterus.

We must not persist in forcing the sound onwards
when we experience great resistance ; it is better to
make a second or third attempt, or to delay it till
another day. Asa rule it is more prudent to use
this instrument in the middle of the intermenstrual
period, when the congestion which precedes and
follows menstruation is not present ; however, if we
cannot succeed then, we may take advantage of the
menstrual period or the day following (when the
orifices are dilated) to penetrate into the cavity and
to dilate the os internum; but in doing so we must
use extra precaution.

The use of the sound may be contra-indicated ;
for instance, by pregnancy. To avoid all risks the

-
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Fie. 129.— A a,
arc of a circle
described in the
uterine cavity
by the bulb of a
sound moving
round a fixed
point B b, at the
o8 externum.
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practitioner should never use the sound without receiving an assurance
that the patient bas had no coitus since her last monthly period, and
having satisfied himself that the usual presumptive signs of pregnancy
are absent. The use of this instrument is also contra-indicated at the
menstrual period, especially when menstruation is abundant and painful
and associated with considerable congestion, as well as in an inflamma-
tory condition of the uterus, in suppuration of the mucous membrane,
in acute catarrh, in ovaritis, in acute pelvic peritonitis, in an organic
disorder such as cancer or softening of the tissues of the body of the
uterus, or in the few weeks following delivery. Care must also be taken
not to use force in pressing the bulb of the sound against the uterine
walls for fear of lacerating or perforating them. Such accidents have
occurred, and although they have seldom been followed by serious con-
sequences we must remember there is a great difference among women
as to sensitiveness, Several cases of death! have been recorded as the
result of the imprudent use of this instrument. Unless the uterus is per-
fectly mobile it ought never to be lifted up by the sound, nor should
abdominal palpation be combined with the use of this instrument, for
in pushing it against the fingers which depress the hypogastrium we
run the risk of perforating the uterus.

Whilst admitting that the sound requires to be used with great care,
I think all gynecologists will agree with me in considering it indis-
pensable in the diagnosis of a certain number of uterine diseases. If
we remember that normally the uterus is slightly anteflexed, that the
relative lengths of neck and body are anatomically determined, that
in a state of health, especially in the nullipara, a cavity of the body
cannot be said to exist, the two walls, being in close juxtaposition,
only allowing slight lateral movements to any instrument that may be
introduced, and, lastly, that the smooth mucous membrane protected
by epithelium is not liable to be torn by a blunt instrument nor to
bleed unless there is congestion, we may conclude that examination by
the sound will be of great use in giving us necessary information on
the following points :—1. The dimensions and entire length of the
uterus, and consequently its volume. 2. The relative dimensions of
the cavity of the body and neck, the latter being sometimes short,
whilst the former is long and inflamed ; at other times the neck only
is long, being more than three quarters of the whole length, presenting
thus a true hypertrophic elongation. 3. The differences of size in
other directions, the dilatation of the uterine cavity being easily per-
ceived by gently moving the sound. 4. Irregularities of the surface,
alterations in the form of the cavity, fibromata, polypi, vegetations,
fungous growths, and the hzmorrhage which accompanies them. 5.
The absolute and relative position of the uterus and of its two segments
with regard to each other, deviations, flexions, and the differential
diagnosis between these displacements and polypi, fibromata, whether
interstitial or pediculated, utero-peritoneal adhesions, extra-uterine
tumours, peri-uterine abscess, hzematoceles, ovarian cysts, &c. 6.
Stenosis, deviations, and spasmodic contractions of the uterine orifices.

' L. E. Dupny, Progris médical, pp. 109, 171, 195. Paris, 1873.
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7. Lastly, the accumulation of fluids in the uterine cavity, which can
be diagnosed by means of the hollow sound, which at the same time
affords a means of ascertaining the comparative dilatation of this
cavity.

II. Complementary means of exploring the Ulerine Cavity.—
The greater part of these are means of treatment as well as of
diagnosis. I will, however, describe them here, hecause though

ENAR RITRE

Fic. 130. Fic. 131. Fia. 132. Fis. 133.

Fis. 130.—Jobert de Lamballe’s intra-uterine speculum.

F1c. 131.—Mathien’s small speculum or uterine dilator.

Fie. 132.—Bivalve uterine dilator (Lemenant-Deschenais).

Fic. 133.—Trivalve uterine dilator (Busch, modified by Hugnier).
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there is only one way of using them when they are employed as a
means of diagnosis, their use varies, on the contrary, according to
the exigencies of the case when they are employed as a means of
treatment.

The intra-uterine speculum is, I think, the least useful of all instru-
ments. There are various kinds, one of them (that of Desormeaux)
being really a speculum, i.e. a mirror enabling us to see different parts
of the intra-uterine mucous membrane ; the others serve also as dila-
tors. 1| may mention those of Atthill,' Jobert, Mathien and Blatin,
the bivalve of Lemenant- Deschenais, the trivalve of Busch modified by
Huguier, &c. Peaslee® has also invented a somewhat similar instru-
ment. It is a silver tube, 7 to 8 millimetres in breadth, 5 to 6 cen-
timetres in length, with a conical end, through which are three
openings, which not only afford a view of the fundus, but also allow
of the introduction of the very finest instruments, of vegetable or
metallie threads, &e.

The dilator is more useful. I may mention Aussandon’s instru-
ment, made of prepared wood or ivory, which, when placed in the
uterus, swells to double its size. Dilatation, however, is effected
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Fig. 134.—Aussandon's uterine dilator.

more surely and safely by means of ordinary
bougies or by Simpson’s metallic stems (of
tin, silver, or aluminium) of graduvally in-
creasing size, terminating in a bulb, which
supports the cervix. But the best of all
means of dilatation are tents of prepared
sponge or laminaria, which expand so slowly
and gradually that the dilatation of the uterine
cavity and orifices is attended by no danger,
and very often by no suffering.

1. Sponge teats should be prepared in the fol-
lowing way :—Take a piece of sponge of conical
shape, soak it in a strong solution of gum, fix it
on a central stem, and compress it as forcibly
Fro. 195.—8impeon’s 22 possible by binding it round with string ; dry

large intra-uterine it thoroughly, remove the string, file off any

pessary. roughnesses, and cover it with lard or wax to
facilitate its introduction, which is effected by
means of a stem inserted in the centre of the sponge, or simply

! Dublin Journal of Medical Sciences, January, 1873, p. 73.
? Intra-ulerine Medication : its Uses, Limitations and Methods, by M. D,
Peaslee. New York Medical Journal, July, 1870, p. 481.
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by the uterine forceps. These tents should be made of different
sizes, varying in diameter from 2 to 10 millimetres and in length

Fi1c. 136.—Sponge tent with introducer.

from 2 to 7 centimetres, Before introducing one I cover it with
belladonna ointment (Ext. Bellad. gr. xv, lard gr. Ix). After its
insertion I pour two spoonfuls of glycerine into the vagina, and then
place a plug of cotton wool to keep the tent in its place. The
glycerine, whilst determining a very abundant serous secretion, dis-
infects this leacorrheeal discharge entirely. The tent is left for
twenty-four hours, when the patient can remove it herself by means
of a thread attached to it, and which is long enough to hang out-
side the valva. The dilatation generally takes place without suffering ;
sometimes, however, the patient has pains like those of menstrua-
tion. If the sponge is left for more than twenty-four hours, it is
generally expelled spontaneously into the vagina, probably from
ressure of the mucus secreted above, aided by uterine contractions.
huwever, if it is pushed high up into the cervical eavity, so that the
os externum closes over 1it, extraction may be Llecessary, Especia]l_v if
the thread breaks, as sometimes happens. The sponge itself may tear,
a part being retained for months adhering to the mucous membrane.
After having withdrawn the sponge the patient ought to take an
emollient bath for an hour, injecting water from the bath into the
vagina all the time. A second sponge may be introduced immediately
afterwards, but it is more prudent to allow the patient to rest for one
or two days. The vaginal injections ought to be made very slowly,
for I have sometimes seen the occurrence of uterine colies, evidently
caused by the fluid penetrating into the uterus.

By taking these precautions, occasionally making an examination by
speculum, and suspending the dilatation as soon as any signs of irrita-
tion appear, we may in a few wecks—sometimes in a few days—dilate
the cavity sufficiently to be able to explore its surface thoroughly with
the finger, and even with instruments. During this time the patient
ought to remain in bed and take an emollient bath every day. When
the os externum is too narrow to allow of the entrance of a tent,
incision of the orifice must be practised, but even after this incision
has been made it is often necessary to use tents to dilate the cervix
and os externum. If we have any reason to suspect cancer we cannot
exercise too much care in dilating and examining the uterus, lest the
substance should be torn and the wall perforated, as in a case I
have seen.

2. Laminaria digitate is soft, flexible, and loses much of its
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diameter when dried. Its structure being cellular, it dilates greatly
under the influence of moisture, reaching a volume of five or six times
its original size. The mucous secretions are generally sufficient to
effect this, but simple injections may be used if necessary. The young
stems are the best, the size varying according to the case. The rind
should be retained, and one end should be poinied, whilst the other
has a thread attached to it. The tents before being used should be
well washed and then damped and dried successively several times.
Laminaria tents act as efficiently and quickly as prepared sponge
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F16. 137.—Laminaria tent polished and perforated.

and are better in some respects ; they are more easily introduced when
the os is very small, and they eannot break. They can be used indefi-
nitely if care be taken to wash them in a solution of permanganate of
potash, they are more quickly and easily prepared, they are abundant
and cost almost nothing ; but in spite of these advantages they cannot
as a rule replace sponge tents beneficially. Sometimes the constricted
os is very unyielding, and prevents the laminaria from dilating to its
full size at this point, as it does higher up, so that the tent is firmly
retained, and cannot be withdrawn without incision of the orifice.
Although incision of the os externum is not attended with danger, it is
different with the internal orifice, incision of which is dangerous, and any
attempt to withdraw the laminaria without incision is more dangerous
still. 1 have seen a case where attempts at extraction produced pro-
lapsus of the uterns, with evident laceration of the peritonenm, which
brought on acute inflammation and almost caused death. Nothing of
the kind is to be feared with sponge tents, therefore it is clear that
they should have the preference.

Artificial prolapsus of the wterus is another means of diagnosis that
ought not to be omitted. This can be effected without danger, and
even without pain, by seizing the cervix or one of its lips with the
uterine forceps or a fine tenaculum hook, and exercising moderate but
continuous traction till the os is on a level with the vulva. If the
cervix has been naturally dilated by a tumour or artificially by a sponge
tent, the finger may then be introduced into the cervix, and even into
the body of the uterus, in order to examine it thoroughly. The same
means ought often to be employed for treatment, to facilitate the
ablation of polypi as well as for several other operations practised on
the uterus.



CHAPTER II.

TEEATMERT OF UTERINE DISEASES IN GENERAL—INDICATIONS TO BE FULFILLED
IN THE TREATMENT OF UTERINE DISEASES—METHODS OF TREATMENT
AND VARIOUS MEDICATIONS TN UTERINE DISEASES—MEANE OF FULFILLING
INDICATIONS IN THE TREATMENT OF UTERINE DISEABES.

To institute a rational treatment, it is necessary first of all to
lay down the indications and contra-indications; afterwards to
seek the best means of fulfilling these indications. 1 have con-
siderable difficulty with regard to the indications, because of their
infinite variety in diseases of the womb. If it is difficult to describe
them correctly, it is more difficult still to lay down exact treat-
ment. In practice it is of the first importance to remember that
it is our patients whom we have to treat and not abstract diseases.
However exact our descriptions and precepts may be, they can only
represent types undergoing modifications which 1t is impossible to
foresee ; therefore, in applying general rules to any individaal case, a
large margin must be left to the judgment of the attending physician.
In spite of these difficulties we can place some finger posts which will
help to keep us in the right road. In considering the question from
this point of view I shall lay down some general principles to serve as
a basis for a system of therapeutics as applied to uterine diseases in
general, from which can be deduced the special treatment most suitable
to each particular case.

1. The first indication is the necessity for trealment. Tt may seem
superfluous to make this remark, but it is not really so. There are so
many acute and even chronic diseases cured by nature that it is neces-
sary to point out how different uterine diseases are in this respect.
In their case the expectant method is deplorable, although very useful
in many other circumstances. Experience teaches us that diseases of
the womb have no tendency to spontaneous cure. Nothing can be
hoped, even from the changes and evolutions which the uterus under-
goes at different periods of life in passing from childhood to puberty,
from puberty to the period of sexual activity, and from that to old
age. Neither menstruation nor the menopause has any tendency to
cure uterine diseases. Menstruation, on the contrary, brings a great
many. 'The menopause certainly has a tendency to lessen some dis-
eases by the cessation of periodical ovulation with its accompanying
fluxion and heemorrhage ; but habitual fluxions do not always cease ;
on the contrary, they sometimes seem to assume a character of greater
intensity from having lost their regulator. It is the same with passive
congestions which no longer have their periods for disappearing in
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the normal alternations of uterine plethora and depletion. Besides,
varions constitutional affections are apt to show themselves at the
climacteric pericd, so that if one danger is removed another is brought
on. As for the changes oceurring in the sexual period, they are
hurtful in place of being favorable to uterine diseases, often helping
to perpetuate, hardly ever to cure them. Beware of hoping that
marriage will cure a uterine disease. At the most it can only regulate
or increase defective menstruation, and will certainly aggravate any
real morbid condition ; for one disease that pregnancy has ameliorated
or cured (supposing the retrograde evolution of the womb to have been
well directed) it has aggravated a thousand. It is of consequence to
have clear ideas on this point, that the physician may be able to con-
vince his patients of its importance, so as to make them willing to
continue treatment as long as is necessary. We must, however,
remember that every functional disturbance or displacement of an
organ is not a disease. This term should be reserved for those changes
in the generative system which are accompanied by functional disturb-
ance, abnormal phenomena, or pathological processes in this system or
in the general economy incompatible with the free exercise of special
or general organic functions, or with the continuance of life. Such
are the limits beyond which we ought not to venture in pursuing a
vigorous treatment, which cases recently reported (especially with
regard to displacements) show not to be exempt from danger.

2. Under certain circumstances we must content ourselves with a
palliative cure and not continue treatment when a perfect cure is im-
possible, as unfortunately is too often the case. For example, how
can we hope for the radical cure of interstitial and multiple tumours,
pediculated subperitoneal tumours, of ovarian cysts when sufficiently
tolerated by the organ not to necessitate extirpation, in short, of all
material changes which are the starting point of functional troubles
which art is powerless to remedy, or at least which it cannot attempt
without exposing the patient to greater dangers than those of the
disease itself; therefore we are often obliged to limit ourselves to a
palliative cure, simply regulating the functions of the sexunal organs
and of the general economy. By venturing further and employing
more energetic means we expose ourselves tc terrible reactions and
even to an exacerbation of the disease itself; or if we succeed in sup-
pressing it we may determine serious disturbance of the whole economy
or the appearance of a dangerous disease such as phthisis, which till
then was laent, in another organ. It is all the more important that
we should restrict ourselves to palliative measures in certain cases,
as the perfect integrity of the uterus and its appendages is not abso-
lutely indispensable to the exercise of sexual and general functions.
Experience teaches us that women may be affected by organic dis-
orders of this system without being greatly inconvenienced by them.
These disorders are often not only compatible with the free exercise of
the general functions, but even with the accomplishment of the special
functions of the sexual economy. Fibrous tumours and ovarian cysts
do not always prevent conception nor induce abortion.
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Very often we must limit our aim to the disappearance of functional
disorders, pain, hzemorrhage, lencorrheea, and other morbid phenomena
with the restoration of the general health. In morbid conditions
characterised by funetional trouble, such as disorders of menstruation,
or by pathological processes unaccompanied by neoplasm, functional
restoration usually coincides with the radical cure of the disease, the
treatment having attained both ends at the same time. In displace-
ments and deviations, as well as in diseases characterised by the
existence of neoplasm or organic alterations, it is possible to regulate
function without restoring integrity of the structure or the position of
the organs; and treatment need not be prolonged after the first of
these results, a palliative cure, has been obtained.

3. When we consider how seldom it happens that the uterus is for
a long period the seat of morbid processes without its organic tissue
becoming more or less seriously affected and how little tendency
uterine diseases have to spontaneous cure, we must see the importance
of another indication : viz. the necessity of always associafing general
with local treatment.

In general affections of the organ and in purely diathetic diseases,
especially when the localisation is multiple, or when the accompanying
material change is insignificant, it will be readily understood that not
only are general means of treatment the most important, but that
usunally they are of themselves sufficient to produce a definite cure ;
in the same way local treatment may suffice for traumatic lesions,
changes of position, or the development of neoplastic tumours,
whether homeomorphous or not, and even when produced by the
localisation of a diathetic affection. But although local suffering may
be relieved and the general health improved by one-sided treatment, it
is very seldom that a permanent cure can be effected without combin-
ing general and local means of treatment. The one or other may
require most attention according to the case; but they cannot be
separated, nor can the one be sacrificed to the other. Aran' has
made the same remark, and it is strikingly illustrated in the difference
between our private and hospital practice. In private practice patients
often refuse local treatment, either because of the pain which they
fear as a consequence of energetic measures or from repugnance to sub-
mitting to the frequent applications and various little operations which
may be necessary. On the other hand, they are most willing to carry
out any general treatment either internal or external, even baths and
hydropathy when advised. Under the influence of such a regimen I
have often seen the appetite restored, digestion regulated, nutrition
increased, flesh gained, strength recovered. But the uterine pain
never disappears, a real cure is never effected ; in short, the temporary
improvement does not last more than a few months, when the patients
fall back into their former state of ill-health and all has to begin over
again. [Hospital patients, on the other hand, are obliged to undergo
local treatment, all necessary operations are performed, dressings made,
&c. But it is seldom that general treatment is carried out with

1 Op eit., p. 162.
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necessary regularity. Some patients consider all drugs poison, and
often manage to throw their medicine away, whilst' baths, mineral
waters, food and ventilation are often also defective owing to the
limited resources of the hospital. In these cases I have noticed
that the local symptoms—pain, tumefaction, granulations, ulcers,
lencorrhcea—may disappear temporarily, but if the general health
does not improve proportionately with the local disorders the latter
S00N Te-appear.

4. An appropriate treatment should be applied to every disease.—
It may seem superfluous to point out this indication, but whilst it
certainly would be so in reference to any other class of diseases, it is
not so with regard to uterine pathology ; this is only explicable by the
relative ignorance of our predecessors as o the variety of diseases of
the womb. We must remember that in uterine pathology, as in the
pathology of any other organ, there are species and varieties differing
so much from each other as to require differences of treatment. 'The
most characteristic feature of the progress of uterine pathology in our
day is the tendency to distinguish the different diseases of the uterus
as we distinguish different diseases of the lungs or heart, by their
symptoms, their organic lesions and their nature. The most practical
application of this nosological distinction is, without doubt, the
general indication to vary the treatment according to the ecase, and
to distinguish the special indications arising from the differential
diagnosis of the various diseases. I meet so many medical men who
lLave kept up the habit of treating all uterine diseases in exactly the
same way (the treatment varying, not with the patient but with the
doetor) that I must take this opportunity of warning young practi-
tioners against all uniform and stereotyped therapeutics. Lisfrane did
not escape this error. His opinion as to the frequency of engorge-
ment, which he looked on as the basis of all uterine pathology,
necessarily led him to prescribe for the majority of these diseases a
common treatment, which we find reproduced almost word for word
in his consultations. The chief ponts of this treatment were as
follows :—Rest on the sofa, baths twice a week, conium internally,
bleeding from the arm once a month ; lastly, the gradual reduction of
food to the minimum quantity required to sustain life, with the idea
that organic resolution is promoted by abstinence—eura jfamis!
Nonat has also adopted this mode of treatment, though not so ex-
clusively. Others have made almost all uterine pathology to consist
in replacing the womb, whilst others insist far too much on antiphlo-
gistics. Some wear out the uterus by continual applications ; others
limit themselves to the use of general means. One practitioner in-
variably gives hot baths, a second cold baths ; some preseribe hip-
baths, others general baths. Now, we cannot guard ourselves too
carefully against any exclusive treatment of nterine diseases in general,
or of any special means in particular. Disease varies in form and
nature in the uterus as in other organs; treatment ought to vary
likewise.

' Bulletin de U Acadeinie de Médecine.
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5. Tt is very important to consider the nature of the disease.—
Uterine diseases are very seldom of a reactionary nature; on the
contrary, they may be classified as affeclive diseases, . e. dependent on
a general state. It is not that the general condition from which they
derive their nature has always been the determining canse of their
development ; but it impresses its character on the disease whether
primanly or not. They may arise in two ways, either following the
development of a general affection or being produced by a disease
originally local. The diathetic affection exists; it has already given
proof of its existence, though it has not yet attacked the uterus.
However, it is not long before it fixes itself there, because this organ
is more disposed than any other to be affected, owing to its position,
its inclination, its monthly congestion, the increased vitality developed
in it by pregnancy and the traumatism determined by an abortion or
by delivery. The diathetic affection manifests itself spontaneously ;
at most 1t only awaits a favorable opportunity for taking possession.
At other times the uterus is predisposed to disease. Menstrual
troubles, sexual excess, over-fatigue, a miscarriage or difficult labour
cause congestion, engorgement, hypertrophy. Disease is established.
That would be of no consequence if the woman were healthy and
strong ; all would then disappear with a few simple precautions. If,
however, a diathetic tendency be present the tendency becomes a
localised affection, it fixes on the uterus, impressing its special
character on the already existing disease. What occurs to a man
suffering from blenorrhagia or engorgement of the prostate happens
to the woman aflected by uterine disease. These illnesses when recent
and uncomplicated are easily cured in vigorous individuals. But
given the existence of a special diathesis, these maladies open
the door to the inroads of an affection till now latent, and cure is
difficult

6. That we may perceive, therefore, the leading indication, it is
necessary first of all to determine the diafielic affection which is the
essential cause of the malady. Any constitutional disease may become
localised in the uterus; it is certainly so with cancer, rheumatism,
gout, herpetism, scrofula, syphilis, &e. I do not think that any
practitioner can doubt the correctness of my statement with regard to
the majority of the affections just named. I myself for a long time
retained doubts as to gout; but lately I have seen a case which seems
to me sufficiently conclusive to force conviction.

Case.—A lady, aged forty-five, is mother of two grown up children in good
health ; her father is goufy, her mother comes of a gouty family, and her
brother is asthmatical.. She has at various times suffered from pain and
swelling of the joints, especially of the small articulations, several of which
arve deformed. The urine is often charged with brick-red deposit. She suffers
to a small extent from hmmorrhoids, hllt her digestive functions are in good
condition. She has repeatedly had serions attacks of pulmonary congestion,
haemoptysis, &e¢.  For some time back the lungs have been healthy, but the
uterus is affected with chronie congestion, ocenrring "tl}'pﬁlenﬂ‘li-’ without cause ;
twelve days after the eatamenia there is an exacerbation eausing acute pain and
I"EI'I.dEl"II'l'EF walking impossible. This state is accompanied 111. serious general
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disorder ; in a few days there i= an improvement allowing the patient some
days’ rest before the return of the monthly period. This is ushered in with
great pain, a condition which never existed previously ; after two or three days
the pain ceases and the hamorrhage is more abundant than before the uterine
disease. I have sometimes known this patient for five or six months to have
hardly any suffering or congestion, and then begin to suffer anew. These
pains and the morbi conditions developed successively in the limbs, chest, and
uterus, keep her extremely thin, and produce a great tendency to perspiration
and a general weakness in SPItE of an excellent appetite and digestion.
Ido m:rt know whether I have given a sufficiently exact description of this case
to convinee my readers that this succession of morbid conditions, so serious and
at the same time so variable, can only be explained as attacks of visceral gout.

I do not think any one can doubt as to the influence of catarrhal,
chlorotie, herpetic and scrofulous affections on uterine diseases.

7. Inflammation also plays a great part in the production of uterine
diseases. Sometimes it constitutes the basis or even the essence of the
disease ; at other times it plays only a secondary rdle to the diathetic
affection. In the first case the uterine disease may be called re-
actionary ; in the second, as in the case just cited, affective. Thus, as
the result of traumatism or of causes which may be called tranmatie,
such as sexual excesses, fatigue during menstruation, abortion, difficult
labours, operations performed on the genital organs, acute inflamma-
tions are often developed which are, to speak correctly, reactionary,
such as metritis, ovaritis, pﬁrltnmtza, these inflammations become
chronic if they are too aggravated to undergo natural resolution, or

too slight to terminate in suppuration or gangrene, and the discase
retams “the inflammatory nature with certain modifications.

At other times the disease has begun with inflammatory symptoms
but is evidently kept up by a diathesis retaining nothing of an in-
flammatory character but the form or a state of special complication.
Nevertheless, at a given moment, under the influence of unforeseen
accidental causes or even of normal processes, such as menstruation,
this condition may produce an increase in the inflammatory element
which will now occupy the first place among the existing morbid
phenomena, owing to the danger it involves. But whether inflamma-
tion form the basis of the uterine disease or be only an element of
secondary importance subordinate to the diathesis, or an accidental
coincidence more or less serious, it always presents important indica-
tions. In the one case the leading indication is to subdue it, in the
other this is of secondary importance—secondary, that is to say, to
that of the diathesis; but in all cases it deserves the most serious
consideration.

8. Another important source of indications is the asthenic nature of
the majority of uterine diseases, no matter what part inflammation
plays in them. If we consider the condition of the vital forces, i. e.
the resistance which the economy is capahle of making in this struggle,
we can assuredly say that generally there is not a sufficient power of
resistance. Occasionally it may exist in acute uterine disease and in
inflammatory attacks, which give a new character and nature to the
disease. But generail}' the reverse holds good. As a result of the
chronic state of the malady, of the sympathetic disorders of digestion
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and innervation, and of the consequent impﬂvﬁrish ment of blood, there
is a state of general debility which not only takes from patients the
tone which gives energy and activity to the whole system, but also
deprives them of what the ancients called molor Jorce. Besides the
atony with which the muscular system and the whole of the organism
is affected, we may say that the majority of uterine diseases are
characterised by ast/enia. Therefore, after having subdued inflamma-
tion or congestion by blood-letting or otherwise when necessary, we
must hasten to overcome the diathesis which has a share in the disease,
and above all to raise the strength by enriching the blood, soothing
the nervous Q_',r'-tem, facilitating dagestmn, stlmulahng nutrition, and
by giving an impetus to the repairing processes in all the organs.

9. The chronicily of uterine diseases is also an indication of con-
siderable importance. A small number of uterine diseases have an
acute course. Such are those diseases which may be called trau-
matic, as well as those having a sthenic character and tending to
inflammation, and those consequently which participate in the nature
of reactionary affections, such as cases of metritis, ovaritis, hemato-
celes at their commencement, peritonitis, inflammatory attacks of pelvic
peritonitis or peri-uterine inflammation, active hiemorrhage, &e. But
the majority, on the contrary, are chronic in character ; there is some-
thing slow in their manifestation and a natural tendency to last indefi-
uiteﬁr This chronic character depends on two causes : primarily, on
the influence of the diathesis, or at least on the asthenic nature of the
malady. All diathetic affections are difficult to cure. They are deeply
rooted in the whole economy ; the whole mass of the tissues needs to
be gradually modified, a requirement which necessitates a long and
uninterrupted treatment. FEven when a uterine disease cannot be
attributed to a diathesis, its asthenic nature calls equally for reconstitu-
tion of the blood and restoration of the whole system. Secondarily,
it depends on special causes peculiar to the uterus, which keep up the
disease by bringing obstacles in the way of its cure. The womb is not
only placed below all the abdominal viscera, which by their weight
tend to keep up the congestion as well as to cause pain mechanically ;
not only is 1t subject to the troublesome and repeated excitement of
cﬂnjugal relationship, but every month it is the seat of a normal san-
guineous discharge, which to a great extent undoes the good derived
from previous treatment, giving at the same time new life to the
disease. Those patients are - fortunate who escape with only a monthly
periodical flow, many having a recurrence every fortnight. These
periodical discharges, besides tending to perpetuate the disease by the
accompanying congestion, hemorrhage, pain and other pathological
conditions, are troublesome from their necessitating, in the majority of
cases, an interruption to treatment, which delays cure. Therefore we
must expect to lose every month part of the good we have already
gained, and must content ourselves with a very slow and gradual
improvement.

As the chronicity of the disease cannot be altered, an appropriate
treatment shounld be adopted, which can be pmlunged indefinitely.
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If a suilable treatment, local as well as general, is applied, patients
soon obtain marked relief. Leeches, a purgative, baths and donches,
with tonics, when rightly employed, seem to rid them of all their pains
and discomforts. They think themselves cured. But the physician
must not deceive himself; the relief is only temporary. The organs
have not sufficient tene to preserve them from a relapse ; the diathesis
still exists ; the uterine discharge will soon recur, forcing us to dis-
continue treatment, and taking possession of the organ will throw it
back into its original condition. Therefore, I repeat, as the disease
is chronie the treatment must be so also.

10. More is needed: we must prevent relapses. Treatment must
be continued for a considerable time after an apparent cure, even
after a real cure. The causes of the chronicity of uterine diseases are,
at the same time, causes of relapse, and if we would destroy their

ower we must give tone and strength to the whole economy, and
especially to the diseased organs, in order to preserve them from
relapses. |

11. The elementary nature and form of the uterine disease 1s
another source of indications which must not be neglected in treat-
ment. The various elements which contribute by their union to give
the disease its form, physiognomy, and special appearance, may com-
bine in different ways or be associated with such or such a disease as
primary or secondary element. In this way fluxion, congestion, hee-
morrhage, leucorrhcea, ulceration, pain, engorgement, hypertrophy,
displacement, may be alternately principal or accessory elements of
the disease, and become the source of primary or secondary indications.
Many of these elements are not mere alterations of tissue or modifica-
tions of local life, but morbid processes of the whole economy, having
the uterus for their starting point or goal, and passing for simple
affections. These affections may remain simple or become compli-
cated by several other pathological elements. This remark applies
especially to the most common of these elements—flurion. Whether
it be an original element of the disease or a later complication, fluxion
1s the morbid process against which we have to struggle with most
persistency in the treatment of uterine disease. We have to contend
‘not only with imminent or established pathological fluxion, but even
with the periodical physiological fuxion, at least in its derangements,
and to prevent the consequence of its baneful influence on the malady.
I cannot too strongly recommend the excellent treatise of Barthez on
this subject (¢ Traitement Méthodique des Fluxions’). The distine-
tion made between the fluxion that is imminent and the one that is
established is very practical. The precept to use revulsives to prevent
the first from becoming fixed and to employ derivatives to arrest the
second is excellent.

Congestion or vascular fulness of the organ is often only an estab-
lished fluxion. It may then be called active congestion, and indicates
the necessity for revulsives or derivatives. When it is- passive it is
none the less an important and frequent source of indication, which is
best fulfilled by depletion.
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Engorgement, or the presence of interstitial plasma, which is some-
thing between edema, congestion and hypertrophy, naturally indicates
the use of resolvents.

Hypertrophy, or increase of the uterine tissue by excess of assimila-
tion or defect of decomposition, indicates reabsorption. When this
hypertrophy is localised on some point of the organ and some portion
of one of the tissues, and has given birth to granulations, fungous
growths, polypi, fibromata, &e., it may become the source of special
indication, that of the local destruction of abnormal tissue by ablation
or otherwise.

The discharges themselves are sources of therapeutic indication,
only these are often of minor importance, subordinate to others arising
from the morbid condition, whether diathetic or otherwise, on which
these discharges depend. Tor example, fluxion, congestion, organic
alterations, in reference to h@morrhage ; catarrh, chlorosis, herpes,
scrofula, with respect to leucorrheea, furnish indications to be fulfilled
primarily, being of greater importance than those even of the heemor-
rhage or leucorrheea. Ulceration and the consequent more or less
serious loss of substance, whether granular or fungous, becomes in its
turn a source of indication. Subordinate as it is to the treatment of
the diathesis on which the ulcer often depends, the indication to bring
about cicatrisation 1s not the less urgent.

Pain is one of the most important sources of indication; it may
exist in the uterus or around it, or sympathetically in distant parts.
It may be transitory or persistent ; it assmmnes different forms— hyper-
wsthesia, neurosis, or neuralgia—and may be idiopathic, symptomatic,
or sympathetic. It must be subdued whenever it appears, for pain
increases the fluxion and all the elements of the malady, and is suffi-
cient to bring them back 1f we have been fortunate enough to get rid
of them. We must attack it at every period of the disease, and even
after its cure, for it sometimes persists after the organ has returned to
a satisfactory state of health.

Lastly, the position of the uterns, the condition of its suspensory
ligaments, the changes in its normal relationships, all become sources
of indications. Ouly we must find out whether the morbid symptoms
really depend on the displacement or are independent of it. When
the disease 1s confined to a deviation or displacement, even then the
indication may be complex—1. To prevent the abdominal viscera, by
means of rest, attitude and supporting belts, from increasing the dis-
placement of the organ and causing pain. 2. To render the displace-
ment bearable by palliative treatment or by the use of mechanical
support. 3. Lastly, to obtain a radical cure by attacking directly the
causes of the displacement or deviation.

12. Special indications arise from neighbouring disorders accom-
panying uterine disease. The condition of the urine ought to be
examined. In acute as well as in chronic diseases we often find this
excretion abnormal. Lithiasis, concentration, deposits of various
kinds, are all sources of indication, as well as tenesmus, inflammation,
catarrh, frequent or difficult micturition, mechanical compression of
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the bladder or urethra by uterine tumours, &. Then we have dis-
orders connected with the rectum, diarrheea, tenesmus, heemorrhoids,
glairy, mucous or bloody discharges, and, above all, constipation, the
most common and huriful of all complications, keeping np as it does
pelvie congestion.

13. What can be said of the sympathetic reaction of uterine diseases
on the nervous system and digestive economy but that the consequent
functional disorders are sources of indication? Let me, however,
remark that the majority of the indications arising from these dis-
orders are already fulfilled by the means employed in combating
asthenia, raising the tone of the whole economy, soothing pain, regu-
lating the nervous system, improving the condition of the blood,
increasing nutrition, renewing the whole constitution.

14. What can be said too of the very serious complications which
sometimes increase the severity of uterine diseases and prevent a con-
tinuance of the treatment, but that these complications are new
sources of indications ? From the point of view of preservation of
life or of general health they may take precedence an those arising
from the disease of the womb, they may even oblige the physician to
respect the uterine disease, as a sort of natural revulsive guaranteeing
the general health against the rapid and disastrous evolution of the
coexisting disease. This may be the case where pulmonary tubercu-
losis is coincident with leucorrheea or uterine ulceration. It is often
imprudent to insist on the cure of uterine diseases in phthisical
patients. If it is wise, as Bennet! says, to modify uterine symptoms
when they become oppressive, we must respect the kind of equi]igrium
established between the uterine affection and pulmonary phthisis when
the symptoms are bearable ; all the more so as in these cases the use
of energetic means is not always without danger. We must remember
in this case, as in that also of hmmorrhoids, rectal fistula, gouty
deposits in the small articulations, &ec., that there are diseases which it
is dangerous to cure;* and that the aphorism of Hippocrates?® is
equally true with reference to diseases as to treatment :—*“Ado mdvwy
dua ywopfvwy pi kara Tov alrov réwov, b ogpolplrepoc apavpoi
rov Erepov.’

METHODS OF TREATMENT AND VARIOUS MEDICATIONS IN UTERINE
DISEASES.

Having enumerated the indications, the question arises, what
method should be employed in the treatment of uterine diseases, and
what medications will suitably fulfil the indications for this treatment ?

The medication is the direct answer to the indication: it is an
impression produced on the organs by a means or the association of
several means, and intended to modify the economy in vne sense or

! Bulletin général de thérapeutique, t. Ixix, p. 49. Paris, 1865,

2 Raymond de Marseille, Traité fsm maladies qu'il est dangereuwe de guérir,
Paris, 1816.

¥ Bection 2, aphorism, 46.
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another. The method is the order to be followed in the use of the
medications, and of the means by which they are carried out: it is
simply a help which we give nature when she tends towards cure ; or
a way indicated to her, an impulse given to her from different points
all directed to one end; ora rule imposed on her without apparent
reason, but which experience has proved to be wise.

Methods of treatment according to Barthez® may be divided into
natural, analytical, and empirical. It is needless to say that we can
seldom in the treatment of uterine maladies limit ourselves to nafural
methods, because these diseases rarely have any tendency to sponta-
neous cure. On the contrary, we must often have recourse to analy-
tical methods ; for these diseases are usunally the product of one or
more elements of one or more essential affections, and of several
simpler diseases existing as complications, They are almost always
complex ; at least they are complicated with all the morbid conditions
consequent on the special structure and functions of the womb.
Therefore we must simultaneously treat the diathetic affection, which
often gives to the disease its character, and the mnorbid processes which
give to it its form or which determine its exacerbations, its relapses
and its chronic nature, or sometimes the simple disorders of men-
struation which keep it up or increase it. In this way inflammation,
engorgement, hypertrophy, granulations, ulcers, necessitate the use of
certain means, at the same time that the diathesis is treated by an
appropriate medication. Haemorrhage, congestion, simple fluxion are
treated as they arise according to their relative importance; eg. if
fluxion is defeclive, the use of attractives is indicated ; il excessive,
then depletion or derivatives are indicated. Lastly, we must some-
times have rccourse to empirical methods ; for the disease, even when
capable of being anaiysed, may resist the ordinary means of treatment,
showing no tendency to be cured, or it may be kept up by a specifie
affection the cure of which can only be effected by a specific medicine
which experience has proved to be efficacious. This happens in many
chronic diseases, especially when neuroses or local indolent engorge-
ment predominate ; in such a case an acute attack may bring about a
change which may become the starting-point of a favorable impetus
towards cure.

Medieations.—The methods of treatment suitable to uterine diseases
having been determined, we must carry out the treatment in the order
indicated by the use of the general and local means at our dis-
posal. Here also we find a medium between the method and treat-
ment. Every means of treatment produces several results, some-
times the one, sometimes the other, successively or simultaneously ;
on the other hand, the association of several means may be necessary
to produce a single impression on the economy, just as the coneur-
rence of several processes 1s necessary to accomplish a single funetion.
The means therefore cannot be applied directly without an inter-
mediary in answer to the indication.

! Préface du Traité des maladies gouttenses, 1819 ; V., Nouveaux Eléments
de la science de Uhomme, &c., 3%, éd,, t. ii, p. 282. Paris, 1858.
11



162 TREATMENT OF UTERINE DISEASES IN GENERAL

The association of various general and loeal means constitutes
a medication ; and it is by the help of medications that we respond
to the indications. The true answer to the indication is not the
medicine but the medication or medications. One or several medica-
tions answer to one or several indications. Sometimes a single medi-
cation suffices for one indication, but it may include several medicines
. or kinds of medicines. Sometimes two or more medications must be
associated to respond successively or simultaneously to two or more
indications. The distinction is so essential between medicines, i. e.
the means and methods of treatment, and medications, 7. e. the manner
of responding to an indication by the effect which such remedies pro-
duce, that it i1s as impossible to group these medicines by medications as
by indications. The combination of several means is necessary for one
medication, and, on the other hand, the same means may serve in several
medications or may carry out several indications at the same time.
Bleeding, for example, is a depletive, derivative, revulsive, debilitant ;
purgatives are not only evacuants, they are derivatives, revulsives,
resolvents ; hydropathy is at the same time sedative, tonic and revul-
sive; vaginal irrigation may be refrigerant, sedative, astringent, &ec.
The same medication makes use of various means aceording to the
case ; thus, resolvent medication utilises evacuants, revulsives, altera-
tives, hydropathy, starvation, &c. ; the choice depends on the patients,
on the disease, on the constitution, on the remedies at our disposal.
We must therefore postpone reviewing the means to be employed in
the treatment of uterine diseases, contenting ourselves with grouping
them according to their natural affinities. As for the medications,
they are arranged naturally like the indications to which they are
intended to respond. When 1 set out in quest of the indications I
simply followed the order we adopt in practice to discover them and
to determine the disease, and by enumerating successively their different
sources 1 showed how they arise. But the indications, when once
found, ought to arrange themselves in our mind according to their
various degrees of importance, according as they are common or
special, local or gemeral, major or minor, primary or accessory.
The medications respond so directly to them with regard to the cura-
tive effects which we hope to obtain from them, that we cannot but
arrange them in this essentially therapeutical order. There is the
same difference between the order in which the indications present
themselves and that in which the medications appear, as between the
way of making a diagnosis and that of instituting a treatment. There-
fore I distinguish between common and special medications.

Common medications are those which respond to common indieca-
tions, i.e. indications which may arise in every uterine disease. I
have already said that the various processes which go to make up men-
struation are almost invariably sources of indication in uterine patho-
logy. By their simple presence, by their absence, excess, derangement,
by the pains accompanying them, they may of themselves constitute
morbid states, and n the majority of cases be added to the disease as
cause, eflect, or complication ; or they way hinder the treatment or
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retard the cure indefinitely. We must be able to inerease or diminish
the flow, dissipate the congestion, relieve the vascular system, or
deviate the blood which flows towards the organ by directing it to-
wards a distant organ. To each of these indications there is a corres-
ponding medication, attractive, depletive or evacuant, derivative,
revulsive. Sometimes we wish to attract the sanguineous flow to-
wards the uterus by the help of rubefacients, vesicants, leeches to the
labia, groin, anus, or cervix, by hot, aromatic, or mustard foot-baths
or sitz-baths, by stimulating purgatives, enemata, or suppositories,
by hydropathy, electricity, &ec. At other times we emply the uterine
vascular system by leeches to the cervix, scarification, cupping, pur-
gatives, &c. Sometimes in cases of fluxion and congestion we deviate,
i. e. derive the blood, by applying leeches or blisters to the groins,
hypogastrium, or loins, or we may cup. Sometimes we turn away or
divert this current and the movement which Prudl.mﬂs it by blood-
letting from the arm, cupping the breasts, administering a purgative, or
even an emetic, or by directing the fluxion to the surface of the whole
body by means of vapour baths and other hydropathic operations, &e.
I will explain aflerwards that it is not enough to be able to use these
medications ; we must learn how to apply them opportunely.

Special medicalions correspond to indications which do not oceur
in every case, but which vary according to the nature of the affection,
the pathological form assumed, and the organic alteration produced by
it. Some are local. For example, medication consisting of appli-
ances which are reducing and supporting, for the treatment of dis-
placements, deviations, &e.; atrophic or hypertrophic in cases of
uterine hypertrophy or atrophy; substitutive and modificatory in
cases of superficial alterations of vitality and fluxion, of granula-
tions or ulcers; destructive by the knife, caustics or fire, in cases
of more profound organictalterations, or considerable tumefaction, or
formation of new elements and of homeomorphous or heteromor-

hous tumours. Other medications are general, or both general and
focal : antiphlogistic, directed against inflammation, no matter where
the seat or what the extent may be ; resolvent, with which the atrophie
medication is often associated, against engorgement or other causes
of permanent increase of volume ; anti-diathetic, whether simply altera-
tive or specific, against general affections, the localisation of which
keeps up the morbid state; sedative and narcotic, against pain,
whether it be an essential element or a complication ; antispasmodic,
against spasm and nervous erethism ; tonic, against weakness, want of
tone, and strength ; restorative, against digestive troubles, disorders of
nutrition, impoverishinent of bloed, chlorosis, &e.

Opportuneness of treatment.—This is another great principle in
general therapeutics, which is specially applicable to uterine diseases.
A brief explanation of it will form the natural connecting livk between
the enumeration which I have just made of the principal medications
used in uterine therapeutics and that which I am about to give of the
means by which we realise these medications. In the cure of uterine
diseases, next to precision of diagnosis, opportuneness of treatment
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is the best guarantee of success. The treatment, medication and
means must all be employed at the right moment. Treatment may be
useless in a few cases, indispensable in almost all, but hurtful at one
t'me, beneficial at another. It is the same with medication and the
means employed. Very often the same end may be reached by
several medications, the same medication by several medicines and
means ; in short, there are different ways of treating a patient. There
is opportuneness with regard to the disease, the medication and the
means, but especially with regard to the patient; for the various
parts of the economy are not in a good condition, the constitution is
often enfeebled, the blood impoverished, the nervous system affected,
all the functions languid.

I cannot too carefully impress on my readers the necessity of exam-
ining all the organs attentively. It is not enough to examine a patient
for purposes of diagnosis; we must also examine with reference to
treatment. By carefully investigating the various functions, systems
and organs, we sometimes find disorder where we least expected it. But
that is not all. In treating disease it is necessary to make an impres-
sion on certain organs by means of medicines. Only there are different
ways of producing this impression, different means of arriving at the
same end. True art consists in being able to choose the best, the one
most appropriate not only to the disease, but to the patient. That is
why we must interrogate every function, examine every organ to learn
if we can and should act on the stomach, the intestines, the kidneys,
the skin, &e. How often after having made a careful examination do
we find another disease counter-indicating treatment! How often
do we find the condition of certain organs such that treatment would
do more harm than the disease ! Supposing, however, that the patient
bears the treatment, and that it is applied at the right time, it is not
enongh unless the medication and the means are used opportunely. It
i1s of more importance to be able to seize the opportune moment in
treating uterine than other diseases. The recurrence of menstruation
introduces such important changes into the condition of the organ,
that we must not only suspend the usual treatment during the whole
of the monthly period, but we must utilise this time by employing new
means, which are only efficacious when used at the right moment. I
have seen many patients who had undergone treatment which they
assured me had aggravated their disease, and yet the very same means
were most successful when used by me at an opportune time.

Let us take an example. One of the means which gives the most
marked and rapid relief in the treatment of uterine disease is the appli-
cation of leeches to the cervix. Struck by my sueccess, all my pupils
have adopted this practice; but sometimes I have been called on to
rectify their error, and to repair the troublesome consequences of
treatment clearly enough indicated, but incpportunely or insufficiently
carried out. This practice, though less frequently adopted than it
deserves to be, is yet common enough to have allowed me to see a
certain number of patients from different parts of Europe who had
undergone this little operation in their own country, With several I
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have been obliged to have recourse again to the same means, and
sometimes have had considerable difficulty in overcoming the opposi-
tion of my patients, who remembered that a previous application had
increased their pain and all other symptoms, and had even developed
new troubles. It is very easy to explain these differences, and I have
laid down rules calculated, T hope, to prevent accidents resulting from
an inopportune application of leeches, whilst retaining so valuable an
agent in uterine therapeutics. Leeches may be applied to the cervix
during any part of the intermenstrual period, with the exception of the
last week, provided they draw a sufficient quantity of blood. If not,
they must be applied again and again if necessary, because after an
insufficient flow of blood we always see an aggravation of symptoms,
especially of pain. The reason 1s this:—The suction of the leeches
has determined a flow of blood towards the organ which has not been
evacuated. The vascular system is more gorged than before, hence
the marked aggravation of all the symptoms and of the disease itself.
The only remedy is to make a fresh application of leeches, and if re-
quisite another, till an abundant hemorrhage has caused depletion of
the blood-vessels. Leeching the cervix during the week preceding
menstruation may be indicated by the absence or insufficiency of the
fluxionary movement accompanying the recurrence of the monthly
period. In this case it acts as an attractive inducing fluxion towards
the uterus. As this indication, however, generally occurs in young
gitls, and as it can be responded to almost as well by leeching the
groins or the labia, this latter operation should be preferred. If, how-
ever, we have to do with another disease, metritis for example, or
uterine congestion, for which the application of leeches to the cervix
is clearly indicated (as a depletive, not as an attractive), we must
beware of making the application during the days which precede men-
struation, especially if we have to do with a heemorrhagie congestion.
The flow of blood towards the uterus commences a few days before the
periodical discharge takes place. The organ, under the influence of
this continuous fluxion, becomes gradually congested, and this con-
gestion produces disease if the natural heemorrhage, which is the crisis
and the third act of this morbid drama, does not arrive in time or is
insufficient.  If, then, the organ is suffering from simple congestion or
an inflammatory condition or is the seat of h@morrhages which, in
place of relieving, add to the morbid condition, it is evident that the
application of leeches will only increase pre-menstrual congestion and
consequently all the accidents produced by the pathological congestion
or inflammation. The natural congestion preparatory to menstruation
is of itself a troublesome occurrence, and we know that in the majority
of uterine diseases the return of the monthly period is coincident with
the return and aggravation of all the principal accidents. What then
will happen if this natural congestion is increased by the application
of leeches, which will add to the usual afflux of blood preceding men-
struation? Even if the flow of blood were to be abundant it would
not prevent the pre-menstrual congestion from being increased and all
the symptoms from being aggravated, because it would come too soon
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to be the crisis, and would not prevent menstruation from taking place
at the usual time, within a few days of the application of leeches ; nor
could it prevent the manifestation of all the usual symptoms, intensified
in consequence of the attraction which has been followed by insufficient
or useless depletion.

These theoretical explanations are only .the deduction of facts
learned by observation, for 1 have seen serious accidents produced by
inopportune leeching. Therefore, as a general rule, the cervix ought
not to be leeched in the week preceding menstruation.

In the week following menstruation, on the contrary, the conditions
are quite different. The organ remains congested, especially if the
critical heemorrhage has been insufficient; but the fluxion which has
Eremaded the heemorrhage and determined the natural congestion has

een extinct for some days. Any depletion at that time will be
beneficial to the uterus. The suction of the leeches will not reawaken
the fluxionary movement which has just ceased, and which will only be
reproduced normally in a month. We can, therefore, without fear
apply leeches to the cervix at this time. If the flow of blood is in-
sufficient it will not be followed on that account by any accident : the
organ will be soothed, though incompletely. If, on the contrary, it is
abundant and capable of causing disgorgement of the vessels of the
uterine system, the amelioration will be as complete as rapid, and the
effect produced will sometimes exceed all our expectations. To obtain
this result we must not fear to apply leeches again the following day
if the first application has been insufficient, and to follow it up by
purgatives, which are often found to be the necessary complement to
this method of depletion. Practice is rewarded by a success exceeding
the anticipations of theory. Therefore, as a general rule, the cervix
should be leeched the day following menstruation, or at latest during
the week following it.

‘What I have said as to the opportune application of leeches counld
be said with regard to other weans—douches, sitz-baths, irrigations,
purgatives, ergot, &c. But no example seemed to me so stnking as
that of leeches, and I have so often seen the difference in the effects
produced by their application at different periods, that I cannot have

a doubt as to the importance of the time chosen to make use of this
and other means.

MEANS OF FULFILLING INDICATIONS IN THE TREATMENT OF
UTERINE DISEASES

It is not enough to state the general way of preparing and admin-
istering these means, the modus faciendi ; we must also determine the
manner and the time of employing each one of them under given
circumstances in order to realise the medication indicated. It is the
only way of successfully applying to other cases the means which have
answered in any given case. 'To know why these means have suc-
ceeded, is to know what medication they have realised and to what
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indication this medication has responded. The means of fulfilling the
indications are general and local.

I. General Means

The general means are hygienic or medicinal.

1. The Aygienic means are : posture, rest or exercise, regimen, &c.

Rest is often indispensable. The posfure that ought to be adopted
by the patient is generally neglected unless the physician makes it his
business to give precise instructions with regard to this important
though small detail, and sees that they are attended to. In serious
cases, always in acute and often in chronic diseases, the patient ought
to remain in bed. She should lie horizontally, the pelvis on a level
with the shoulders or higher, the head resting on a pillow, the legs
and thighs flexed and supported by pillows under the thighs ; in short
the muscles relaxed by semiflexion. The bed ought to be hard so that
the pelvis does not sink in it; if the mattress is not of hair it is well to
put a hair pillow under the pelvis. Spring mattresses combine resist-
ance with elasticity. Feather beds must be forbidden absolutely.

This preseription is indispensable, not only in acute diseases when
the patient feels the necessity of rest and semi-flexion, but in all cases
of hemorrhage whether occurring at the menstrual period or not, and
in several chronic maladies, especially where there is a risk of hemor-
rhage, as in polypi, fibromata, &c.; or in inflammatory cases, as in
ovaritis, metritis, &e., absolute rest in the position of semi-flexion and
on the back, are often the most important elements of success. In
certain cases, eg. retroflexion, the contrary position, i.e. pronation,
must be prescribed.

When the disease is chronie, it is not generally necessary to confine
the patient to bed. She may be on the sofa during the day if she
takes care (when necessary) to keep in the position L have just indi-
cated. In spite of the great importance which I attach to rest, I do
not agree with Lisfranc and his school, in thinking it ought to be
invariably prescribed in chronic diseases. Absolute rest for an
length of time, especially in bed, is weakening and leads to loss of
appetite and impoverishment of blood which play so important a part
in the existence of uterine disease.

We must therefore recommend exercise in these cases; but the
exercise must be moderate, in proportion to the strength of the
patient, and of a kind not likely to excite pain. Therefore we must
sometimes content ourselves with carriage exercise on a smooth flat
road, making the horses if necessary walk, the patient lying in the
carriage and being protected from shaking by air-cushions. When
the patient can take active exercise without suffering it is much
better ; in such cases she should be advised to walk, taking the pre-
caution to choose a smooth road and stopping as soon as she feels an

ain. She shovld gradually inerease the length of her walks, but it 1s
Eetter to take several short ones than one that is too long, and she
ought to lie down immediately afterwards. A hypogastric belt is
often of great use by supporting the weight of the abdominal viscera
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and so preventing pain when walking or standing. Sitting is some-
times very injurious, as it has a tendency to cause pelvic congestion.
When patients are obliged to sit, they ought to choose a hard seat or
an air or water cushion, which should be flat. Those which are
excavated in the centre are injurious to women suffering from uterine
diseases or from hemorrhoids. They spare the patient the pain
caused by direct pressure on the heemorrhoids or on the uterus; but
they congest the anus and lower part of the rectum, by the circular
pressure exercised on the seat.

The physician ought to prescribe the physiological rest of the organ
in addition to the mechanical rest. This rest is indispensable not only
in acute cases but in the great majority of other diseases. Engorge-
ments, deviations, prolapsus, do not always counter-indicate sexual
intercourse. But whenever there is pain or fluxion, inflammation,
hemorrhage, or a great tendency to the recurrence of any one of these
morbid elements, coitus must be absolutely forbidden, and the patient
advised not to share her husband’s room. This rule cannot be too
strictly enforced ; unfortunately, it is too often infringed as relapses
testify. It is often difficult to get our instructions carried out by the
poorer classes ; indeed, they are not always attended to by the rich.
In such cases it is well to advise patients of the former class to go to
a hospital, and those of the latter to go to a hydropathic establish-
ment or to mineral waters when expedieni, with the double object in
view of undergoing treatment and of being separated from their
husbands. When there is only engorgement, congestion, or general
symptoms without local inflammation and a long time is required to
complete the cure, intercourse ought to be allowed at distant intervals,
for there are patients of a passionate nature for whom it is necessary.
Only I advise them, as 1 advise men affected by diseases of the pros-
tate, to accomplish the act quickly. Unsatisfied erotic desires which
keep up a fluxion, a nervous excitement, a persistent orgasm, are
infinitely more injurious than coitus when quickly performed. It is
therefore better in some cases to submit to the inconveniences of con-
jugal relationship than to enforce abstinence ; but it must be on con-
dition that the patient is spared the fatigue of a prolonged state of
erethism.

Coitus may have to be forbidden for another reason: in order to
avoid the possibility of pregnancy, which occasionally though rarely
occurs before a cure has been obtained. If the physician considers
that pregnancy will have an unfavorable influence on his patient he
has no other course to take.

The regimen in acute uterine diseases is the same as in all acute
diseases. In chronic uterine diseases, atony, impoverishment of blood,
debility of constitution, indicate the necessity of tonies and restora-
tives. The best tonic is a good regimen; the best restorative
generous diet. We must therefore prescribe roast meat, green veget-
ables, ripe fruif, wine, &e. Farinaceous food must be forbidden, but
green vegetables and fruit allowed to prevent constipation. When
the state of the digestive functions will not allow the use of beef and
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mutton, we must content ourselves with white meat, chocolate and
milk. I often prescribe partial milk diet to patients whose digestive
mucous membrane is in an irritable state : in such cases the milk
should be drunk warm and taken from the same cow or goat, which
ought to get from half an ounce to an ounce of salt or iodide of
potassium daily.  If there is difficulty in digesting the milk it may be
mixed with lime water or a little Vichy water or soda-water. Milk
and water in equal proportions answers as a laxative with some
women. There are various ways of improving the appetite and diges-
tion, preventing constipation, &e., without having recourse to medi-
cines, to which I will afterwards refer when treating of tonics and
restoratives.

We must also pay attention to the clothing, dwelling and climate.
It is often desirable that flannel should be worn next the skin. Resi-
dence in a dry warm climate is very beneficial, especially to patients
who are accustomed to a damp cold climate. According to Donné,!
who lived long enough in Montpellier to be able to judge of the
climate, it is superior to any other town in France. I have seen a
considerable number of women affected by uterine diseases cured there,
who had been treated unsuccessfully elsewhere by physicians of high
reputation. I have often observed that the same means which had
been used in other latitudes without any beneficial results produced a
decided improvement after a few weeks’ trial in Montpellier, and very
seldom more than one winter is required to effect a cure.

II. The medicinal means are: bleeding, purgatives, hydropathy
(including mineral waters, baths of all kinds, with injections), resolvents,
tonics and restoratives, sedatives and irritants.

1. Bleeding may be practised by different methods—by the lancet,
by leeching, cupping or by scarification. It is depletive, derivative
or revulsive. General bieeding has been recommended by Lisfranc and
his school. Nonat still has recourse to this method frequently. It
is usually practised in the arm. Sometimes a considerable quantity of
blood is drawn—from eight to ten ounces—so that the operation may
have a depletive effect on the whole system. It isin such cases said
to be spoliative ; but more frequently a much less quantity is drawn—
five to six ounces; it is then said to be revulsive. It is practised
immediately before menstrnation to diminish the flow of blood towards
the uterus, or during menstruation or immediately afterwards, to divert
the flow in another direction. Asa rule, [ consider spoliative bleeding
as counter-indicated ; if it has the advantage of inereasing absorption it
has the serious drawback of weakening the patient. On the other
hand, bleeding from the arm as a revulsive may be of great use in cases
of metrorrhagia, but especially in active menorrhagia ; also 1n cases of
imminent or acute fluxion, or fluxion of long standing previously set
in motion by other means; or of amenorrheea, of vicarious menstrua-
tion with consequent congestion of other organs, such as the lungs.
It is very seldom that bleeding from the foot 1s indicated. This little

U Conseils aue familles sur la manitre d'élever les enfants, p. 300. Paris,

LB64.
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operation only increases fluxion towards the uterus. It may, how-
ever, be indicated in cases of amenorrheea with disordered menstrua-
tion, when the fluxionary movement is directed towards the head or
the chest. Asan attractive it may be resorted to in place of leeching
the uterus or vulva, It may even act as a derivative of fluxion
localised on the uterus and previously diverted by local depletion.
This is, perhaps, the only case when it is indicated in uterine diseases.
Leeching and cupping are, on the contrary, often indicated. They may
be applied round the pelvis or close to the uterus, or to the cervix
itself. In the case of girls suffering from amenorrhea, or when men-
struation has been suddenly suppressed by some physical or moral
excitement, they may be applied to the upper part of the thighs, to the
groins or to the labia. In this way fluxion is directed towards these
points and to the uterus, whose vascular system is in direct communica-
tion with that of those regions; they play the part of a direct and
powerful attractive to the blood circulating in these vessels, and are
very efficacions. At other times, in applying them to these parts,
especially after having practised direct depletion of the uterine vessels,
we succeed in diverting the current of blood which is directed too in-
tensely or persistently towards the uterus. This derivative medication
s Eﬂﬂﬂtﬂ(f still more efficaciously in certain circumstances when
applied to the hypogastrium, to the iliac regions or to the loins. In
some patients this application acts like a charm, intense pain disap-
pearing at once. In these cases cupping is preferable because more
powerful, especially in cases of ovaritis or of peritoneal or peri-uterine
inflammation.

But of all the modes of applying leeches the one I practise most
frequently and successfully, especially in cases of persistent and long-
standing congestion, chronic metritis, perimetritis, ovaritis, peri-utering
h®matocele or pelvic inflammation, is that of applying them fo the
cerviz. It is the best way of practising local depletion, or of deter-
mining a derivation by means of the uterus and the community of
circulation existing between this organ, the Fallopian tubes and the
ovaries. Whether known to Zacutus Lusitanus and Nigrisoli of
Ferrara, or not, the application of leeches to the cervix in our days
was introduced by Guilbert! and adopted by Secanzoni and Aran.
During the many years that I have had recourse to this means it has
invariably produced good results. Only the slight difficulties attending
this little operation and the necessity of watching the results ought to
prevent the physician from delegating it to others. However, with a
little management on our part, this mode of applying leeches is not
more disagreeable than any other. The patient is placed on the edge
of the bed in the usual position for examination by speculum, the legs
close together and flexed. After the cervix has been discovered and
embraced by a long cylindrical speculum and the mucus carefully
removed we put seven medium-sized leeches in the instrument (a
larger number would not have room for sucking), directing them to
the uterus, where they are kept in place by a large plug of cotton

' Considérations prafiques sur eertaines affections de Uuterus. Paris, 1826,
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wool, pushed into the speculum to prevent their escape. When that
is done a table or high chair may be brought for the patient to rest
her feet on, whilst she is entirely covered I:n-'f her dress. The physi-
cian, however, must carefully hold the speculum pressed against the
Cervix, never letl:mu- it go for one moment, so as to prevent any of the
leeches from iusinuating themselves between this instrument and the
vagina, and sucking the latter in place of the uterus, or escaping
altogether, as I have often seen happen. I have never seen pain caused
by the suction except when the cervix has been ulcerated or the os so
open as to allow the entrance of the leeches, or when it is the seat of
hyperzsthesia and neuralgia, which not only prevent the extremity of
the sound from being introduced, but will not even permit of the
uterus being touched hy the finger (in these cases the pain caused by
the leeches may be excruciating, leading to hysteria or fainting). Tl:us
last case cannot always be fure*-t'un, but in the first two cases it is easy
to prevent pain by placing a little cotton wool in the half-open os, and
by covering the uleer with collodion.

The patient does not usually feel the leech-bites, but often expe-
riences a peculiar sensation when they suck with most activity, or
rather at the moment when, under the influence of suetion, the blood
flows towards the cervix and commences to flow. It is a sensation of
dragging, of traction, which appears to be exercised from the hypo-
gastrium, iliac region or kidneys towards the vagina; often the
starting-point of this sensation of suction is in the diseased organ, the
body of the uterus or the ovary, and specified exactly by patients.
About twenty minutes afterwards, and most frequently after the patient
has felt the peculiar sensation to which I have just referred, the blood
is seen to ooze out round the cotton wool. This must then be
removed and the speculum inclined downwards, so as to allow the clots
of blood to escape; if we wait a quarter of an hour the leeches will
follow. We must count them, so as to be sure that none have re-
mained behind ; if necessary we must search for them with the forceps
at the bottom of the speculum, or after having withdrawn it we can
discover them with the finger in some corner of the vagina and bring
them out. The whole operation does not last more than half an
hour.

If the leeches have taken well and the sanguineous flow be sufficient
we shail see the cervix, which was swollen and dark red or purple,
become pale and diminish in size; and the patient often at once expe-
riences an agreeable sensation of depletion ; sowmetimes she says that
the leeches have taken away her malady.

The hemorrhage generally lasts for some hours. The patient must,
therefore, stay in bed ; if the heemorrhage is too great, a plug of cotton
wool must be introduced into the vagina, which will moderate it by
causing eoagulation, and the patient should be advised to lie on her
back, her legs together and flexed, and she should take some beef tea
to keep up her strength, The physician ought not to leave her without
being assured that the blood does not flow too abundantly, If the
heemorrhage is excessive, as is sometimes the case, we must have
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recourse to vaginal injections of vinegar and cold water, and not leave
the patient till the hmorrhage is stopped. The surest way of doing
so is to introduce the speculum again, to pour a little water into
it so as to liquefy the blood, to remove the clots, find out from which
point the hemorrhage comes, to introduce a tampon saturated with
a solution of perchloride of iron (1 in 30), and then plug. If, on
the contrary, the bleeding is insufficient, leeches must be applied
again the same evening or the next day, so as to obtain the requisite
depletion.

Scarification of the cervix may also be employed. Scanzoni' and
Mayer have had scarificators made for this purpose. The ordinary
scarificator may be used, or a lancet may be employed by means of
Savage’s uterine forceps. The scarifications must not be made too
deep for fear of wounding vessels of considerable size. But, as a rule,
the hezmorrhage obtained from scarification is insufficient, and leeches
have always seewed to me preferable. I make use of scarification
when it is necessary to deplete a large cervix before cauterising it.
The difficulty of obtaining a sufficient depletion by scarification of
the cervix led to the invention of a cupping glass suitable for this
organ, which induces a flow of blood from the little wounds made by
the scarificator. Collin invented an instrument of this kind which he
calls a wterine leech, and Simpson used a somewhat similar one.

I do not like to finish the history of bleeding without summing up
in a few words the medications which it realises and the indications
which it fulfils. In the first place it is evident that recourse ought
not to be had to bleeding except when the blood plays an important
part in the existence of a uterine disease, either in producing filuxions
by the impulse given to it, or in congesting the organ by the dis-
tension of its vessels, or lastly, in helping to keep up inflammation. It is
therefore evident that it can only be depletive, derivative, or revulsive.
With reference to it, therefore, we must follow the rules laid down
for the Methodic treatment of fluxions, and for the use of depletion,
derivation, and revulsion in general. In this respect, what I have to
say with regard to bleeding will be applicable to other evacuants, to
other derivatives, to other revulsives.

We cannot do better than take the treatise of Barthez on the
methodic treatment of fluxions? for a guide whenever we have to apply
this great principle of general therapeutics to any special ecase.
Now, fluxion may be imminent, or recent, or fixed. On the other
hand, the inverse movements which we can produce on the blood,
on fluxion, or on congestion, by means of bleeding, evacuants,
blisters, attractives, hydropathy, &e., are depletion, which consists in
directly subtracting from too full an organ, derivation, which con-
sists in diverting in another direction, and before its arrival, the fluid
which would otherwise have been carried to this organ where it would

' Lehrbueh der Krankheiten der weiblichen sexual Organen, dritte Aunflage.
Wien, 1863, p. 38.

¥ Nouveawr Eléments de la science de I'homme, 3¢ édit., t.ii, p. 339, Paris,
1858.
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have caused congestion, and revulsion, which turns aside the current of
this fluid in order to direct it towards, and if necessary to fix it in
another organ more or less distant, the organ which thus becomes
itself the seat of the fluxion relieving the other which has kept
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Fic. 138.—Mayer's scarificator for the cervix.
Fra. 139.—Cupping-glass with exhauster for the cervix.
Fig. 140.—Collin’s uterine leech.

up the disease it iz our business to cure, When fluxion isimminent,
revulsion in turning the course to quite a different point may prevent
its fixing itself on the organ which we wish to protect, e. g. bleeding
from the arm, emetics, dry cupping of the breasts, sinapisms on
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the arms in the case of imminent uterine fluxion, whether congestive
or hemorrhagic. When fluxion is fixed and has determined recent
congestion of the organ, the current of blood may be diverted in
another direction to a point more or less near the seat of congestion,
e. g. by leeching or cupping the vulva, anus, groins, hypogastrium,
loins, 1n case of recent uterine congestion following an excess of
Huxion with insufficient menstrnal hseemorrhage. When fluxion is
fixed and of long standing, and cure difficult owing to habit and to
the loss of reaction of the distended vessels, neither revalsion nor
derivation are effectual. We must resort to evacuation or depletion
in order to diminish the excess of vascular fulness, e. g. by leeching
the cervix in congestion and chronic metritis. I omit details given
by Barthez, and will also avoid going into them myself in the way
of applying these fundamental principles to particular cases. But
there 1s one point which this great physician seems to me to have
neglected, and that is the necessity of associating revulsion or deri-
vation with depletion in cases of chronic congestion, and associating
them in an inverse order from that which we adopt when using them
against imminent or recent fluxion. In short, depletion alone will not
effect a cure; 1t will remove the excess of fulness, but not the habit
of fluxion. The bad effect is only destroyed for the moment and
will soon be reproduced, for the cause remains. We must not there-
fore be satisfied with having emptied the excess of fulness: we
have not destroyed the fluxion, we have only mobilised it. We
must quickly take advantage of this circumstance to divert it by
derivation, directing it to another point by revulsion, doing it
thoroughly and during a sufficient length of time for the uterus to
lose the habit of being the seat of attraction to this fluxion.

In such cases we must almost always begin by leeching the cervix
once or twice; but after the fluxion has been mobilised by this deple-
tion, and if necessary by another as a derivative, or by the application
of a blister to the neighbouring parts, we must take advantage of this
mobility to uproot it, and by revulsion turn it aside in the direction of
other organs. A purgative given the day after an application of
leeches fulfils this indication perfectly in certain cases, and some
patients from this moment are cured, or think themselves so; but in
most cases the disease is of too long standing to be so quickly uprooted ;
the action must be kept up by cutaneous and intestinal revulsions of
different kinds, especially by hydropathy, the best of all revulsives,
not neglecting tonics, sedatives, &c., nor local applications, which are
generally required to ensure success,

2. Fvacuants or purgatives—Purgatives are used with a twofold
aim: as a cure for constipation or as a revulsive. It is absolutely
essential to the success of treatment that constipation should be over-
come. Neglect in this matter is followed by increased suffering, dis-
tension of the belly, hypogastric pain, dull aching in the back and at
the anus, swelling of the epigastrium, headaches, &c. Regularity of
the bowels is also necessary to keep up the appetite, prevent dys-
pepsia and increase nutrition; in fact, it is one of the most important
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points in the treatment of uterine diseases. It is best to begin with
simple enemata, cold rather than warm ; if these are not sufficient medi-
cinal enemata should be tried, laxative rather than purgative, a decoc-
tion of lettuce with four spoonfuls of olive or castor o1l in an emulsion
of yolk of egg, or the same quantity of honey, manna, treacle, or gly-
cerine, in two or three glasses of water, with occasionally an infusion
of half an ounce of senna in two pints of water, &ec. &e.; if necessary
three or four pints should be prescribed, the patient lying on her back
and using a thick and very long gutta-percha tube. A long tube is
of great service In allowing the enema to penetrate high up into the
intestine, and enabling the patient to retain it for a long time. Some-
times the uterus or a peri-uterine tumour presses on the rectum and
makes it as difficult for the enema to enter as for the freces to be ex-
pelled. Enemata ought to determine a real evacuation of the bowels.
To secure this the long gutta-percha tube ought to be used, and the
enema should be laxative, cold or tepid, and copious. Attention must
also be paid to diet, which should be partly composed of brown bread,
milk, spinach, prunes, &e., and if necessary mild laxatives must be
taken in addition, such as whey, vegetable broth, magnesia, alone or
mixed with a little jalap or rhubarb, castor oil, &c. I often preseribe
equal parts of rhubarb and magnesia (enough to cover a sixpenny-
piece) in the first spoonful of soup, or a teaspoonful of castor oil in a
cup of acorn coffee.

To determine revulsion these means are not enough; purgatives
must be employed. 1 have already said that purgatives are generally
indicated after leeching the cervix ; mild laxatives, frequently repeated,
are the best resolvents in chronic metritis and perimetritis. Drastics
ought to be avoided; scammony, jalap, aloes, gamboge, which make
up the pills so commonly used under the names of Anderson, Morrison,
Frank, Bontius, &c., have the disadvantage of congesting the lower
part of the intestine and the uterine system. It is only exeeptionally
and in very small doses that I allow their use, and then not as pur-
gatives, but to prevent constipation. There is no danger in oceca-
sionally giving a little podophyllin or gr. 11 of aloes with gr. § of
rhubarb, so long as their use does not become habitual. But the best
purgatives are oils, salts or tonics. Of oils, balf an ounce of castor
oil, alone or with the addition of one drop of croton oil, is quite
sufficient, especially if the patient has taken a laxative enema the
evening before. The salines most generally used are an ounce of
Glauber’s or Epsom salts, Seidlitz, Hunyadi Janos, and other natural
purgative mineral waters. On account of the abundance of the serous
excretions which they determine they cause a revulsion very favorable
Lo the relief of the uterine system, and to the resolution of the diseased
organ ; it is a kind of white bleeding. If castor oil is counter-indicated
by the coated tongue, and saline purgatives by atony with tendency to
irritation, especially if there is a bilious condition which requires pur-
gation as an evacuant as well as a revulsive, rhubarb, senna, and tonie
purgatives generally may be resorted to. In such circumstances I am
accustomed to give :—Infusion of coffee, one ounce ; senna and rhubarb,
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of each one sixth of an ounce; aniseed, fifteen grains in half a pint of
water, adding two thirds of an ounce each of Epsom salts and manna.
In obstinate constipation, kept up by a nervous condition (a kind of
spasm of the intestine), and in the case of patients whose stomachs
cannot tolerate the purgatives just referred to, belladonna pills are very
successful (Sapon. Med., 34 ; Pulv. Bellad., gr. viii; Ext, Bellad., gr.
viii. Misce ; divide in pil. 50. Sig. one pill every night at bedtime).
Sometimes gr. 4 or gr. 4% of strychnia may be added, or pills of
sulphate of zinc. Lastly, on rare occasions emetics may be indicated,
as a means of revulsion in fluxion or uterine heemorrhage, or as a means
of perturbation. In this case we may have recourse to antimony,
in the dose of % to 1} grains, or to ipecac., 15 grains, paying atten-
tion, of course, to the indications and counter-indications to the use
of these medicines,

3. Baths— Injections—Hydropathy— Mineral Waters—Under this
heading I include the use of water in every form.

A.— 1ot or tepid baths are usually bad in the treatment of chronic
uterine diseases. They must not, however, be absolutely forbidden
because they have been abused. In acute inflammation with nervous
erethism of the uterus or meighbouring organs they soothe pain and
act as a sedative in a remarkable way, especially if used long enough
at a time, and rendered medicinal with bran, starch, hemlock, poppy-
heads, belladonna, &e.; they should be taken hot, and vaginal irriga-
tion should be made the whole time. They act as sedative fomenta-
tions, and in certain chronic diseases, such as cancer, they form with
emollient plasters the only treatment possible.

General tepid baths, whilst soothing in acute disease, are weaken-
ing, therefore they cannot be continued for long. Sifz-daths, at a
temperature beginning at 80° to 85° Fahr., and gradually Jowered
every day, are often very useful taken for fifteen or twenty minutes at
a time. Cold baths are often more useful than hot. 1 do not mean
baths of a very low temperature; but in the majority of uterine
diseases it is well to take baths at a temperature below that of the
body; the bath may be tepid when the patient enters it (if a reactive
effect is not required), the temperature being gradually reduced till it
is cool or even cold. I know nervous women who cannot take general
baths except at a temperature of from 10° to 15° below that of the
body, and who can remain for half an hour in the water. I speak
especially with reference to sitz-baths; if hot sitz-baths are open to
eriticism, it is not the same with reference to cold ones, which ought
almost always to be accompanied by vaginal irrigations,

B.—Injections are internal local baths, Few medicinal applications
have varied as much as these in composition, form, and mode of
administration. I think they may be turned to good account, but
on condition that we understand the effects produced better than has
hitherto been done. 1 will relate my experience on the subject. 1
distinguish three ways of applying liguids to the vaginal cavily:
injection, lotion, irrigation.

a. Anjection consists in the introduction of a liquid intended to



METHODS OF TREATMENT AND MEDICATIONS 177

modify the vaginal mucous membrane in whole or in part, and in the
prolonged contact (of varying duration) of this liquid with the parts
on which it is to act.

When the physician wishes to obtain from an injection all that he
is entitled to hope from it, he ought to make it himself. An ordinary
syringe of medium size may be used if a straight uterine tube is affixed
to it. The patient should be on her back in the position described for
examination by speculum, care being taken that the pelvis be slightly
raised. Another way is to use an ordinary syringe, introducing the
tube into the vagina and holding it pressed against the vulva, adding
cotton so as to close the vaginal orifice. A third way consists in
using a gutta-percha syringe without a tube, the same size as the
penis or larger; that is to say, exactly filling the vaginal orifice. The
extremity should be rounded and pierced with holes; it should reach
the further end of the vagina, but in proportion as the piston is pushed
to expel the liquid, the syringe ought to be partially withdrawn to
make room for the injection, which can be retained in the vaginal
cavity as long as desirable by simply keeping the instrument in the
entrance of the vagina so as to close it.

6. Lofion is really washing the vaginal mucous membrane by the
repeated passing of a liquid over the whole extent of it. It is an
excellent way of cleansing not onmly the vaginal walls but the cervix.
It is generally, though incorrectly, called injection. Fortunately
patients can generally make use of this means themselves. Of all the
instruments for this purpose the one I prefer is the hydroclyse, becanse

Fg. 141. Y

Fig. 142.

Fic. 141.—Ricord’s vaginal in?ﬂctiml syringe. _ d
Fro. 142.—Hydroclyse or small pump, for vagino-uterine lotions.

it can be put in any recipient, can be used for almost any kind of
liquid, and its mechanism is not easily put out of order. The patient
being seated on a bidet in which is the liquid for the lotion, places the
hydroclyse in the narrow part of the bidet, and slowly introduces the
straight tube! well oiled, pushing it towards the back to the further
extremity of the vagina; she then has only to pump for a few minutes

| It is very important for patients to use straight tubes of a large diameter,
the advantages of which are detailed by Delioux de Savignac (Bulletin de
thérapeutique, t. lxxxv, p. 159). o
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to secure that the whole of the liquid shall pass over the vagina several
times. Most frequently after a lotion of simple water or soap and
water, I order a medicinal one for ten or fifteen minutes, which then
acts as a good injection. Lotions are indispensable in all diseases
causing vaginal secretions; they often require to be made several
times a day. The temperature is variable. In acute inlammation of
the uterus or vagina, in cancer, and in certain cases of hyperesthesia,
the lotion ought to be tepid. In chronic inflammation, in lencorrheea,
engorgement, hypertrophy, deviation, &c., it ought to be cold. The
nature of the injection also varies; the most generally useful are soap,
carbolic acid, the alkaline carbonates, vinegar, alum, tannin, different
preparations of iron, especially permanganate of iron, aluminate of
wron, perchloride and peroxychloride of iron, &¢. In using lotions the
two following precepts ought to be attended to: 1. Only use deter-
gents, astringents, cathartics; caustics ought only to be employed as
1njections or as direct applications. 2. See that the medicinal lotion is
preceded by one of pure water, which will cleanse the mucous surfaces
of the secretions which cover them.

e. Irrigation is nothing more than a prolonged lotion. It is an
internal bath given to the vagina, the cervix, and organs contained in
the pelvic cavity. Most frequently this internal bath may be given
simultaneously with a sitz or
general bath; in this case the
vaginal irrigator may be used,
but the hydroclyse is better.

This irrigation may be pro-
longed indefinitely, but ought
not to last less than from a
quarter to half an hour, and it
ought to be repeated twice; but
I have often been obliged to
continue it for several hours and
to renew it after a short interval,
in order that patients may derive
the full benefit from a means
the skilful use of which can
produce most beneficial results.
Such continuous irrigation, after
cauterisation or any other trau-
matic lesion, is an excellent way
of producing a sedative effect on the uterus and uterine system, and
of preventing a fluxionary movement.

When the patient is confined to bed the double vaginal irrigator
must be used. This ingenious apparatus allows of the cervix and
vagina being kept constantly bathed for several hours by a liquid at a
fixed temperature, without the bed or dress of the patient getting wet.
The pipe which brings the liquid terminates in a tu]::lew ich discharges
it near the cervix. The pipe which carries the liquid away takes it up
near the vulval orifice, letting it simply run into a bucket placed near

FiG. 143.—Vaginal irrigator.
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the bed. Both tubes open into the vagina, the orifice of which must
be perfectly closed or the apparatus will not work. In Maissoneuve’s
instrument this is effected by the swelling of an air pessary. In Aran’s

it is managed simply by a metallic plate from the surface of which a
metallic cone arises enclosing the two tubes.

Fia. 144 Fic. 146.

Fie. 144.—Maisonneuve’s double vaginal irrigator.

Fic. 145.—Vulvo-vaginal extremity of Aran’s double irrigator.

Fig. 146.—Leroy’s double canule pessary which can be used as a tube for the
double vaginal irrigator.

c.—Hydropathy is one of the most powerful means in the treatment
of uterine diseases. It comes to the aid of so many medications,
sedation, tonification, revulsion, resolution, without enumerating
others. Unfortunately it is often used blindly. Hot and tepid baths
have been abused as well as bleeding, rest, &c. Probably it will be
the same with cold water. By the side of patients who have been
completely cured, are there not others who have been victims to
hydropathy which has been made fashionable by empirical success and
recommended too indiscriminately in the works of some skilful phy-
sicians? If we would enable hydropathy to render great services in
the treatment of uterine diseases (and it can render great services), we
must determine the nature of these services, at the same time pointing
out the cases in which it may be injurious, for it is a two-edged
instrument,

Cold water is efficacious in uterine diseases as in all chronic dis-
eases, even in inflammations, but under certain conditions: for
examgle, if acute attacks have ceased ; if the hydropathy be employed
according to the strength of the patient, according to her sensitive-
ness, and to that of her womb ; if reaction be determuined in different
ways to suit different patients, by walking or other exercise, moist or
dry heat, friction, &e., according to general strength and to the
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special susceptibility of diseased organs, for sometimes the slightest
exercise is followed by inflammatory attacks. :

Physicians who are at the head of hydropathic establishments must
always remember that cold water, like any other medicine, must be
variously applied, the modes of reaction modified, and the whole
system of treatment suited to the patient and to the disease. The
chief aim of hydropathy is the cooling and the return of heat to the
skin, the impression made on the organism and the reaction of the
latter, concentration and expansion. Cold waler and kot air : these
are, according to Fleury,! the bases of hydropathy. These alternations
of concentration and reaction are effected by means of cold water, i.e. by
an agent which strengthens the economy without exciting it, and which
acts on the organ which has the greatest extent of surface, i.e. the
skin, at the same time that it stimulates the functional vitality and
energy of all the viscera. The result is, that a frequently repeated
natural revulsion is determined on the largest possible surface of the
body ; and that it has a resolvent action like everything which stimu-
lates nutrition, repair and decomposition, absorption and execretion.
This treatment is pre-eminently tonic for the diseased organ as well as
for the whole economy, and constitutes a medication which Aran?® has
designated by the original expression of remontement général. Lastly,
it may be made sedafive in certain cases, by prolonging the impres-
sion of cold or moderating it so as to avoid reaction. Sometimes one
or other of these effects is required from hydropathy, sometimes a
combination of all. Generally it is employed to terminate a cure
initiated by the use of other medicinal agents but which could not be
effected by them alone.

There are cases in which artificial sweating has to be resorted to,
when there is a difficulty of reaction in a patient, or when a powerful
cutaneous revulsion is necessary. drfificial swealing may be deter-
mined by vapour baths, by dry heat, or by wet packs, during which
the patient should drink an infusion of lime-tree flowers with a few
drops of acetate of ammonia, and when sweating begins a glass of cold
water every quarter of an hour. This sweating may either precede or
follow refrigeration. This means has the drawback of weakening
patients ; but it is very powerful, and there are occasions when it is
most beneficial.  The sudden impression of cold may be produced by
friction with a sponge soaked in cold water, a dripping sheet, wet
compresses, cold enemata, affusions, immersion in a bath, in a river or
in the sea ; by sitz-baths (which may be of running water), rain baths,
and douches of all kinds. The temperature of the latter ought to be
from 45° to 50° Fahr.

The majority of these means can be employed at home under the
direction of a physician. Great attention, however, must be paid in
making applications. I am accustomed to begin by preseribing dry
frictions : these frictions should be made morning and evening with a
IH-I' Traité pratique et raisonné d'hydrothérapie. Paris, 17 édit., 1852 ; 2= édit.,

2 .

2 Op. cit., p. 261.
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piece of flannel, a hair glove, or better still a brush soaked in cam-
phorated ammonia, alcohol or tineture of bark. After a while this
may be changed for cold sponging or the dripping sheet. A wet
compress may be used also. This is soaked in cold water, then
wrung out and wound round the pelvis with dry flannel and oil silk
over 1t ; this is worn for eight or twelve hours without being changed.
They are very sedative, but should only be used in summer. Enemata
of cold water taken at bedtime and retained all night are also very
sedative and refreshing. By-and-by cold sitz-baths may be taken,
They are either merely revulsive or they become sedative according to
their duration. The temperature must not be too low, especially if
they are of running water, and care must be taken to effect a good
reaction.

The most beneficial applications, however, are cold affusions and
doueles ; in them refrigeration is combined with titillation or more or
less energetic percussion by means of which reaction is more certainly
produced. The douche may be given at home with a common garden
‘hose, or better still with a pump having an air reservoir like those of
Charriére or Mathien, in which the force of projection exercises a
more eflicient percussion. These douches ought to be general; seldom
local, on the sides, loins or hypogastrium ; never on the cervie nor info
the vagina. A single jet may be used, or it may be broken by a rose.
The latter is preferable as a rule. Patients ought to breathe freely
while being douched. In order to secure this, care should be taken
after having struck the feet with the column of water, to make it
mount upwards by the legs, pelvis and loins, where it should be kept
for a few seconds, then to diverge obliquely to the shoulders, first to one
side, then to the other, without striking the spine, which always
causes a feeling of suffocation. The patient ought to move and rub
herself under the douche in order to facilitate the return of heat. It
is enough to have the douche once a day on rising, or during the day
three or four hours after a meal. It ought not to last more than a
minute at first; but may by degrees be prolonged to five minutes. In
order to make it effective, we must commence by determining heat to
the skin, by means of friction, sweating, or best of all by walking or
other exercise; this is what is called action. When the body is well
warmed the patient gets her douche., Immediately afterwards she is
dried, rubbed, and then she walks again till she perspires ; this is what
is called reaction.

In hydropathic establishments there is the advantage of having
very strong douches, of being able to have two daily and to multiply
the means of action and reaction ; in short, of employing the whole
day in treatment of some kind. The continued regularity of the treat-
ment under a good doctor greatly hastens the resolvent effects of
hydropathy. Hot and cold douches may also be given alternately,
and often produce great effect. In many establishments treatment is
not even interrupted at the monthly periods, but it is more prudent to
do so for at least two or three days, and especially to discontinue cold
sitz-baths. Aran mentions a case in which serious accidents oecurred
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because this precaution was not taken. Before terminating, let me
repeat once more that hydropathy ought never to be employed in
cases of acute disease, nor even in chronic diseases which preserve an
acute character, nor in which inflammatory attacks are lmhF to oceur ;
these must be subdued by antiphlogistics, blood-letting, rest, general
baths, purgatives, &e. In short, we must not expect the impossible
from hydropathy, but it can do much; indeed, without it I
think it would be difficult to effect a cure in the majority of uterine
diseases.

n. Mineral Waters and Medicinal Baths—Mineral waters in baths,
irrigations, douches, as well as artificial mineral or medicinal baths,
produce excellent effects if applied opportunely and according to the
indication. We must remember that mineral waters vary greatly in
character ; some are resolvent, such as the alkaline waters of Vichy,
Andabre, Vals, Boulou ; others are revulsive and slightly stimulating,
e.g. the sulphur waters of Luchon, Saint Sauveur, Cauterets, Vernet ;
others tonic and more or less stimulating, e.g. the iron waters of
Lamalou, Sylvanés, the saline waters of Balaruc, sea-bathing, the’
Bourbonne waters, &ec.); lastly, some are sedative (Bigorre, Ussat,
Néris, &e.).

We must remember that these waters, besides possessing the pro-
perties just enumerated, have a specificity (if I may use the expression)
which makes them valuable in diathetic affections, impoverishment of
blood, dyspepsia, and all the general conditions on which uterme
Hiceio Biddalten dependent. We must be guided by these two
principles in choosing a watering place for our patients, remem-
bering that mineral waters may be even more prejudicial than
hydropathy if employed prematurely before acute symptoms are
extinet,

Sea-bathing produces very different effects according to the length
of the bath, the climate in which it is taken, the season of the year,
and the temperament of the patient. It may be tonic and stimulating,
or it may exercise a very energetic resolvent action on a serofulous affec-
tion, or on swellings dependent thereon. An intense or prolonged
chill is to be avoided in women exhausted by a Jong uterine Hisease, as
well as in persons whose power of reaction is weak ; hence the inestim-
able value of the Mediterranean for delicate and enfeebled constitutions.
The body hardly cools in the water, and reaction is quick on coming
out of the sea into an atmosphere warmed by the rays of a burning
sun. The burning sand is also of great value in bringing back heat
to the extremities, The Atlantic is for the strong who can support
the cold, it gives them renewed strength; the Mediterranean is for the
weak and chilly, for the Iymphatic, for those who have neither strength
nor heat to lose.!

The waters of Balarue, Bourbonne, and other saline springs possess
the same qualities; they are purgative, they are also very eflicacions
in the treatment of paralysis, especially of essential paralysis, as well as
of nervous hysterical paralysis, I have seen a case of paraplegia of

! Donné, op. eit., p. 317. Paris, 1864.
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this kind in a young lady, which had lasted for two years, depriving
the legs, bladder and rectum of all power of contraction, completely
cured by the Balaruc waters. As a rule, however, saline waters are
too exciting, and therefore contra-indicated in the treatment of uterine
diseases,

On the other hand, we have the sedative waters of Digorre, Assat
and Néris, which have a great reputation, and to which some physi-
cians send all their patients indiscriminately. They are absolutely
inert in the majority of uterine diseases, but they have a sedative
effect similar to that produced by a series of tepid baths of ordinary
water.

The alkaline waters of Vichy, Vals, Boulon, Andabre, Plombiéres,
are perhaps those which produce the most satisfactory results. They
owe their success to the influence they have on digestive troubles and
to the resolvent action which they exercise on engorgements. I have
had some remarkable instances of success, especially in associating
them with hydropathy. Villemin! has wisely pointed ount that their
use is absolutely contra-indicated where inflammatory symptoms
exist.

The iron waters of Lamalou, Sylvaneés, Schwalbach, Bussang, Oreza,
&e., are often of great service also in curing chloro-anemia and dys-
pepsia ; they enrich the blood and strengthen the constitution, but
sometimes have the drawback of being too exciting. The consider-
able amount of carbonic acid contained in the Lamalon waters deter-
mines a temporary hyperiesthesia of the skin, which is afterwards
followed by the revulsive effect produced by the absorption of carbonic
acid, 7. e. a marked sedation of the nervous system.

Lastly, the sulphur waters of Luchon, Saint Sauveur, Cauterets,
and especially Vernet, are indicated in women who are lymphatie, scrofu-
lous, leucorrheeic and affected by catarrh or rheamatism. In addi-
tion to the sedative effects of some springs and the stimulating effects
of the great majority, they have a revulsive and resolvent action, by
which remarkable results are produced in a great number of patients,
as I can testify. Vernet is especially to be recommended ; it is habit-
able all the year, and hydropathy may be combined with the use of the
springs, which vary greatly in temperature and composition.

Medicinal baths are often nuseful in acute uterine diseases, or in very
painful chronic diseases, such as cancer, or in cases of great debility
associated with the lymphatic temperament. They are generally com-

osed of narcotic or sedative plants—poppy-heads, hemlock, belladonna,
Eenbane, aconite; or of emollient substances—linseed, bran, glue,
mallow ; or infusions of aromatic plants —lime-tree flowers, orange
leaves, thyme, lavender, rosemary, sage.

An aromatic bath is prepared by pouring boiling water over two
handfuls of aromatic herbs and covering the bath with a blanket, the
patient waiting till the temperature is sufficiently low to allow of her
taking the bath comfortably. When aromatic herbs cannot be had

! De Uemploi des eaux de Vichy dans les affections chroniques de l'uferus,
pp. 126, 244, Paris, 1857.
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they may be replaced by the preparation of Penneés. For emollient
baths, from 4 to 16 ozs. of glue or starch is dissolved in water, or a
canvas bag containing 2 lbs. of bran is put in the bath, or a decoction
of mallow or linseed. Tor sedative baths a decoction made from 1 oz,
of the leaves of narcotic plants and poppy-heads mixed together
may be poured into the bath. For a sitz-bath with irrigation one
half or one third of the quantity required for a general bath is
sufficient.

Mineral baths may be prepared in many ways. I think the simplest
are the best :—1 or 2 lbs. of common kitchen salt for saline baths;
as much black soap or from 7 to 10 oz. of carbonate of soda for alka-
line baths; from 2 to 4 oz. of sulphide of potassium, previously dis-
solved in water, for sulphur baths. As for chalybeate baths, I think
Lambossy’s recipe is the best :—Take five or six quart bottles filled
with vinegar, add three or four handfuls of iron filings to each; leave
them open and exposed to the air ; when the liquor has the taste of
ink it is ready for use. One bottle is enough for a bath. The iron
is left at the i);c:ttum of the bottle, which can be refilled with vinegar.
The same water may serve for several baths if an additional half
bottleful is used each time.

4. Resolvents, including all the agents used in the same medica-
tion, solvents, alteratives, and special stimulants, such as electricity,
are often indicated after antiphlogistics and bloodletting, and simulta-
neously with purgatives, baths, hydropathy or mineral waters. Dry
rubbing or with hartshorn, aleohol, bark or benzoin, hydropathy and
purgatives, are all powerful resolvents when wisely used, but not
suflicient of themselves to dissipate engorgement, hypertrophy, or the
remains of products of inflammation, especially when these morbid
states are kept up by the existence of a diathesis. In these cases
we must have recourse to resolvents, properly so called, and to anti-
diathetics.

One of the most powerful resolvents that can be used on account
of its antiphlogistic character is mercury ; it diminishes the plastieity
of the blood, increases the absorbing power of the lymphatic vessels
and stimulates reabsorption. 1 generally prescribe it on the abdomen
and groins. I add to the unguentum hydrarg. one tenth of ils weight
of extract of belladonna, an excellent sedative. In acute disease the
application is repeated every six hours, placing over it a large, hot
and very moist cataplasm. Another mode of application 1s to spread
a thick layer of this ointment on a piece of linen large enough to
cover the whole abdomen, and leave it there for three or four days, taking
care to cover it with a sheet of cotton wool and oil silk which keeps
the skin moist and conduces to the absorption of the cintment as well
as to the subduing of the inflammation ; the whole should be kept in
place by a bandage, or, better still, by a pair of knitted swimming
drawers,

. Ung. Hydrarg.
Ung. Simplie., 44 53 ;
Tinct. Opai, M v to x;
Ext. Bellad., gr. § to gr. 3.
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When the use of mercurial frictions is prolonged care must be taken
to prevent salivation by occasionally giving a glass of Seidlitz or Pullna
water and telling the patient to be particular to wash the mouth

Fig. 147.—Instrument for injecting ointment into the rectum,

frequently, adding a little carbolic acid, tincture of bark or guaiacum
to the water. She should also use a solution of chlorate of potash as
a gargle. One of the best preparations when mercury has to be given
internally is a pill containing § of a grain each of calomel, extract of
hemlock, extract of dulcamara and white soap; one to four
daily.

IJI.:I diseases, however, which have become chronic, iodine and its
compounds are more frequently useful. Iodide of potassium taken
internally has a very powerful resolvent action. It is well to begin
with 14 grains daily, which may be gradually inereased to 45 grains,
and then diminished, the whole treatment lasting for about three
months. Sometimes it is better to give this medicine as an enema :—
From 3 to 30 grains of iodide of potassium with a few drops of lan-
danum or a little belladonna or chloral in from 1 to 3 ozs. of water.
Simpson! used to prefer the bromide to the iodide because he con-
sidered it a sedative and tonic as well as a resolvent, The sedative
properties of this salt have induced all practitioners to adopt it.* I
do not speak of the other preparations of iodine, such as the tincture,
the iodide of iron, &c., which are less frequently used in these cases,
but which sometimes render great service, provided they are not contra-
indicated by the state of the digestive organs. As to the external use
of this drug, I sometimes paint different parts of the hypogastrinm
and even the vagina and cervix with fincture of iodine, which acts as
a revulsive as well as a resolvent, Sometimes I prescribe frictions, to
be made in the evening, with an ointment composed of

Ung. Simp., 5ji;
Plumb. Todid., gr. x1vj ;
Pot. Iodid., gr. xxx,

or it may be applied in the same way as the mercurial ointment.
Preparations of gold are very useful when mercury and iodine are
contra-indicated. They are especially useful in cases of scrofulous
diathesis. I have used them with great success for several years;
under their influence I have seen three ovarian cysts disappear, and
the development of two others arrested. Chloride of gold and sodiom

1 Clinical Lectures on the Diseases of Women. London, 1872, p. 385,
2 Giibler, De la prissance sédative dw bromure de polassinm, dans le Bulletin
général de thérapeutigue, t. Ixvii, pp. 5, 49. Paris, 1861.
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is given by rubbing it into the tongue, beginning with gr. 4\, and
gradually increasing the dose by an additional gr. ,'; every ten days
till gr. %, is taken; or it may be given in solution or in pills from
gr. &% to gr. § daily.

I have also found arsenic of great benefit when the uterine disease
seemed to be under the influence of a herpetic diathesis. It improves
the condition of the blood and stimulates nutrition. I generally pre-
scribe a solution of gr. £ of arseniate of sodium in 7 oz. of water, a
tablespoonful twice a day. The dose may be increased by adding gr. §
every week till 4. grains are taken in the week.

Alkaline or sulphur waters, tincture of colchicum, and Bonjean’s
dialysed preparations ought not to be neglected in cases of rheumatic
or gouty tendency; but the indication for the two latter drugs is much
less frequent than for the others.

Electricity may become a powerful resolvent by the special excite-
ment produced in the uterine tissue.

I must also mention ergot of rye, which may act, though in an in-
direct way, as a powerful resolvent on this organ. It causes contrac-
tions of the muscular tissue of the uterus. Owing to its special action
on the uterus, as well as to its haemostatic properties, it not only arrests
h®emorrhage, but it determines a continuous contraction of the organ,
which is transformed into an expulsive effort when a polypus or other
foreign body is contained in it, and into a resolvent action when this
contraction operates on the organ itself, on the liquids which engorge
it, or on the plastic elements interposed in its tissue, and which
increase its size and density, Ergotine may be used or ergot of rye
in powder in the same way as to induce delivery, but in smaller doses,
3L to T grs. every day.

Lisfrane, Nonat, and others recommend abstinence or the gradual
diminution of food (the Arabic treatment), as stimulating the absorp-
tion of plastic products and promoting resolution. Nothing is more
logical, and I admit that there are cases where this treatment should
be resorted to. But these cases are very rare, The cura famis requires
very great prudence on the part of the L‘mlljsician for two reasons: the
first 1s, that impoverishment of blood and debility of constitution
generally accompany chronic dizease ; the second is, that whilst it is
true that the resolution of chronic phlegmasia is promoted in propor-
tion as the patient is weakened, we are also assisting the diathesis to
profit by the daily increasing debility of constitution to make fresh
inroads on the organism,

5, Tonies and resforatives are, on the contrary, absolutely indicated
in the majority of cases. "We can even obtain from them some of the
heneficial effects of the eura famis, such as the diminution of the un-
healthy stoutness of some patients, at the same time that we improve
the condition of the blﬂurr and fibre, the tone of the muscles, the
strength and resistance of all the organs. A generous diet is the best
tonic; abstinence from farinaceous food and from milk, and almost
from bread, the constant use of roast meat with green vegetables and
fruit, associated with vapour baths, frictions, hydropathy, exercise and
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alteratives will strengthen the constitution as well as determine the
resolution of hypertrophy or tumours formed by the plastic products
of chronic phlegmasia. In order to derive the full benefit of a
generous diet we must, as a rule, stimulate digestion and also give
medicines of a tonic character or which act on the blood, such as the
chalybeates. When digestion cannot be stimulated by a change to the
country or sea-side, by the action of mineral waters and hydropathy,
we must have recourse to anti-dyspeptic medicines. When the prineipal
agent of digestion is wanting, we must resort to pepsine, alone or
associated with diastase, lactate of soda (3 grains of each), morphia,
strychnia and bismuth taken immediately after meals, as recommended
by Corvisart.! When the secretion of the gastric juice requires to be
stimulated we should give a bitter or aromatic infusion, a little ice or
alkalines ten minutes before meals, as advised by Blondlot,* Corvisart,?
and Longet.* The preparations which I have seen most successful in
this case are the following :—A wineglassful of Vichy water (Source
de I"Hopital), or a pinch of bicarbonate of soda in a little water, a
cupful of infusion of quassia, alone or with a little rhubarb, or a tea-
spoonful of absinth liqueur; they should be taken ten minutes before
meals, and be varied from time to time. At other times I give one or
two of Gallard’s pills® during meals. When there is nausea with ten-
dency to vomiting, natural or artificial effervescing drinks should be
taken at meal times —seltzer water or St, Galmier, Condillac, Vergéze,
or Lamalon water, &ec.; or the following powder may be preseribed in
a little orange-flower water :—Calumba root and calcium carb., each
ar. 33, with belladonna, gr. -3;. If one dose is insufficient a second
and a third may be taken at two hours’ interval. If the tone and re-
action of the stomach are defective, an infusion of bark mixed with
wine should be drunk at meals, or tar water, or the alkaline chalybeate
waters of Lamalou, Bounlou, Vals, Vichy (Celestin), Andabre, Bussang,
Orezza, &e. ; or sometimes even cold sulphur waters, or artificial pre-
parations, simple iron water, carbonate of irom, or the peroxychloride
of iron. When there is habitual diarrheea, Vichy water should be
taken before meals, and a large compress of flannel and oil silk should
be worn over the abdomen, or the abdomen may be rubbed with eroton
oil. Small enemata, with a few drops of laudanum, are sometimes
useful, or chalk mixture, bismuth, &e. Lastly, morphia in solution

! Sur la dyspepsie et la consomption et sur U'usage de la pepsine. Paris,
1854. See also O. Reveil, Formulaire raisonné des médicaments nouveaus ef
des médications nouvelles, p. 92, Paris, 1864,

3 Traite analytique de la digestion. Paris, 1843,

3 De la séerétion du suc gastrigue sous Uinfluence dirvecte des aliments,
des boissons ef des médicaments, Paris, 1857,

1 Traite de physiologie, t. i, p. 184. Paris, 1861.

- :  Piperis,

Pulv. Myristic., aa gr. xv ;
Pulv. Cinnamon,
Pulv. Caryophylli, 44 gr. xxx ;
Assafeetid., gr. Ix;
Ext. Tarax, q. s.
Misce, divide in pil. 50, silver. Sig. 1 or 2 at meal times.
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(2 of a grain in 30 minims of laurel water), or landanum, or tincture
of nux vomica, either of which may be taken in doses of from
1 to 6 drops, may be of great use in calming pain or exciting
contractions when pain or inertia of the stomach are the causes
of dyspepsia. :

As for tonics properly so called, in cases of chloro-anaemia we must
have recourse to one of the numerous preparations of iron. One of
those I use most frequently is a modification of Blaud’s pills made by
my father: R. Mass. Pil. Blaud, gr. ij3; Pulv. Rhei, gr. 2. M.
Ft. pil. 1 to 4 before each meal. This preparation of iron is soluble,
and the rhubarb prevents constipation. I often add valerian to the
pills. When we wish to associate a fattening ingredient with the iron,
cod-liver oil mixed with syrup of iodide of iron should be ordered.

Lastly, the various preparations of bark, alone or mixed with milk,
are excellent tonics and restoratives.

6. The importance of sedatives cannot be overrated with regard to
the various indications which they fulfil in the treatment of uterine
diseases. The element of pain is the one we have most frequently to
fight against, especially when localised in the uterus or in some nerve.
Local or general hyperzesthesia, neuralgia of the uterus or of one of
the sensitive nerves, e.g. the sciatic nerves, the ilio-pubie, an inter-
costal, or a branch of the trifacial, are the most frequent manifestations
of pain; they indicate the use of anwmsthetics and anodynes. The
preparations of opium are the best narcotics; they may be associated
with belladonna and given in various forms. In metritis itself, when
an element of excessive pain is added to the inflammation, opium
should be given internally, 2 of a grain every four hours or every hour
if necessary, or - of a grain of hydrochlorate of morphia every six
hours till the pain ceases. Narcotics may be also administered in an
enema or bath. I prefer giving 15 or 30 drops of laudanum by
the rectum in an ounce of water to making a uterine application; or
the groins may be rubbed with landanum, or a suppository of opium
and belladonna may be introduced by the anus, or, better still, a
sedative pommade may be injected by means of the rectal syringe (fig.
147, p. 185). Sitz-baths are often of great use, made of a decoction of
60 grains each of henbane and belladonna leaves to 10 quarts of water.
Sometimes a cold sitz-bath with irrigation for several hours is sufficient
to cause the cessation of this excessive hyperwmsthesia, especially when
brought on by tranmatism. Various sedatives may be applied to the
cervix itself, belladonna, landanum, &ec. As to the application of cold,
chloroform, and carbonic acid, it is better to apply them to the hypo-
gastrium than to the cervix; the first is followed by a painful reaction
and the two others induce congestion.

Subcutaneous injections of atropine, or hydrochlorate of morphia, or
even of chloroform, succeed wonderfully in neuralgia,’ and 1 always
advise their use if anodyne frictions have no effect. I know a lady
who has given herself some hundreds in’ the iliac and crural regions to

v Des injections nareotiques sous-cutanies dans le traitement des névralgies.
Montpellier médical, t. iii, p. 289, 1859.
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soothe the excruciating pain caused by compression of the craral nerve
by a fibroma of the broad ligament. They can be made in the hypo-
gastrium, in the sides, thighs, &c.; I do not think there is any advan-
tage in making them into the uterus. If the liquid is injected into
the uterine cavity, how can the dose be measured ? how ean we know
that a single drop will be absorbed ? If 1t is injected into the tissue
itself the puncture causes a little hemorrhage, which carries away a
part of the solution with the blood. 1 confess that though I
have been in the habit of perforining this little operation, I have
never been satisfied with the way in which it was done nor with its
results.

The other element depending on the nervous system is spasm ; it
necessitates the administration of antispasmodics under all forms.
Sometimes the spasm is confined specially to the uterus under the
form of cramp; sometimes it is general, and may even give rise to
hysterical attacks. Laudanum given in an enema is often sufficient to
alleviate these colics. Cold water in many circumstances acts as an
antispasmodic. Infusions of lime tree flowers, orange leaves, balm, &c.
are also useful ; but when there is constriction of the throat, nausea,
convulsive or tetanic movements, anmsthesia, &e., we must employ
stronger remedies. Inhalations of ether or chloroform often succeed ;
or these medicines may be administered by the mouth in the form of
capsules; when these remedies are not suflicient, ammonia, camphor,
galbanum, ambergris, valerian, musk, or castoreum may be tried.
Ambergris and musk are so costly that I generally use valerian and
castoreum associated with laudanum and suiphuric ether; I mix these
four substances in equal parts, and prescribe 15 to 30 drops in half a
tumbler of water with a spoonful of orange flower water, to be taken
in spoonfuls every five minutes. These antispasmodic drops generally

ive immediate relief, and it is a convenient preparation for patients to

ave beside them. When, however, the symptoms assume a still more
serious aspect, assafetida should be given in pills or in an enema
(assafcetida gr. Ix, tr. opii min. xv, mixed with the yolk of an egg in
3 oz. of water), and sinapisms applied to the extremities, the pul-
monary, epigastric, and cardiac regions. The use of electricity under
the form of the continued current may also render great service in the
treatment of uterine pain and spasm.

7. Epispasties and erufories may be employed, especially in the
treatment of chronic diseases. They act as derivatives rather than as
revulsives, for example in mucous discharges; and sometimes as
resolvents, for example in the treatment of engorgements and chronie
peri-uterine phlegmasia. Exutories may be used in cases of diathesis,
but I confess I dislike this mode of treatment, especially for young
women, and prefer revulsion towards the skin by means of hydropathy,
not only because it is less repugnant, but because it is much more
natural, being exercised on a large surface, and consequently more
efficient and energetic than the best exutories. I reserve them for
serious cases, where complications such as phthisis prevent the use of
hydropathy.
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Epispastics properly so called (blisters) have a double action, being
derivative as well as resolvent when applied near the seat of evil. In
cases of chronic metritis, peri-uterine inflammation, ovaritis, engorge-
ment, hypertrophy, they should be applied to the loins and even to
the saﬂra]il region, to the abdomen, hypogastrium, or one or other of
the iliac regions; they ought to be proportioned to the exient and
duration of the inflammation. For an extensive but recent inflam-
mation, pelvic peritonitis for examnple, a large blister is applied,
covering the greater part of the abdomen or one of the iliac regions ;
it should be left for about twenty-four hours till the blister is well
formed. 1t is then gently punctured with a needle to allow the escape
of the serous fluid, care being taken not to remove the skin; it is then
covered with cotton wool which is kept in place by a tight bandage to
prevent friction. For a long standing but circumseribed inflamma-
tion or for an engorgement or hypertrophy it is better to apply a
number of small blisters {the size of a crown piece) successively ; the
first in the centre, the others round about it.

Blisters may also be applied to the cervix. 1 have seen them cure
obstinate leucorrheea. They are also useful in cases of perimetritis,
and in all those cases where it is desirable to relieve the uterus by
means of a serous discharge, or to produce a rapid and temporary
vicarious action. These applications are made as follows: after
removing all mucus from the uterus, a blister rather smaller than the
cervix is applied to it, and kept in place by pledgets of cotton wool;
after inserting a number of small ones a large one ought to be intro-
duced. These precautions are absolutely necessary to prevent the
blister from touching the vagina which would cause intense pain.
After remaining for a few hours or a day it should be withdrawn,
when a very abundant serous secretion takes place which generally
lasts for a few days. It is useless to apply any dressing, but emollient
irrigations should be made morning and evening.

2. Local means

Local or topical means are of three kinds: mechanical appliances,
medicated applications and surgical operations.

1. The meckanical means applied externally are : various kinds of
abdominal belts and perineal pads. The former act on the abdominal
viscera, the latter on the uterus, We must distinguish between two
kinds of delfs : abdominal belts, the object of which is simply to
support or compress methodically ; and hypogastric belts, which only
act on the viscera in the way of supporting them so as to protect the
uterus indirectly.

Abdominal beits may act either on the whole of the abdominal walls
or on its lower part. The object of the former is to compress the
abdomen methodically when too much distended by adipose tissue,
when the size of the belly becomes troublesome, or when the parietes
(enfecbled by distension caused by previous pregnancies or ascites) are
relaxed, hanging down over the pubis, and requiring to be supported
in order not to hinder exercise and cause fatigue. This methodic
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compression may be exercised with advantage on distension produced
by ovarian cysts during their development, after evacuation of the
fluid by puncture, or even after the removal of the cyst. I have seen
such striking examples of the efficiency of abdominal belts, that 1

F16. 148.— Bourjeaurd's abdominal Fig. 149.—Courty's belt for methodic
belt or support. compression.

cannot but recommend their use. The introduction of india rubber
into the materials used for this compression allows of a great degree
of precision being attained in the application of these belts, and at the
same time renders them impermeable, which makes them of great ser-
vice when it is desirable to maintain a moist heat round the pelvis.
In this respect I cannot too highly recommend Bourjeaurd’s elastic
belts.! 'The difficulty of exercising a sustained and regular compres-
sion when the abdomen presents inequalities or contains an irregular
tumour, or during the evacuation by paracentesis of the fluid of an
ovarian cyst or of ascites, led me long ago to invent a delt exercising
methodic compression. 1t is simply composed of a dozen little straps
of girth webbing alternating with a dozen little buckles, both being
fastened to a single piece of strong ticking which forms the lumbo-
sacral part of the belt. In buckling the straps alternately right and
left, beginning either from above or below and increasing the con-
striction proportionally, the whole of the antero-lateral abdominal
parietes are compressed in the most regular manner. In paracentesis
this belt obviates the necessity of having assistants.

Hypogastrie belts, as their name indicates, concentrate their action
on the hypogastrium. Their essential part consists of a strong pad,
very thick, sometimes elastic, but more frequently not, hard, resistant,
stuffed with horsehair, lined with strong chamois leather on the hypo-
gastric side, and supported by a broad metallic plate outside. These
are not intended to compress the uterus in any way, still less to render
it fixed, but only to raise and support the abdominal viscera, in
order to prevent them from weighing painfully on the diseased womb.
These belts ought to have the opposite effect from the corset. The
corset pushes all downwards; hypogastric belts ought to raise all up-

! Gazelle des hipitaws, 24 janvier, 1857,
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wards; hence the uterus is protected. The principal part of the
apparatus therefore is an elastic pad, or a plate supporting a strong
pad of horsehair, to which a key has been adapted which allows of
variation in the slope. As for the way in which the pad is maintained
in place, sometimes a broad band is used, like the soft belt for sup-
porting the hypogastrimn in pregnancy; or a stronger band, like
that used in the bandage for hernia (Raynal’s system). Sometimes

Fra. 150.—Bour- Fic. 151.—Hypogastric belt with Fis. 152.— Bour-
jeaurd’s hypo- springs and articulations, and pad jeaurd's belt for
gastric belt. with key. anal or uterine

prolapsus, with
perinzal pad.

clastic springs are used, having their point @ appui behind on the
sacrum, which by means of double articulation allow movements in all
directions without displacing the pad (Charriére’s and Mathieu’s belts
are like these). Whichever belt is applied, the band or springs ought
always to pass under the crest of the ilium. In cases where median
compression would be painful for bladder or uterus, it is replaced by
bilateral compression, exercised by means of two pads on the right and
left of the linea alba, leaving a little space between them,

The perineal pad acts on the uterus, but it acts externally, not in-
ternally like pessaries, and in that respect is often superior to them
because better borne. It is indicated in cases of prolapsus, and even
in cases of hypertrophic elongation of the cervix. It consists of a large
pad of hair, india-rubber, gutta percha, or even wood, pressed against
the perinceum by means of straps fastened to a good belt. Sometimes
the pressure that is necessarily exercised causes a dragging on the
thighs, which would let the belt slip if not kept in place by shoulder-
braces like Demarquay’s.!

It has been proposed to introduce mechanical supports into the
rectum, with the view of removing uterine retroversion by distending
the rectum with one of Gariel’s pessaries.? It is introduced into the
intestine in a flaceid state, and then distended with air by means of a
syringe, or pledgets of lint may be introduced of a gradually increased
size.® Every one, however, must foresee that these means must be very

' Gazette des hopitawe, 1860,
* Favrot, Revue médico-chirurgicale, novembre, 1851.
* Huguier, De U Hystévométrie, p. 338.  Paris, 1865.
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troublesome, causing a constant desire to go to stool, irritating the
intestine, and tending to produce tenesmus,

Fia. 153.—Velpeau's pessary, having the form of the vagina.

Fic. 154.—Sponge filling the vagina F1a. 155.—Gariel's globe air pessary
and serving as pessary. filling the vagina.

2. Internal mechanical supports ave known as Faginal pessaries ;
they are very numerous, but in this case we may say, as in that of every
other therapentical problem which is apparently distinguished by the
variety of ways in which it can be solved, that this seeming wealth
only conceals real poverty. They may be distinguished according to
the parts which they support and those which they take for their point
d’appui. Some support the uterus by filling the vagina and taking
its shape, like Récamier’s emollient or aromatic bags, or the pessaries
of Velpeau or Cloquet; others distend the vagina in every direction
like the globe pessaries (of wood, ivory, or metal), or fine sponge (fig.
154), which is the simplest of all pessaries, in spite of the drawbacks
pointed out by Lisfranc, or like Gariel’s air pessary (fig. 155), which
is very easily introduced when empty (fiz. 156) and which can be
afterwards inflated (fig. 157).

Others, in place of taking the shape of the vagina or distending it
in every dlrectmn, only distend it in one zone, exercising excentric
pressure on its walls in a circular manner, the edge of the inferior strait

13
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serving as a point d appui, which allows the uterus to rest on this
artificial floor (Figs. 158, 159, 160). They are supported by the bones
of the pelvis. These ring pessaries are either made of hard substances,

o

Fig. 156.—Gariel's globe pes- Fi6. 157.—Gariel's globe pessary distended
sary empty. with air.

such as wood, metal, or vulcanite, or of india rubber distended by air
(Figs. 162, 163, 164). They are generally perforated in the centre to

Fic. 158, Fi1s. 150, Fic, 160, Fiz. 161.

Fi. 158.—Circular ring pessary.

Fis. 159.—Elliptical ring pessary

F1G. 160),—Pessary in form of ﬁgme of 8.

FiG. 161.—Funnel-shaped pessary, hollowed out in front and applied in cases
of retroversion.

allow the uterine secretions to escape, These pessaries have been used
not only for prolapsus but also for deviations, especially retroversion
or retroflexion, by making their two opposite se gments very unequal,
for example, the posterior very large and the anterior very small
(Figs. 161 to 164), The greatest ll]]pl'ﬂ‘-{.mi.llt that has been made is
their reduetion to a simple ring, which is very light, and distends the
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upper part of the vagina, being kept in position by its own flatness.

Fia. 162.—India- Fia. 163.—India-rubber ring Fi1a. 164.—Air pessary
rubber ring pes-  and air pessary intended for  excavated in front.
sary inflated. cases of retroversion.

These modifications have originated the pessaries which go by the
names of Meigs, Dumontpallier, and Gairal de Carignan.!

s o
Fie. 165. Fia. 167.

Fia. 165.—Meigs's watch-sprinﬁ ring pessary covered with gutta percha, it has
recently been imitated by Dumontpallier.

Fi1a. 166.—Gairal’s ring pessary, differing from Fig. 165 in the ring being flat
instead of round, which prevents its slipping after being placed in the
upper part of the vagina which it is intended to distend.

F1a. 167.—Method of introducing the pessary into the npper part of the vagina.

Other pessaries distend the vagina in a straight line, or in an axis
the extremities of which seem to be the two ends of a lever supported

! All these pessaries are considered useful in anteversion (preventing the
cervix from inclining towards the posterior wall of the vagina) and in retro-
version (preventing the fundus from falling backwards). DBut it is sometimes
necessary to place the posterior side in front, which proves that they act less in
redressing the uterns than in supporting it.
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simply by the pressure which the stretched vaginal walls exercise on
them. Sometimes they distend the upper part of the vagina across, or
from one side to the other, before or behind the uterus. The most
primitive of these instruments is the simple spring to which Kilian

F16. 168.—Zwanck’s Hysterophore. 1, when being introduced ; 2, kept open
in the vagina.

has given the pompous name of elytromochlion (vaginal lever); others
consist of two wings, which are closed whilst the instrument is being intro-

F1e. 169,—S8chilling’s hystero- F16. 170.—Zwanck’s hysterophore
phore. modified by Savage.

duced and opened when it is in place. They are kept in position by a
screw fitted into one of the stems (as in Zwanck’s hysterophore); or by
a simple hook at the end of one of the stems into which the end of the
other fits (as in Weiss’s hysterophore); or by a viee common to the
two stems, regulating the degree of divergence (Schilling’s); or by an
elastic ring (Eulenburg’s); or better still by an india-rubber tube
s]ﬂit at the top, which is attached to both wings, keeping the stems
closed in the vagina (Savage’s), which is the simplest and therefore
the best (Figs. 168 to 171). Sometimes they distend the vagina from
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before backwards as well as support the uterus.  Such are the excavated
pessary for retroversion, the battledore pessary of Hervez,' the trian-
gular one of Simpson and Priestley, which rests on the vagina on one

Fia 171.—Zwanck’s hysterophore modified by Eulenburg: 1, shut; 2, open.

side and on the perineum on the other. Such, too, are Hodge’s lever
pessary and Graily-Hewitt’s cradle, which rest on the posterior eud-

Fig. 172.—Hervez' battledore  Fra. 173.—Simpson’s and Priestley’s
pessary. triangular pessary.

de-sac on the one side and on the anterior wall of the vagina on the

other.
I have modified the latter pessaries, adapting them to the cure of

Fia. 174.—Hodge's horse- F16. 175.—Hodge's lever pessary of
shoe pessary, silver gilt. silver, gutta percha or tin, The
same in aluminium (Sims).

retroflexions by hollowing out the posterior part of the ring so as to
push back the cervix instead of passing behind it and pushing back the
v De quelques déglacemﬂnfs de la matrice et des pessairves les plus conven-

ables pour y vemédier, Mémoires de UAcadémie de médecine, t. i, p. 319.
Paris, 1833.
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vagina. Itis a good plan to try them first in each patient, choosing
them of the size and shape best suited to each, and on the first, aﬁpli-
cation to use rings of tin or lead, which take any form given to them.

Fia. 176.—Hodge's pessary in position Fie 177.—Hodge's pessary modified
for retroflexion. hl_;,v Courty, so as better to maintain
the reduction of the retroflexion.

Afterwards they should be made on this model in aluminum, a light
and unalterable metal, which is so well tolerated by patients that it

&

Fig. 178.—Graily-Hewitt's Fia. 179.—Graily-Hewitt's pessary mo-
cradle pessary. dified by Courty, so as better to main-
tain the reduction of the retroflexion.

does not hinder the accomplishment of any function, not even of
coitus.

Lastly, there are pessaries which have an external as well as an
internal point d’appui. The external fulerum varies. It may be the
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straps which pass under the thighs crossing at the vulva (Fig. 181), in
which case it is distributed to the four opposite points of the belt,

GALANTE

Fi6. 180.—Cup-and-hall Fra. 181.— Bourjeaurd’s air pessary,
pessary having an ex- supported by india-rubber straps
ternal fulerum. crossing under the valva.

which is only the more firmly fixed for being drawn downwards by the
tendency of the uterus to prolapsus. It may be the plate of a hypo-
gastric belt (Fig. 182), an arrangement which is much better for the
patient, but which requires more =kill in the construetion.

F16.182.—Roser’s hysterophore, modi- Fis. 183.—Scanzoni's pessary
fied by Scanzoni and Charriére. with ball-and-socket joint.

The internal fulerum varies also. Sometimes it is the vagina, the
anterior cul-de-sac being supported against the pubis, so as to raise at
the same time all the rest of the organ and the uterus itself, unless
there be great relaxation of the posterior wall, rectocele, retroversion,
&e. (Figs. 182, 183). Sometimes it is the cervix which is directly
supported by means of an india-rubber, ivory, or metallic ring (Figs.
180, 181). The only means of making this pessary bearable is to
adapt a system of elastic articulations or supports to its stem, which
allow free movement to the patient without danger of displacing the
pessary or causing pain,

3. Iutra-uterine mechanical supports are also known by the name of
redressors ; that of uterine director, however, would be more correct.
The first and I think the best (Fig. 184) of these instruments was
invented by Simpson. It is a hollow metallic stem (generally made of
two different metals in order to produce a current of electricity), and
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terminates in a hollow bulb ; the stem is introduced into the uterus,
the bulb remaining in the vagina where it is kept in position by a large

Fi6.184.—Simpson’s intra-uterine stem Fie. 185.—Stem pessary of alumi-
pessary or galvanie director. ninm for dilating the os.

tampon saturated with glycerine. It is made of various sizes in order to
serve as a dilator in cases of constriction (Fig. 185). This instrument
has the advantages of not straightening the uterus violently, of acting
on the flexion without acting on the version at the same time, and of
leaving the uterus mobile, thus avoiding irritation of this organ or the
surrounding parts, which are more frequently inflamed than we imagine.
Kiwisch invented an intra-uterine stem pessary composed of two
branches, which opened after being introduced, and so fixed it more
firmly in the uterus. In order to fix it more firmly in the vagina
Detschy associated it with a hysterophore, whilst Valleix attached it to
an external support. All these professed improvements have only
created new dangers which have led to its proseription. In order to
introduce it anew and to procure from it all the benefits that it alone
can give, I have had on the contrary to free it from all these pre-
tended aids and reduce it to its simplest form.

I1. Topical remedies.—Before deseribing local remedies and the
way of applying them, I must not omit to mention the best kind of
forceps for making such applications. Those which I use have short
blades, and are consequently very strong and useful for dilating the
uterine orifice ; they are straight or curved, and grooved so as to hold
a needle or crush the pedicle of a polypus, with a catch or screw near
the handles to graduate the pressure,

Topical remedies are solid, liquid, or gaseous.

1. Among selid applications 1 give the first place to tampons of
cotton wool or lint, and to the little operation of plugging, which must
be done in a methodical manner, whether it be to arrest a heemorrhage
or to maintain various medicaments in contact with the cervix, or to
prevent the cervix from coming in contact with the vagina, or the op-
posite walls of this canal from touching.
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It has lately been proposed to substitute for plugging with lint or
cotton wool the introduction of an india-rubber bag (Gariel’s pessary),

which is to be distended with
air or cold water when in the
vagina; but the use of this
pessary is painful, it does not
allow of the convenient appli-
cation of medicines, and, more-
over, it is not always at hand
like cotton or lint. T alse find it
inconvenient to plug by means
of a compress previously intro-
duced into the wvagina, and
serving as a receptacle for the
cotton ; because, whatever may
be said, it is mnot possible to
withdraw all at the same time;
that is, if the plugging has
been sufficient to distend the
vagina,

The simplest and most effi-
cient way is the following : The
vagina having been cleared of
the clots it contains, and washed
with cold water or an astrin-
gent liquid, the speculum is
introduced, after which a large
pledget of lint charged with
some medicinal substance (alum,
tannin, perchloride of iron, io-
dine, or any caustic) is placed
in contact with the cerviz. Af-
terwards a number of tightly
rolled balls of cotton wccﬁ are
added, which by means of long
uterine forceps we try to place
in the farthest corners of the
vagina, so as to streteh it and
to surround the cervix. Pajot!
tells us Dubois proved by expe-
riments that pledgets of charpie
mixed with pieces of agarie are
more efficient even than cotton
in opposing an insurmountable
barrier to the blood. The spe-
culum is gradually withdrawn

Fia. 186.—Courty's straight uterine for-

ceps. A, the same, curved.

in proportion as the vagina is filled, and in this way the whole space
is filled by a multitude of little pledgets till the vulval orifice is

v Archives génévales de médecine, fevrier, 1867,
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reached, on which is laid a larger one, supported by a graduated com-
press firmly fixed by a T-bandage. It is necessary to remove some
of the cotton wool a few hours afterwards, in order to allow of the
patient passing water or to catheterise her; the next day, or the day
after, the rest is removed by degrees, care being taken to make re-
peated injections. By means of the fingers and the long forceps the
ereater part of the cotton wool is easily extracted ; as for that which
1s in contact with the cervix and which ought to be left a httle
longer, its extraction is facilitated by frequent injections made on the
bidet,

When the plugging is intended merely to maintain a medicament in
contact with the cervix it may be reduced to two tampons, the first
applied to the cervix and a second much larger one to keep the first
in position. To keep the vaginal walls from touching one is suffi-
cient ; this may be charged with a medicament such as alam or tannin,
or it may be saturated with a solution or covered with an ointment ; or
it may be replaced by a bag containing inert powders for absorbing
the liquid secretions, or medicated powders, emollients, tonies or
astringents, to modify the diseased surfaces as well as to absorb the
secretions, In the acute stage cafaplasms are substituted for bags.
Linseed ferments easily, therefore it is better to use starch, rice or
bread ; glycerine is better still. Take as much fine cotton wool as the
hollow of the hand will hold, soak it in tepid water, and after squeez-
ing it out saturate it with glycerine and introduce it into the vagina.l
It possesses the properties of absorbing moisture, disgorging the tissues
with which 1t is 1n contact, and of being in some degree disinfectant.
Lastly, it facilitates the absorption of medicines mixed with it under
the name of glyceroles.?

The drawbacks of plugging are so considerable that it has been
proposed to substitute for it the introduction of inert powders into the
vagina. Récamier used them frequently, Aran also, and they may
always be resorted to when there is an indication to dry the vagina by
the absorption of fluids accumulated in its cavity. Starch powder
may be used, or lycopodium, or rice flour or common flour; starch is
most frequently used. The bivalve speculum is introduced, and after
all the mucus is removed, from 5] to 3j of starch powder is thrown
into the cavity of the instrument, then the speculum is withdrawn, and
if the vulval orifice is too large to retain the powder a large plug of
cotton wool must be introduced. After twenty-four or thirty-six hours
the patient makes a vaginal injection to moisten the starch and bring
it away. When the disease is at the vulva it is sufficient for the
patient to open the labia and powder the parts exposed.

Before introducing the starch it may be moistened with laudanum
or some other medicament, which, owing to the starch taking the form
of the vagina, is kept in contact with the parts better and more gently
than by means of cotton. I do not contest the utility of this application,

: Sims, Olinical Notes on Ulerine Surgﬂr'y. London, 1866, p. 70. !
* Demarquay, de la Glycérine et de ses applications @ la chirurgie et a la
medecine, 20 &dit.  Paris, 1868,
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but I am not in favour of leaving foreign bodies in the vagina in
contact with the cervix unless in exceptional cases.

Lastly, in place of inert powders, we may apply oak bark, catechu,
powdered cinchona, or even more aclive substances, such as alum,
tannin, sulphate of zine, calomel, bismuth, &e. As a rule these active
substances should be mixed with an inert powder in variable propor-
tions, according to the effect which it is desirable to produce; or they
should be applied in the centre of a light plug of cotton wool. One
of the best powders for modifying diseased surfaces is the subnitrate
of bismuth,

Plugging by ice has been recommended by Aran! as preferable to
the refrigerating mixtures employed in cases of cancer by Arnott, to
whom we owe various experiments on the anwesthetic action of cold.
It consists in bringing into contact with the cervix a greater or less
quantity of ice broken into little bits, which may either be simply left in
the vagina or may be renewed as it melts. In both cases the cervix
is exposed by means of a speculum, of wood, if we only wish to act on
the cervix and in a moderate way, of metal, if we wish to act more
energetically ; the quadrivalve speculum is convenient for this applica-
tion. When the ice is not to be renewed, we must take care to retain
it by means of a large pledget of lint introduced when the speculum is
withdrawn : reaction is then less rapid and less disagreeable. The refri-
gerative action is much more marked when a metallic speculum is used ;
it is exercised on the whole of the vagina as well as on the cervix.
With the exception of temporary colic in the abdomen anwsthesia is
complete in a few minutes; by continuing the application of ice from
a quarter of an hour to an hour the action exercised on the circulation
and sensibility of the pelvic organs may be so great for several hours
as to lead patients to think they have been freed from all their troubles,
and to allow of their walking and attending to their various duties.
Aran said that the reaction was insignificant; he renewed the applica-
tion every day or every two days eight or ten times in the course of
treatment.

Whilst admitting that plugging with ice may be of great use in
cases of hemorrhage, cancer, hyperwmsthesia, neuralgia, inflammation
and congestion, in which it was especially used by Aran,® I must say
that the indication for it has never seemed to me so marked as to lead
me to have recourse to it. It cannot be denied that it exposes the
patient to too energetic reactions, and that it is an inconvenient appli-
cation, as well as being sometimes impnssib]e, from the difficulty of
getting ice. In most cases cold irrigations with refrigerating applica-
tions to the abdomen are sufficient.

Painting the cerviz with collodion.—Mitchell® has introduced this
means as a substitute for nitrate of silver in the treatment of ulcera-
tion of the cervix. This organ having been wiped, collodion is applied
with a camel’s hair brush ; twenty minutes is allowed for the medicine

' Op. cit., p. 220,
2 Thid., p. 379.
4 Dublin Medical Press, October, 1848,



204 TREATMENT OF UTERINE DISEASES IN GENERAL

to dry, and one or two additional layers are then applied in the same
way. This application must be renewed in forty-eight hours because
the secretion which accumulates under this varnish detaches it. In
the case of simple abrasion, three applications were sufficient. If the
disease is more obstinate, if there are large granulations, this physician
uses in the first instance nitrate of silver, acid mitrate of mercury, or
solution of caustic potash, applying the collodion above.

I think that the application of collodion ought to be confined to
two kinds of cases: elastic collodion for very superficial erosions and
excoriations of the cervix; pure collodion in cases of engorgement or
cedema to obtain a reduction in bulk of the organ under the influence
of the contraction which the collodion undergoes in drying.

The majority of solid medicated topics are oinfments, varying in
consistency from that of suppositories to almost liquid preparations.

Faginal suppositories, like suppositories introduced into the rectum,
were used by the ancients in remote times. Their use has been revived by
Simpson under the name of medicated pessaries. They are conieal, cylin-
drical, or ovoid, the latter being the best form for enabling the patient
to push them to the farthest end of the vagina, and also for increasing
the chance of retention. In size they must not exceed one inch in length
by halfan inch in width. They are made of wax and lard or cacao butter
in suitable proportion to give them a proper consistency; they contain
a certain quantity of some medicinal suﬂstancﬁ, sedative, astringent,
or resolvent ; such as mercurial ointment, iodide of lead, extract of
belladonna, &e. The patient introduces them into the vagina in the
evening, pushing them back as far as possible; they melt in a few
hours, and a tepid injection made the following morning removes
whatever has not been absorbed. We must not count too much on
the action of these pessaries; in the first place they do not always
melt well however carefully they have been made; in the second
place the power of absorption of the vaginal mucous membrane is not
great, ﬁpeuiallﬂ for oily Iin:-l:liie;s. When rapid and energetic action is
desirable, whether sedative or resolvent, it 1s better to introduce them
into the rectum. The oinfments which I use most frequently are the
ordinary mercurial ointment with the addition of a tenth part of the
extract of belladonna, or ointments containing calomel, red oxide of
mercury, iodide of lead, potassium, &c. I apply them to the cervix
simply on a pledget of cotton wool and withdraw the speculum, or I
put a thick layer of ointment on a little round mat of coarse thread,
the size of the cervix, which the patient could crochet or knit in a few
minutes, and which forms a little cup for holding the uterus. I apply
this to the cervix, keeping it in position by means of a large pledget
of cotton wool.

When it is necessary to make applications to the uterine cavity I
use special instruments, which I will afterwards describe along with
intra-uterine caustic holders.!

2. Liguid applications are easily applied to the cervix and vagina.

! See p. 336.
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T often use them to modify the vaginal surface in place of preseribing
injections or lotions for the patient. After having cleansed the vagina
it is easy to apply a liquid to the whole of its surface by means of a
brush whilst the speculum is being withdrawn. In this way great
effect is produced, and we are surprised to see vaginal leucorrheea, ero-
sions, even ulcers cured in a few days or a few weeks, which had been
treated for months past by injections without any result having been
produced. There are various modes of applying liquids: sometimes
the medicament is poured into the speculum followed by an inert
powder which absorbs it and forms a magma round the cervix. When
the action is to be limited to the cervix it is poured into the speculum,
and after being left in contact with the cervix allowed to escape by
lowering the speculum ; or it may be applied by means of a pledget of
lint or a camel’s hair brush. When caustics are used the surface
touched should generally be washed as soon as the desired action has
been produced and before withdrawing the speculum. The liquids
most frequently used are sedatives, astringents, solvents, stimulants,
cathartics. Laudanum is useful not only as a sedative but to induce
cicatrisation. Solutions of alum and tannin may be applied by means
of a large brush to the whole of the utero-vaginal mucous membrane.
The other liguid astringents are solutions of acetate of lead, solutions
of peroxychlogide of iron, dilute tincture of iodine, &e. The principal
cathartic liquids, which may be either resolvent or stimulating, are:
tincture of perchloride of iron, especially in cases of diphtheria, a
saturated solution of chlorate of potassium, pure tincture of iodine,
iodoform, a solution of corrosive sublimate, and above all the solu-
tion of nitrate of silver, or a camel’s hair brush dipped in water and-
then applied to the solid crayon may be used. Several of these liquids
may be advantageously used mixed with glycerine. Glycerine as an
emollient may be employed alone in cases of erosions and superficial
ulceration. There are very few of these substances which do not affect
metal ; therefore, as a rule, I use a wooden, glass, or gutta-percha
speculum for all liquid applications. When irritant or caustic
liquids are used care must be taken to remove with a little cotton
wool all that may remain on the cervix or vagina, lest it should
touch the lower part of the vagina or the vulval orifice which are
extremely sensitive.

Lastly, it must be remembered that however important local treat-
ment may be it must not be abused, especially with patients who do
not tolerate it easily.

3. The only gaseous applications that have been used in the treat-
ment of uterine diseases are chloroform and carbonie acid. Cardonie
acid was first used as a local anwmsthetic by Ingenhounsz. In 1834
Rozier injected it into the vagina of women suffering from cancer of the
uterus ; 1t was also recommended by Mojon in injections to alleviate

ain and to induce the catamenial flow. It was introduced into use
in Scotland by Simpson and into France by Follin and Broea.
Demarquay and Monod, who have also tried it, think that vaginal
injections of carbonic acid produce good effects when the mucous
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membrane is denuded, whilst no effect is produced when the tissues
are whole.

Different apparatus may be used: the simplest is an ordinary
bottle furnished with a conducting tube (Simpson); but the most
convenient is that of Fordos. The canula is first introduced into the
vagina, then the apparatus is charged. An ounce of tartaric acid
in large crystals is first put into the carafe, then 2 oz. of bi-
carbonate of soda in powder; half a pint of water is then poured
in and the carafe is filled up with a tin tube containing fragments
of marble and pieces of sponge,
which filter the gas as it is libe-
rated, freeing it from the saline
and acid particles that are me-
chanically swept out. By satura-
ting the pieces of sponge contained
in the tin tube with chloroform
we have the anzesthetic action of
its vapours in addition to that of
the carbonic aecid, and we avoid
the current of air produced in the
vagina by the injection of chloro-
form fumes alone.

Charles Bernard! has mentioned
cases of cerebral accidents caused
by these injections ; but they must
happen very seldom, and do not

i

Fra. 187.—Hardy's india-rubber in-

contra-indicate the use of this
means, A more serious drawback
is that carbonic acid, like chloro-
form, whilst soothing pain pro-
vokes congestion of the diseased
parts, which ought to lead to its
rejection in cases of fluxion, con-
gestion and metritis, its use being
reserved for hyperwsthesia and ute-
rine nenralgia.

S e L e i Chloroform has been adminis-
yeservair, o ST tered by Hardy (of Dublinilin
vaginal injections in the form of

vapour. The apparatus invented by this surgeon is composed of a

small metallic cylinder, in which is placed a sponge saturated with
chloroform. A tube is adapted to one extremity of this eylinder,
communicating with an india-rubber bag distended with air. Another

V Archiv gén. de méd., 5¢ série, t. x, p. 529, 1857,

Seanzoni, Beitrige zur Geburtshunde und Gynikologie, 1858, t. iii, p. 181,
has mentioned a case of death after the injection of carbonic acid into the cer-
vical cavity. Death took place in one hour and three quarters. It made a great
gsensation in Germany, nncrll".r] to Breslau’s and Vogel's experiments on pregnant
rabbits. See Wiener medizinische Wochenschrift, 11 Sept., 1868, The Guazetle
hebdomadaire, 1858, p. 741, gives an abridged account of the article.
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tube is attached to the other extremity of the cylinder, termina-
ting in a long india-rubber canula, which ought to reach the cervix
when introduced into the vagina. By compressing the india-rubber
bag it is emptied of the air which it contains, and this air in
passing through the cylinder is charged with anwesthetic fumes which
are introduced into the vagina by means of the canula. A valve
allows the re-admission of air into the bag from which it is again
driven through the cylinder. This apparatus, with slight modifi-
cations, has also been utilised for the insufflation of medicated
Euwde:s into the vagina and uterus, but it is better to use a camel’s
air brush.

III. Operations are of two kinds. The first are small operations
analogous to dressings, only differing from them in the nature of the
substances used; for when there are caustics the danger incurred
necessitates great care and prudence. The second class includes
special operations for special diseases, in performing which the obser-
vance of the ordinary rules of surgerjr is required. I will describe all,
entering, however, into more minute details when I:reatmg of th-::-se
which oceur most frequently.

The posture which the patient ought to adopt in order to facili-
tate the different operations which have to be performed on the uterus
and vagina, with or without speculum, varies. In each case we must
take care to resort to the one which theory and practice teach us
is the best. These postures are:—1, Supination on the back as for
lithotomy ; 2, lumbo-sacral aupmatmn (the first exaggerated), so as
to raise the valva more; 3, right or left lateral pronation; 4, pro-
nation on elbows and knees, 5, pronation on the edge of the bed,
the feet touching the ground, the chest, head and arms on the bed,
The three last postures are sometimes very convenient after dilatation
of the vagina, owing to the introduction of air, as well as to the
projection of the uterus towards the h_',rpngastrlum and of the intes-
tines towards the umbilicus. This projection exposes the posterior
vaginal cul-de-sae very clearly, and the horizontal position given to
the cervix is favorable for applications.

Most of these operations are facilitated by the use of tenaculum hook
forceps. These are of two kinds:—1. The converging tenaculum
forceps, made to glide so0 as to seize at different heights the part re-
quired to be held, and to disarticulate so as to make two very fine
single hooks ; 2. the diverging tenaculum forceps, which is an excellent
instrument of prehension and distension.

A. General operations.—The small operations requiring to be re-
peated frequently like dressings are: the application of electricity, of
the actual or potential cautery, intra-uterine injections, &c.

1. FElectricity may be employed as a sedative, stimulant, or resol-
vent. Under the form of the continued eurrent it exercises a sedative
action on the uterus as on other organs or on nerves affected with
rheamatic neuralgia. Under other forms it stimulates the vitality of
the tissue, accelerates absorption in cases of engorgement and hyper-
trophy, excites muscular contraction, thus reducing the size of the
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congested organ, and by strengthening the relaxed tissue corrects
flexions, &ec.

Fic. 188, Fia. 189.

F1c. 188.—Converging and sliding tenaculum hook forceps: A, fﬂmelm when
shut; B, one of the branches of the forceps open, sliding on the articula-
tion ; ¢, one of the branches separated from the other serving as a simple
tenaculum hook.

Fie. 189.—Diverging tenaculum hook forceps: a, shut; ®, open.

2. Cauterisation of the cerviz.—This is one of the most useful and
therefore one of the most frequent operations. At the same time the
indications for it are somewhat difficult to determine, for it may be
resorted to in the treatment of several diseases, It is not surprising
that it should have been, and still is, the means most frequently
abused.

I can affirm, as the result of long experience, that when suitably
applied it renders greater services perhaps than any other means in
the treatment of uterine diseases; but, on the other hand, when em-
ployed in spite of certain definite contra-indications very commonly
misunderstood, and especially when used as a universal panacea for all
uterine dlscasﬂa, it has done as much harm as good, in aggravating or
perpetuating a number of maladies which would have been cured but
for it. The most serious consequences are the producing of constrie-
tions and obliterations of the cervical canal, and the setting up of sup-
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puration from its application when applied to patients suffering from
peri-uterine inflammation which has passed unnoticed. The potential
as well as the actual cautery may be used.

Potential canlerisation.—The caustics used may be liquid or solid.

The liguid causties most frequently used are the acids, especially the
acid nitrate of mercury. Next to it we may place the perch]urule of
iron, the tineture of iodine, which acts as a caustic when applied to
b]EEdIII"—“ or uleerated surﬁmes, and the saturated solutions of the solid
must;ics, which may be either catheretic or caustic, according to the
degree of saturation and the condition of the surface to which they
are applied.

The acid aitrate of mercury, recnmm&nded by Récamier and em-
ployed by Lisfranc and several other physicians in preference to other
caustics, has been in very general use. If is very much in vogue even
now, enjoying, as it seems to me, an undeserved reputation among the
pmfeesmﬂ It is employed in cases of granulation and simple I.llﬂEl‘&-
tion, pure or diluted, according to the indication. A brush made of
lint, or a small piece of sponge cut in the shape of a cone is applied to
the ulcerated surface. lmmediately afterwards cold water is poured
into the speculum to prevent any stray drops of the caustic from
spreading in the vagina. In addition to the drawbacks which it has
in common with other liquid caustics, it has another which alone
should cause its rejection : in some women it induces an inconvenient
and obstinate salivation,

This, although at first disputed by some writers, is now an esta-
blished fact. Therefore I prefer nitrie, sulphuric, hydrochloric and
chromic acids, pure or diluted with water, in variable proportions, or
alkaline solutions, like potash, ereasote, or better still, perchloride of .
iron, the saturated solution of nitrate of silver or tincture of iodine.
These last named, however, are catheretic rather than caustic. When
real liquid caustics are used care must be taken to wipe the wet brush
before applying it, so that only the part requiring to be cauterised may
be acted on and not the surrounding tissue.

But whatever precautions are taken, liquid caustics will always have
two serious drawbacks. 1. It is difficult to determine the depth to
which they penetrate. 2. It is still more difficult to prevent them
from spreading beyond the point desired and to be certain that the
healthy surfaces will escape their action. Therefore I have almost given
up using them, only employing catheretics, which, infiltrating all the
sinuosities of a denuded or ulcerated surface, help cicatrisation. In
all cases where cauterisation is necessary I have recourse to the actual
cautery, or to a solid caustic like canguoin, or any other that is
deliquescent or pulverulent.

Of solid caustics canquoin is one of those I use most frequently. I
do noi understand Gendrin’s preference for the Vienna paste; its
advantages ought to be great to compensate for the difficulties in
applying it. 1t is true that these difficulties are overcome in the pre-
paration made by Filhos; but even with it there is great uncertainty
as to the extent and depth of the scar, besides the necessity of using

14
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quantities of water in washing the surfaces, and the possibility that in
spite of all precautions some of the canstic may remain. All these
disadvantages present such a striking contrast with the simplicity of
the actual cautery, that in spite of the high authority of Gendrin’s
practice and of Henry Bennet’s recommendation, I cannot understand
how the use of Filhos’s caustic has come to be adopted. Besides, we
know that all these alkaline caustics produce soft scars, make the blood
diffluent, and induce heemorrhage.!

Therefore when I find that the actual cautery will not produce
sufficiently deep scars, especially on hard, friable, bleeding tissues, like
cauliflower excrescences, and that it is not followed by that modifica-
tion of the surrounding surfaces which seems to be effected by certain
causties, I never have recourse to any other caustic than chloride of
zinc, so highly recommended by Bonnet, of Lyons, and which I had
previously used repeatedly with success. Chloride of zine hardened
with a variable quantity of flour and spread on linen in layers of vary-
ing thickness forms what is called canquoin plaster, its caustic strength
depending on the relative quantity of the chloride and on the thick-
ness of the layer of paste. Nothing is easier than to cut a little circle
of this plaster and place it on the cervix, or to roll it up and introduce
it into the ragged cavity of the cancerous organ, or to cut it in small
arrows to be inserted into the tumour, according to Maisonneuve’s

lan, keeping it in place by plugging. This is the least painful and
Feast dangerous mode of applying this caustic. 1f the piece of plaster
is not very thick, and if the portion of the organ which has to be
destroyed 1s considerable, the application may be left for twenty-four
hours, otherwise it may be removed in a few hours. Copious injec-
tions of tepid water must then be made, after which it may be
advisable to introduce tampons, either dry or covered with cold cream,
at least into the farthest extremity of the vagina, to prevent any frag-
ments of the caustic that may be softened and brought away by the
suppuration from destroying the corresponding part of the vaginal
walls. I bave frequently seen considerable destruction of the vagina
result from an awkwardly made application of this caustic, which is
really dangerous in inexperienced hands. When the scar falls a second
application can be made when necessary.

II often use deliquescent chloride of zine, over which I pass a wet
camel’s-hair brush, which is then applied to the parts needing caunteri-
sation., AL other times I have recourse to Rousselot’s red arsenical
powder, or that of Friar Come, which is better still. It contains more
arsenic, and is as efficacious in ulcers of the cervix as in those of the
face, to which it is generally applied.

Chromic acid is also a valuable caustic, provided it is not applied
over too extensive a surface, so as to produce poisoning characterised
by vomiting.

Nitrate of silver, which is the most used of all, is not essentially
destructive. It acts as a simple modificator when used in solution ; as
catheritic when a wet brush is saturated with this salt by being passed

! Philippeaux, Traité pratique de la caulérisation. Paris, 1856,
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over the crayon several times; as a protector of the ulcerated surfaces
by the coagulation of mucus and the precipitation of chloride of silver
acting almost in the same way as collodion; in repressing exuberant
granulations when the crayon is applied. Lastly, in modifying as well
as destroying tissue when the powder or crayon is left in the uterine
cavity, a method to which I will afterwards refer when treating of
intra-uterine canterisation.

The actwal cautery.—It is specially suitable as an application to the
cervix, for this organ is almost insensible to the action of fire—at least
to the pain which this action produces on other tissues.

There is no better mode of applying fire to diseased surfaces than
by means of red-hot iron.

Although this means has been employed for long, it has probably
never been used with method and discrimination till our own time.
Larrey! gave all the necessary operative details, but it was Jobert’s *
works that popularised this operation in gynecological practice. As I
believe that additional information on this subject would be welcomed,
I will relate what a long practice has taught me.

Several kinds of cautery are necessary, according to the use for
which they are intended. I use two kinds especially ; the first are
very fine, with a reservoir for heat for ignipuncture ; the others spear-

Fia. 100.—Cauteries for ignipuncture.

sha;:ned, straight or curved, for ignilysis or section by fire. I have also
conical cauteries of every size down to that of a grain of corn, others

Fie. 191.—Cauteries for scarifications, sections and excisions by fire. b,
straight ; E, curved.

eylindrical, nummular, &e.; I even had a cup-shaped one made for

' Clinigue chirurgicale, t. ii, pp. 114, 829. Paris, 1830—1836.
2 Plaies d’armes i feu, Mémoire sur la cantérisation. Paris, 1833.
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destroying an irreducible inverted uterus, and I used it afterwards for
cauterising a cervix enormously engorged or hypertrophied. 1 have
found nothing better for heating the cauteries than the -eolipile

spirit lamp which solderers generally use. I think this lamp and
t ese cauteries are to be preferred for this purpose even to the thermo-
cautery, although I admit the superior advantages of the latter in
other circumstances.

The operation of cauterisation is performed in the following man-
ner: after introducing a speculum of wood or of glass, the uterus is
seized firmly and the speculum pressed against it so that it cannot
escape, the operator being on his guard against any movements that
the pancnt may make; the cervix is then well wiped with eotton
wool ; if it is bleeding the cotton ought not to be withdrawn till aun
assistant has brought the cautery, which must be at while heat.
Whilst the left hand holds the speculum the right applies the cautery
to the nterus, and, according to the object in view, the uterus is barely
touched, or the iron may pass lightly over different points of its sur-

Fig. 192, —Eolipyle spirit lamp for heating cauteries.

face, or may be left in contact with some point for a few instants, and
when necessary be replaced by a second cautery; or, lastly, it may
even be introduced into the cervical cavity, care being taken to pro-
tect the healthy part by one of Récamier’s large curettes. In most
cases, however, the operation is much simpler, being limited to one or
more punctures varying in depth from 5 to 15 millimetres, in one or
other of the lips of the cervix. At other times excision of the diseased
part may be performed by making use of a univalve in place of a
eylindrical wooden speculum, and fixing the cervix by means -:rf fine
tenaculum hook forceps,
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Immediately the cautery is withdrawn cold water should be poured
into the speculum several ttmes, this instrument may then be with-
drawn, when the patient is placed in
bed in the dorsal decubitus with legs
and thighs flexed. Cooling nppltmtmns
may be made to the hypogastrium,
vulva, and upper part of the thighs,
of vinegar and water, the ice-bag, &c.

Serious accidents may happen after
cauterisation. They rarely occur unless
the patient is suffering from metritis,
ovaritis or perimetritis. However, the
freedom from pain during the operation,
the superficial action of certain slight
cauterisations and the absence of trou-
blesome consequences after imprudences
committed by some patients subsequent
to this operation, have inspired some
practitioners with too blind a confidence
in the innocuous nature of this means,
and a blameable temerity in its use, I
have seen patients who had actunally
been cauterised by a doctor in his con-
sulting room ! I have also seen the de-
plorable consequences of such impru-
dence.  Although the cervix is not
sensitive to pain, there is none the less
a reaction after the traumatism that has
been undergone.  An inflammation
of elimination is necessarily developed
round the scar; this inflammation if
neglected may pass the limits within
which it ought to be confined, and ori-
ginate very serious pﬂtilulugmal pheno-
mena. Therefore, in order to avoid
all accidents every possible precauntion
should be taken, not only by avoiding
cauterisation even with nitrate of silver
during the week preceding the cata-
menia, but also by insisting on the
patient remaining in bed for several
days, the hypogastrium being covered
with cooling or emollient applicatinns.
She should take an emollient bath every 4 = ;49 —Tgnipuniotang o
day, remaining in it ful; an h}':rlll‘ at least, the cervix, which is kept
and making vaginal injections all the fixed by the diversing
time ; or if this cannot be done, vaginal  tenaculum hool forceps.
irrigations should be made several times
a day with some disinfectant, Thanks to these precantions, T have
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never seen any accident follow the numerous cauterisations I have
perﬁirmed, but on the contrary they have always produced good
resulits.

When the cervix is very much engorged or when considerable folli-
cular hypertrophy exists, I follow the excellent advice given by
Huguier, making a number of scarifications before cauterising.

The cervix may be cauterised even during pregnancy if the precau-
tions are taken which I have just detailed. I need hardly say that
the redhot iron is not to be applied to the cervix of a pregnant
woman who is merely suffering from simple granulations, not exceed-
ing the limits often assumed by this morbid condition during preg-
nancy, and giving no cause to fear a miscarriage. When, however,
the cervix is seriously affected recourse may be had to cauterisation
without misgiving; the operation being practicable from the end of.
the first month to the end of the sixth. There need be no anxiety as
to causing abortion ; on the contrary, one of the advantages of this
little operation in such a case is, that it increases the chances against
the occurrence of this accident.! Facts have proved to me not only
the immunity of the actual cantery,” but also that its application in

a

F16 194.—Apparatus for canterising with gas.

the case of pregnant women is followed in due time by a safe and
normal delivery.?

! Mauny has published five cases of persistent vomiting during pregnancy,
cured by cauterisation of the cervix with nitrate of n?l?er or witEnMiJ £
Paris, 18649,

* Annales cliniques de Monfpellier, 25 aoiit, 1853.

3 Ibid., 10 avril, 1854.
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I have also cauterised the cervical cavity when its mucous mem-
brane was the seat of follicular or granular hypertrophy. Great care,
however, must be taken to cauterise only the fungous and exuberant
parts, protecting the rest from the action of the heat. Otherwise we
should run the risk of causing scars, which might obliterate or at
least narrow the orifices, as unfortunately too often happens.

Nélaton has recommended using the flame of a gas-jet in place of
the red-hot iron. The advantan‘es of this cautery are, that it does not
frighten the patient, who need not even be aware of the kind of
operation about to be performed; it allows the cauterisation to be
defined as exactly as if done with a pencil, and above all it permits of
a more energetic action, as the gas flame can be kept in contact with
the diseased part as long as necessary. It is therefore superior to the
red-hot iron in many ways. In other respects, however, it is inferior.
It ﬂl‘l]j’ acts on surfaces, it cannot be used for naulensmﬂ' the cervical
cavity, for removing an excrescence, for scarifications, nor for deep

1. 195, Fra, 196,

Fi6. 196.—Galvano-thermo-canstic battery.
Fia. 197.—6, platinum bistoury ; n. eantery in form of a knmife; p, conical
cantery ; o, eylindrical cantery,
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ignipunctures, which in my opinion are the most useful application
that can be made of the actual cautery to the uterus.

The galvanic eautery is applied by means of a galvano-caustie
handle or knife, and has been popularised by Middeldorpf. Electro-
lysis has been recommended by Ciniselli and adopted by some sur-
geons, who consider it very valuable ; they believe that in performing
a section by means of the negative pole around which the alkaline
elements arrange themselves, the scar will be soft, and the subsequent
cicatrix non-retractile (which remains to be proved ; in my opinion
cicatricial tissue is always cicatricial tissue, i.e. retractile). The diffi-
culty of keeping galvanic and electrical apparatus in order will always
prevent their coming into general use.

Paquelin’s thermo-cantery has not the same drawbacks. At my
request Collin has succeeded in making spear-shaped cauteries, some
curved others conical, but as yet he has not been able to make any
sufficiently pointed to serve for ignipuncture of the cervix. This
apparatus though much simpler than electrical machines requires con-
siderably more attention than the eolipyle lamp. Therefore this lamp
and the ordinary cauteries seem to me preferable to all other instru-
ments for eauterising the uterus.

Fie. 197.—Paquelin’s thermo.cauntery.

To understand the harmlessness of the actual cautery when applied
to the uterus with the precautions indicated, we must remember that
the fibro-plastic nature of the tissue, the tendency to hypertrophy, the
remarkable facility with which the mucous membrane of the uterus is
renewed, this instability of a tissue which I have described as being
con<tantly in process of organisation, must greatly facilitate the pro-
cess of repair in an organ like the uterus, when destruction has only
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extended to a small part of its mucous membrane, and especially when
this destruction has been limited to pathological excrescences. Not
only is cauterisation of the uterus not invariably followed by the for-
mation of a cicatrix, but the cauterised cervix which previously was
hard becomes soft. There must, therefore, have been a work of
absorption going on, perhaps the production of new elements; but
not, strictly speaking, the formation of cicatricial tissue. There is
frequently even partial renmovation of the mucous membrane. The
orifice is the only part we must always treat carefully.

Only a short time since I had a new proof of the wonderful facility
with which repair of the uterine tissue takes place. It was a chronic
case of complete Inversion of the womb; reduction was impossible,
and it seemed to me that the only indication was the ablation or de-
struction of the organ by the actual cautery., The ordinary canteries
seeming to me insufficient, I bad one made expressly of a large piece
of iron, forming therefore a much larger reservoir of heat than our
largest cauteries, and slightly excavated on the surface so as to mould
itself to the convexity of the uterus. I applied it at white heat to the
mucous membrane, leaving it long enough to lead me to hope I
had effected destruction; but with the exception of a very limited
spot, the whole of the mucous membrane resisted, or rather was
renewed so effectively, that after making fourteen cauterisations (which
were much more painful than those of the eervix) I had to renounce
further attempts. In proportion as the scar was detached healthy
granulations appeared underneath, and after a few weeks I found the
surface covered, not with hard and retractile cicatricial tissue, but with
a soft membrane resembling the mucous membrane of the uterus in
appearance. It is certain that the red hot iron does not produce so
deep a scar as one would think, nor as that caused by chloride of
zine, The rapid drying of the surface prevents the action of the fire
from extending, so that the tissues underneath are modified rather
than destroyed.

I only know one contra-indication to the use of the cautery, whether
actual or by caustics, and that is the existence of inflammation, and
especially of peri-uterine inflammation. 1 cannot repeat the caumtion
too frequently that it is very imprudent to cauterise, espceially inter-
nally, in cases of parenchymatous metritis, and even of inflammation of
the mucous membrane, a disease all the more dangerous because it may
simulate a simple catarrh or be coincident with it, and pass unper-
ceived in a superficial examination. In order to arrive at a correct
diagnosis we ust have recourse to inspection, touch and the
uterine sound; for cauterisation performed in such circumstances
has led to serious suppuration in the uterus and its appendages ending
in death.

At present I am attending a patient suffering from serious nterine
and peri-uterine inflammation, developed after an inopportune eaun-
terisation, made, however, by a French surgeon who justly enjoys a
great repufation. I am convinced, from knowledge of the special
antecedents of this patient, that the inflammation existed before cau-
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terisation, that it passed unnoticed because the patient was ouly exa-
mined with the speculum unaided by touch and palpation, and that it
was deplorably aggravated by the operation.

Fia. 198.
Two graduated ute-
rine sounds of dif-
ferent calibre.

The scar generally falls between the tenth and
fifteenth day. Cicalrisation should be hastened,
and therefore, besides continuing the general treat-
ment of baths, irrigations, and (when indicated)
astringent and detersive injections, medicated
applications should be made to the cervix at
variable intervals. I may mention the following
as particularly useful : laudanum, when all that
is necessary 1s to promote the natural tendency of
the wound towards cieatrisation; the solution of
nitrate of silver, when it is desirable to stimulate
the healthy granulations ; basic peroxychloride of
iron,! when the wound has a tendency to bleed,
and when vascular fungous growths seem ready
to reappear on the surface; the concentrated
aqueous solution of tanniu, or even the crayons
of tannin invented by Becquerel, for a lesion not
extending beyond the cervical cavity, when the
catarrhal condition and agqueous infiltration seem
to have caused the development of granulations
(I have a case of slight catarrhal granulations
where the application of these crayons sufficed
to effect a cure); iodoform and the tincture of
iodine, when the engorgement of the cervix and
the size of the granulations seemn to indicate a
scrofulous diathesis; the tincture of iodine and
the perchloride of iron, when the mucous seeretion
is very abundant, or when the wound is pale or
diphtheritic, and requires to be stimulated or mo-
dified, or when it threatens to bleed, &e.

3. The canlerisalion of the ulerine cavily is
performed in a different way. Everything here
contra-indicates the use of energetic caustics;
liquid or solid causties cannot be blindly applied
to diseased parts without risk of causing great
injury ; the red-hot iron must not on any account
be used, it would burn the orifices and the cervieal
walls before reaching the part requiring cauteri-
sation ; and yet we cannot doubt the existence of
fungosities and granulations on the mucous mem-
brane of the body, less frequently, but still as
decidedly, as on that of the neck; nor can we
deny that the means which succeed best in the
treatment of these diseases would be applicable
to the mucous membrane of the body as well as

1 Montpellier mddieal, 1858,
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to that of the neck. Leucorrheea itself, a morbid condition of the
glands of this mucous membrane, seems to require the intervention
of active applications. Might we not hope that astringents, cathartics,
caustics would effectually help the action of general treatment as well
as in analogous diseases of the vagina and cervix? This conviction
has saggested the idea of applying liquid modifications and even
caustics by means of injections.

The intra-uterine injections practised by Mélier, Vidal (of Cassis),!
Scanzoni and Aran, and met with disapproval by Hoormann, Nonat,
&e., must be ranged among the most energetic means of modifying
the tissues, but also the most dangerous that can be employed, if not
practised according to the rules about to be Jaid down.

We must begin by cleaning the uterine eavity from the mucus
which covers it, either by injections of pure water, or by painting it

F1e. 199.—Canula on which a fine india-rubber sound may be screwed, and
which is fixed at the other end to the small injection syringe.

F1e. 200.—8mall graduated syringe for making uterine injections. 1, syringe
in its metal case, the canula enclosed in the stem of the piston ; 2, syringe
ready for use, which may be fitted to the metal sound or to a gum-elastic
sound by means of the canula.

with yolk of egg to form an emulsion with the muecus and thus to
expel it more easily. Then a caustic injection is made. The use of
the uterime sound greatly facilitates the operation. Whether we use
a fine india-rubber sound introduced by means of a wire in the interior,
which is withdrawn immediately afterwards, or a hollow uterine sound
made after the model of Simpson’s, it is in any case useless to have
one with a double canula, as the liquid should be able to flow back
round about the sound, which ought to move freely in the orifice. As
for the instrument of propulsion, whether the india-rubber bag of
Hardy (of Dublin) be used, or the graduated syringe which Collin
has made at my request, the process is the same, and consists in first
introducing the sound, then adjusting the syringe to its extremity and

V Essais sur le traitement méthodigue des maladies utérines, Paris, 1840,
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propelling the liquid very slowly, so as not to distend the cavity of the
uterus, Jest the sound by filling the orifice should prevent the free
return of the liquid into the speculum, The speculum is always indis-
pensable when a caustic liquid is used, to prevent the cauterisation of
the vagina by the liquid as it issues from the uterus.

Nothing could be simpler or more efficacious than these injections
if the susceptibility of the mucous membrane, the narrowness of the
cervico-uterine canal, and the permeability of the Fallopian tubes were
not the source of dangers, all the greater that they are sometimes not
foreseen, and that the greatest skill and prudence have not always sue-
ceeded in preventing them.! As for myself, I have often made these
injections without any bad result; but although I have never had
occasion to deplore the death of a patient, I have sometimes seen the
instantaneous occurrence of such formidable accidents after injections,
that I have resolved never to make another caustic injection, or even
one of simple water, unless assured of a free passage through the cervico-
uterine orifice, allowing of the easy reflux of the liquid into the vagina
as soon as it has filled the uterine cavity. In this case there is nothin
to fear. We may, therefore, without wmisgiving follow this rule :
to make an injection info the uterus when the orifice s sufficiently wide
to allow the excess of liguid to flow back through the cerviz; in all
other cases to abstain from this mode of treatment.®* This operation,
moreover, must only be performed in the middle of the intermenstrual
period.

The liquids used are: simple water, solutions of tannin, alum, sul-
phate of zine, nitrate of silver, acid nitrate of mercury, tincture of
1odine, perchloride of iron, and even of chloride of zine.

I must, however, repeat that every liquid caustic may become
dangerous: (1) because it touches all parts of the mucous membrane,
and so may cause too extensive a destruction, or excite an irritation in
the mucous membrane, followed by inflammation dangerous in itself,
and which may spread to the mucous membrane of the Fallopian tubes
and to the peritoneum ; (2) because the uterine cavity is so small that
all the liquid may not flow back by the orifice, and, even when it can
return freely, part of it may penetrate the orifice of the Fallopian
tube and cause fatal inflammation. Therefore I restrict intra-uterine
injections, in those rare cases which absolutely require them, to simple
water used as a lotion, or to a very small quantity of eatheretic rather
than caustic liquid :—tincture of iodine, perchloride of iron, nitrate of
silver, beginning with a very weak solution and increasing very
dually ; and I never make them when there is any cause to fear that,
owing to a flexion, a deviation of the cervico-uterine canal, a constrie-
tion of the orifice, or any other obstacle, the liquid injected cannot
return easily from the uterine cavity into the vagina. Thisis no doubt

! Nmggerath has related a case of death resulting from eaustic injections
into the nterus (New York Journal of Medicine and Gazelfe méd de Paris,
1861, p. 190).

* Gantillon, du Catarrhe utérin. Thése de Paris, 1868. Guyot, des Injec-
fions infra-ulérines. Thise de Paris, 1868,
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equivalent to a half condemnation. In fact, I hardly ever perform
this little operation since T recognised its attendant dangers, and espe-

cially since I ascertained the entire freedom
from injurious results of the introduction
into the cavity of the uterus of a small
guantity of solid or pulverised nitrate of
silver. There are, however, cases of obsti-
nate heemorrhage and abundant leucorrheea,
where injections of tannin; iodine, &c., have
been of great use,

Intra~uterine caunterisation ought only to
be practised with nitrate of silver. Any
other caustic seems to me dangerous, except
in cases of serious alteration with suspicious
vegetation of the whole mucous surface,
when nitric or chromie acid, in solutions of
varying strength, or even chloride of zinc
may be indicated.

Nitrate of silver may be applied to the
uterine cavity in various ways. It may be
introduced by a brush dipped in a concen-
trated solution of the caustic, or the wet
brush may be rolled in powdered nitrate of
silver, or a sponge tent may be covered
with wax and rolled in the powder, according
to Gillespie’s plan (Lyon médical, 20
aoit, 1871). We may even with the
brush, which presents none of the dangers
of injeclions, apply other causties, such as
the agueous solution of tincture of iodine,
perchloride of iron, and even chloride of
zine, as I have done several times.

The mode I adopt is as follows: I com-
mence by introducing the sound into the
cavity so as to learn the direction to be
given to the instrument, taking care always
not to cause hwmmorrhage. Immediately
after withdrawing it I insert a fine camel’s-
hair brush, mounted on a long handle and
soaked in a strong solution of nitrate of
silver, or rolled in the powder, and repeat
the application a second and even a third
time if the os internum remains sufficiently
open to allow of it. Whilst this is being done
I fix the cervix by means of the converging
tenaculum hook forceps.  In most cases this
application repeated once a month three or
four times is quite sufficient to produce the

Fia. 201.—Cauterisation of
the uterine cavity by
means of a brush.

desired effect ; but in some rare cases, where a more powerful action is
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necessary, it has been suggested that the crayon should be introduced
and applied to the mucous membrane lining the cavity in the same
way as to ulcers of the cervix, or to the proud flesh of an external
wound. Till lately, however, practitioners feared the danger that
might be incurred by a fragment of the caustic being broken off and
remaining in the womb. Having assured myself not only of the
harmlessness, but even of the good results consequent on this accident,
and having considered the advantages which might accrue from leav-
ing a fragment of nitrate in the cavity of the womb provided its use
was indicated, and that precautions were taken to avoid troublesome
consequences, I have not hesitated to try this means of cure for obsti-
nate leucorrheea and fungous growths. Experience has answered my
expectations in the most satisfactory way, and at present the introduc-

Fia. 202.—Uterine caus- Fia. 203.—Extremity of different nterine caustic-
tic-holder. a, sound ;: holders. 1, large sound with two lurge orifices
b, stylet. for ointment ; 2, 3, smaller sounds for passing

solid or pulverulent caustics into the uterus.

tion of nitrate of silver into the uterus is not only one of the little
operations which I perform as frequently as cauterisation of the cervix
or of the cervical cavity, but it is a recognised application in gyneco-
logical therapeutics. I perform it in the following way: I choose a
crayon of varying length, according to the size of fragment I intend to
leave in the uterus; generally a very small crayon is sufficient. I
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round and point the extremity, rolling it between the fingers in a
piece of coarse wet linen, so as to facilitate its introduction ; then I fix
1t in an ordinary platinum caustic-holder with a long bandle, or seize
it with the uterine foreeps, or place it in the end of Braun’s sound.
After having introduced the sound in order to learn the direction of
the cervico-uterine canal, but very gently so as to aveid causing spas-
modic contractions of the orifice, I apply the crayon to the uterine
cavity ; then, in place of trying to withdraw it intact, I try to push it
in by partly opening the forceps, or to break it by inclining the
caustic-holder abruptly, or 1 thrust it in by means of the gutta-percha
sound invented by Braun of Vienna! for this purpose; immediately
afterwards I introduce into the vagina a large tampon, soaked in salt
water, so as to neutralize the nitrate of silver which, as it dissolves,
issues from the uterine cavity, and to protect the vagina and cervix. 1
keep this plug in place by a larger dry one, and then withdraw the
speculum. In addition to these the same precautions are taken to
prevent the development of inflammation as are used after the actual
caulery.

I way say that I do not know a more heroic means of treatment
than leaving a fragment of crayon in the uterine cavity in those cases
of large fungous granulations for which Récamier invented his curette,
and above all in cases of chronic and obstinate lencorrheea, which
cause despair to patients and physicians alike. It seldom happens
that this littie operation is required a second time.

I have never seen serious accidents follow this mode of treatment,
- The cauterisation of the vagina is prevented by the introduction of the
pluog soaked in salt water; inflammation of the uterus or of its mucous
membrane by baths, vaginal irrigations and absolute rest; and pain,
spasm or nervous erethism, which are the most common accidents, by
an antispasmodic dranght or an opiate enema.

I have only once seen excruciating pain alleviated neither by baths,
antispasmodics, nor narcotics. It was owing to expulsive efforts and
uterine contractions produced by a considerable swelling of the cervix
which caused a temporary occlusion of its orifice. This morbid condi-
tion, which prevented the expulsion of the mueus abundantly secreted
under the irritating influence of the nitrate of silver, being the sole
cause of these pains, a cause purely mechanical, I incised the cervix a
few hours after the operation to facilitate the expulsion of the mucus,
as well as of the nitrate of silver itself. The symptoms ceased imme-
diately, and the good effects of the cauterisation were produced all the
same. In all my other cases, the pain, which has occurred more
frequently than after cauterisation of the cervix, and which has some-
times been severe, has always yielded to general and local antispas-
modics, and to baths associated with continuouns vaginal irrigation.

Besides, if the nitrate is only left in the uterine cavity when the

! Since then a year mever passes without a new instrument being invented
for precipitating a fragment of nitrate of silver into the uterns, which is the
best refutation of the objections made to my method, i.e. before having tried
it experimentally.
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orifices are gaping, the mucus, which is abundantly secreted imme-
diately after the operation, is easily expelled under the influence of
uterine contractions, and it rarely happens that these contractions are
painful. Sometimes the orifices are so patent that the crayon is
expelled with the mucus. As it is not always necessary to introduce
a large fragment, I often use ordinary open sounds furnished with a
piston for propelling a small bit of nitrate, or simply the powder or an
ointment.

The contra-indications to this little operation are very clear. The
first and most absolute is the existence of an inflammatory state of the
uterine system. This rule alone would prevent many accidents.
Another important contra-indication is never to leave the crayon in the
uterine cavity when the secretions would have any difficulty in escaping.
Consequently I never do so in cases of flexion, deviation of the uterine
canal, or constriction of the orifices.

I must now explain what takes place through the agency of this
mode of cauterisation, and also account for its innocuity. The chief
cause of its harmlessness is that the mucous membrane of the womb
does not experience the direct and immediate action of the eaustic. 1In
fact the nitrate of silver cannot be brought into immediate contact with
the mucous membrane, nor can it produce an energetic cauterisation on
any part of it. The presence of the crayon causes hypersecretion of
mueus, which protects the membrane, the erayon being enveloped with
the mueuns which coagulates around it from the first; afterwards it is
only through this envelope that an exchange can be eflected between
the caustic and the secretions of the uterine cavity. We know this
from seeing the crayon as it escapes seven or eight days afterwards, or
rather its furm, for it is strangely altered, decomposed, softened and
foliated. It is evident that it has been greatljr modified by its sojourn
in the uterine cavity ; it is evident also that it has not dissolved as it
would have done in a glass of water. A series of successive exchanges
have been made between the elements of which it is composed and
those of the mucus secreted by the membrane lining the uterus. The
impression, therefore, made on the organ by the caustic must have been
very gradual. 'T'his action differs, without doubt, from cauterisation
properly so called ; we can understand also that, if some parts are more
affected than others, it must be the superficial ones, the granulations,
the exuberant fungosities, the hypertrophied follicles. In short, we
can understand that this modification of the uterine cavity is prefer-
able to that produced by injections which penetrate further, reaching
all the recesses of the mucous membrane, even of the Fallopian tubes,
and presenting dangers the existence of which is proved both by
experience and theory.

4. Récamier’s uterine curette is a metallic stem in steel, twelve inches
in length, of the thickness of an ordinary goose quill, cylindrieal in
the middle, presenting at each of its extremities a curve, which allows
of its being more easily adapted to the axis and direction of the uterus.
Its curves are disposed inversely with regard to each other.” Their
concave sides are excavated in deep grooves of unequal length, the
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edges of which, although blunt, are very fine, like those of a rasp,
and capable of removing exuberances of the mucous membrane by
friction, After introducing the instrument into the uterine cavity

el BT

Fia. 204. Fia. 205. Fi1a. 206.

Fic. 204.—Réeamier’s uterine curette.

Fia, 205.—8ims's curette, effecting abrasion by the external border. I have
had one made which abrades with the internal border.

Fi1e. 206.—Button-hook curette, differing from the other two in not being
closed, so that it can be used for the removal of a polypoid excrescence.
The stems of these instruments not being tempered, they ean be inelined
to suit the direction of the cervico-uterine canal.

Récamier used to impart to it light movements of eircumduction as
well as in a vertical direction, so as to explore successively every part
of the mucous membrane. If he found that some points were
especially exuberant, he scraped the mucous membrane with one
edge of the groove, and when both of the walls seemed sufficiently
smooth he withdrew the instrument, taking care to turn the groove
upwards, so as to bring away the fungosities just abraded. I have
often in this manner extracted fungosities, which were the only cause
15
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of metrorrhagia which ceased after abrasion by the curette. Récamier
sometimes repeated the operation several times at intervals of a few
days. Each scraping was followed by cauterisation with nitrate of
silver and bathing of the uterine cavity.

This operation has been severely criticised by some and too much

raised by others. To say that Marjolin, Robert, Trousseau, Nélaton,
Elaissunneuve, Nonat, &c., have practised it several times with success
is a sufficient justification of the use of the curette, When there are
no fungosities it cannot do very great harm to pass the curette
lightly over the mucous membrane, and when there are it alone ean
remove them quickly and surely. It is, therefore, undoubtedly of
great value, I specially recommend its use for the abrasion of a little
polypus or fungosity clearly diagnosed by means of the sound. In
such a case it may be necessary to have recourse to Sims’s curette,
which is broad, or to mine, which I have left open on one side in the
form of a button hook.

It cannot be denied that in cases of softening of the uterine tissue
the curette may have produced perforations which, though cured in
some cases, have in others had a fatal result. The danger of this
accident, which is very rare and always easy to avoid, ought always
to be present to the mind of the surgeon, who will
use every precaution and even abstain from abra-
sion in all cases where flexion of the uterus or
softening of its tissue would facilitate the penetra-
tion of the curette through the uterine walls.

5. Simpson’s intra-uterine dry cupping instrument
is a hollow sound perforated with holes at the terminal
extremity, whilst the other end is screwed on to a
little aspirating pump, by means of which a vacuum
can be made. The diameter of the sound is suffi-
cient to fill the cervico-uterine orifice when the
rounded extremity is in the cavity of the womb.
In proportion as a vacuum is made in the body of
the pump a kind of aspiration is exercised on the
uterine mucous membrane which comes in contact
with the little openings of the sound. After repeat-
ing this application several days running, at the
time when the eatamenia ought to appear, there is
a flow of blood towards the mucous membrane, and
: at last there may be a little oozing of blood from it.

Fia, 207. Simpson used to have recourse to this little opera-
H{:;“:I“ ;.n";“’:iﬁ“ tion for amenorrheea, but it has not been adopted by
cupping the ute. the profession. It is a complement of the intro-
rus (Simpson),  duction of the galvanic stem and of the dilatation of

the orifice by stem pessaries of gradually increasing
diameter.

B. Special operations.—The operations which remain to be men-
tioned are so entirely special that the description of them cannot well
be separated from the history of the diseases for which they are indi-
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Fie. 208.—Simpson’s simple Fia. 209.—Mdthien’s Fie. 210.—Division of the os ex-
hysterotome. double hysterotome. ternum with the blunt-pointed
1, open; 2, shut. concealed bistoury and diver-

gent tenaculum hook forceps.

cated. Some of them, though offering no apparent difficulty, and
though devoid of all real gravity, are not on that account unaceompanied
by dangers, occurring either from ignorance of the exact amatomical
knowledge required, or from induced hemorrhage, or even from serious
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accidents consequent upon them, such as the putrefaction of pus, the
entrance of air into a purulent or sanguineous centre, the decomposi-
tion of liquids contained therein and the purulent or putrid absorp-
tion which may be one of these comsequences., Others take their
place among the most serious operations of surgical art, and neces-
sitate special knowledge as well as an experienced hand and a mind
familiar with all the accidents and all the resources of general
Surgery.

6. Amongst the first class we may include division of the cervical
orifices ; perforation of the hymen, vagina or uterus, in cases of atresia
of these organs ; punecfure of peri'uierine,uterine, or ovarian tumours,
whether by the vagina or the abdomen ; injections of various kinds into
centres, the contents of which have previously been evacuated.

The division of the cervical orifices indicated in cases of constric-
tion, of mechanical and even of membranous dysmenorrheea, sterility,
or even of intra-uterine tumour (to facilitate means of access), is
performed by means of simple instruments such as scissors, bistouries,
sharp- or probe-pointed, with a director, &c., as on any other part of
the body, with this difference that these instruments must be long
enough to reach the uterus. Sometimes it is more convenient to
use special instruments or hysterotomes, the concealed blades of which
are made to spring out from their sheath when required. They may
be either single or double-bladed like lithotomy knives, which they
resemble in this respect. The simple hysterotome invented by Simpson
is one of the most useful. Those which are double-bladed are
preferable in some circumstances, owing to the rapidity with which
they allow of the operation being performed. Or short-bladed
straight scissors may be used. Kiichenmeister has invented a pair,
the external blade of which is furnished with a point which fixes
it firmly in the uterine tissue; others have blades with teeth like
a saw to prevent hamorrhage. As for myself, I prefer fixing
the cervix by means of diverging tenaculum hook forceps introduced
into its cavity and stretching the os so as to facilitate its incision to
the required depth by a simple bistoury with a fine concealed blade,
like that of Blandin. Sometimes simple division is not enough, it
being 1mpossible to preserve a sufficiently large opening without really
performing autoplasty of the orifice. Thereis a great difference between
division of the os externum and the os internum as regards the
gravity of the operation. In performing the last great care must be
taken not to pass beyond the uterine tissue, My reason for preferring
the simple tenotomy knife or Simpson’s hysterotome to the double-
bladed one is that 1 generally make a superficial incision, dilating
afterwards with sponge tents. It should always be remembered that
this operation must never be performed at the menstrual period, or
even within a week of the time.

I shall simply refer, as a means of treatment, to dilatation of the
cervix by bougies, stem pessaries, sponge tents, or other dilating

bodies, about which I have already spoken in detail as means of
diagnosis.
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Punctures are generally made with, trocars of various forms, straight
or bent, and of different sizes, from the exploratory trocar intended for
capillary punctures in supposed abscesses of the Fallopian tube or
peri-uterine abscesses to the large one with which an ovarian eyst is
punctured, especially in ovariotomy, in order to hasten and facilitate
the escape of the thick fluid often contained in it. These different
kinds of trocars, as well as the apparatus annexed to them either for
increasing the orifice in cases of hematocele or retro-uterine abscess or
for retaining the walls of the cyst and preventing effusion of the floid
into the peritoneum during ovariotomy, will be deseribed with each of
these diseases and the operations which they necessitate.

Deep injections, generally more injurious than useful unless simply
detersive, are made into the various peri-uterine centres or into ovarian
cysts, as into every other enclosed cavity, by means of a syringe
fitted on to the canula of a trocar. I have sometimes been able with
great advantage to substitute for these injections real lotions made
with a double canula sound to which a small hydroclyse has been
fixed.

7. The second class of these special operations comprises aufoplasty
and the more or less serious operations necessitated by the partial or
total absence of the vulvo-uterine canal, the excision or amputation of
the cervix, the ablation of polypi by ligature or bistoury, the reduetion
of displacements, the taxis for the reduction of wlerine inversion, the
extirpation of pediculated or interstitial fibromata, and, lastly, amputa-
tion of the ovary and of the uferus—an operation revived in our times
with great success.,

The operations necessitated by extensive vaginal imperforations or
obliterations are very serious, their success being very variable and
depending on the conditions under which they are performed. Their
great difficulty arises from the necessity of performing autoplasty of a
canal without having a sufficient extent of mucous membrane. Hence
the danger of encroaching on neighbouring organs (bladder or rectum)
whilst making a way by incision, dilatation, tearing, &c., in the narrow
space which separates them. Hence also the imperfection of the
results obtained, owing to the impossibility of lining the new ecanal
with true mucous membrane, at least to the extent required, whilst
almost all the benefit of the operation is lost owing to the formation
of retractile cicatricial tissue.

Amputation of the cervix, indicated in cases of conicity, elongated
hypertrophy, or incurable organic alteration of this segment of the
uterus, is performed by means of long curved bistouries or scissors
while the organ is pulled down ; in cases of hypertrophy of the supra-
vaginal portion a long and troublesome dissection is required, necessi-
tating great precautions against hemorrhage., Consequently it is
better, as a rule, to perform the operation with the thermo-cautery.

The same remarks are applicable to the removal of polypi. To the
methods already mentioned we may add avulsion and torsion for small
vascular tumours, and the ligature, especially the elastic ligature, used
as in former times to effect strangulation and slow detachment by
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sloughing. Later on we shall consider the respective indications for
these different methods,

The reduction of chronic uterine inversion and the extirpation of
the tumour are operations of the most serious description, but fortu-
nately are very seldom necessary.

The extirpation of fibromata, although easy when the tumours are
small, presents great difficulties in the contrary case, and has led to
the invention of a most ingenious method of operation, consisting in
the division of the tumour éz #i##, and the extraction of it in fragments.
These extractions necessitate long forceps furnished with claws and
instruments of prehension of various kinds, in the fabrication of which
great perfection has been attained during the last few years. The
increase in size of fibrous myomata may be an indication for the partial
or total extirpation of the uterus by abdominal section.

Lastly comes ovariotomy, the most serious of all these operations,
so serious that it has not yet been generally adopted. The minute
details necessary and the various rules laid down by the enterprising
minds who have most frequently performed this conguest of modern
surgery must be reserved till we come to the description of ovarian
cysts and serious alterations of the uterus.

(GYNECOLOGICAL APPARATUS

My pupils have very frequently asked me to furnish a list of the in-
struments most necessary for examining women affected with uterine
diseases, for making the applications and performing the various
operations which these diseases may necessitate. Now the instruments
which serve in diagnosing diseases of women have the exceptional
advantage pointed out by Barnes, viz. that of serving for treatment as
well as for diagnosis. 1 divide gynecological instruments into three
categories: 1. Those which the gynecologist ought always to have
with him, i.¢. those that are necessary for examination, for applica-
tions, and even for unforescen and extemporaneous performance of
small operations. 2. Those which are often employed, but the use
for which is neither unforeseen nor indispensable. 3. Lastly, those
intended for performing more important operations, whether on the
genital organs or on other parts of the body.

The first class alone constitutes the gynecologist’s apparatus. The
second forms what I may call the special arsenal of the gynecologist.
The third is what the gynecologist borrows from general surgery.

1.—THE GYNECOLOGIST'S APPARATUS

1. Two sizes of Sims’s speculum as modified by Courty, i.e. two
blades with handles made to screw off and on. They have this great
advantage, that they suffice for any ordinary diagnosis or application,
whilst any other may possibly be useless owing to the narrowness
of the vagina, the abnormal direction of the cervix, the presence of a
tumour, &c. 2
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2. One or two pairs of Courly’s dressing forceps (one pair straight,
one curved) with short blades and blunt points, equally suitable for
making applications, seizing the pedicle of a tumour, holding a needle,
a piece of sponge, &c.

8. A female catheter, and by preference a sigmoid catheter.

4. A uterine sound made to slide into its handle.

5. T'wo silver sounds perforated at the point, the other end being
made to fit into a syringe.

6. Two fine india-rubber sounds of small calibre, also made to fit
on to the syringe by means of a conical canula with a screw,

7. Blandin’s long-bladed concealed bistoury.

8. Three pairs of long scissors with short pointed blades; one pair
straight, another curved, the third elbowed.

9. Convergent and sliding tenaculum hook forceps.

10. Divergent tenaculum hook foreeps with catch.

11. Two fine camel’s hair brushes on long handles.

12. Two long canulas with movable piston, one an intra-uterine
solid caustic holder, the other an ointment holder like those of Braun
and Barnes.

13. Two of Réeamier’s curettes, one narrow, one broad.

14. A small syringe for intra-uterine injections fitting on to the
sounds.

15. A larger syringe for washing the cavity of the uterus before
and after cauterisation.

To this list of instruments [ will add a short one of medicaments
which the gynecologist will find it useful to have beside him ;—cold
cream, glycerine, laudanum, tincture of iodine, perchloride of iron, a
nitrate of silver point in a glass tube, powdered nitrate of silver in a
glass stoppered bottle, chloride of zine in crystals in a similar bottle,
canquoin plaster, Friar Come’s red arsenical powder. I need not say
that I have only mentioned the most necessary, passing over a very
large number of most useful drugs, such as chlorate of potash, alum,
tannin, &e.

9 —THE GYNECOLOGIST'S SPECIAL ARSENAL

1. Collin’s reflecting lamp with refracting glass.

2. The two large blades of my speculum.

3. Two of the same in wood, to be used when the potential or actual
cautery is applied.

4. Cusco’s folding bivalve speculum.

5. Three sizes of Ferguson’s glass speculum.

6. Lolipyle spirit lamp with stand for cauteries.

7. Four cauteries for ignipuncture, the points and bulbs of varying
sizes.

8. Three spear-shaped cauteries, one straight, the others more or
less curved ; and one very narrow in the form of a knife

9. Six prepared sponge tents of different sizes.

10. Four Courty’s galvanic stem pessaries, different sizes.

11. Sims’¢ bistoury with reversible blade.
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12. Three of Startin’s hollow needles, one straight, one curved in
the axis, and a third (Courty’s) curved perpendicularly to the axis like
that of Deschamps, all furnmished with Mathien’s threader.

13. Long but fine forceps with short claws and catch, straight and
elbowed.

14, Two long fine tenaculum hooks with handles, one single the
other double,

15. A long blunt hook.

16. Two curettes, cutting the one on the convex (Sims’s), the other
on the concave side (Courty’s).

17. A curette in the form of a button-hook (Courty).

18. A long and fine serre-nceud for extemporaneous ligature, and
one very small for vascular tumours of the urethra.

19. Gooch’s eanula as modified by Courty.

20. Nandinat’s large size Aydroelyse, with straight tubes varying in
length and thickness.

21. A supply of iron wire, silver wire, waxed thread, fine whipcord,
india-rubber thread, fine india-rubber tuhmg, cotton wuul &e.

O.—]INSTRUMENTS COMMON To THE GYNECOLOGIST AND THE
GENERAL SURGEON.

1. A set of bistouries with long handles and short blades, pointed
gll- ;Jlunt, straight, curved on the flat, or elbowed at the level of the

ade,

2. MacClintock’s corkscrew or vice for removing polypi; Aveling’s
polyptribe ; Simpson’s polypotome.

3. Very strong single or double tenaculum hooks open or concealed.

4, Chassaignac’s radiating, convergent, or divergent tenaculum
hooks. Courty’s semi-tenaculum hooks of the same make.

5. Strong polypus forceps, straight or eurved, with lock.

. Museux’s strong tenaculum hook forceps, some very concave, for
seizing strong tumours (Robert’s pattern), others sliding {Green—
ha]gh’s}, others concealed, and springing out when required (Collin,
Mathieun, &c.).

7. Box of instruments for vesico-vaginal and recto-vaginal fistule.

8. Ovariotomy box.

9. Straight and curved écraseur, furnished with Emmet’s adjustor
or Aubry’s metallic thread for holding the chain.

10. Paquelin’s thermo-cautery, with Courty’s ignipunctor and
curved kmfe.

11. Galvano-cauntery, with wire and electric battery.



CHAPTER III

GENERAL CHARACTERISTICS OF UTERINE DISEASES—THEIR FREQUENCY
=——FPREDISPOSING CAUSES—GENERAL AND LOCAL SYMPTOMS—COM-
PLICATIONS—PROGNOSIS—CLASSIFICATION.

Hiraerto I bave only considered #ke characteristics of uterine dis-
eases with regard to diagnosis and therapeutic indications. Now I
shall endeavour, by considering them in groups, as they sometimes
ocecur naturally, to give, not perhaps a more exact, but a more com-
plete view of them, showing their special characteristics, and consider-
ing the degree and elements of their curability ; in short, pointing out
the various forms they may assume, the natural divisions into which
they may be classified, and the relative frequency and importance
occupied by each of them.

1. The first characteristic of uterine diseases is their frequency. 1
have already refuted the opinion of those who assert that they were
less frequent formerly than now. I have shown how it was that they
escaped the notice of the ancients. Is it necessary to explain why we,
with our means of exploration, encounter them so often? Could it be
otherwise with an organ which everything seems to have conspired to
make the point towards which all morbid phenomena naturally tend
and the starting-point of almost all constitutional disorders. Its
position exposes the uterus to constant pressure from the weight
of the abdominal viscera, whilst the accomplishment of its functions
necessitates not only a hypersemia like that produced in other organs
but considerable and repeated sanguineous fluxions, serious nervous
disturbance, complete change of tissue and more or less serious trau-
matism, in a word, the natural phenomena of menstruation, coitus,
pregnancy, delivery ; in short, the uterus reacts constantly on all the
organism, and all the organism reacts on it: propfer solum wuterum,
mubier id est quod est. Now that we know the physiological import-
ance of the ovaries and how closely they are connected with the
uterus we can apply the same adage to them, admitting an equal
frequency in the occurrence of ovarian disease.

This frequency 1s so great that it often allows of our presuming the
existence of uterine disease, which at™ the time may be only latent.
When the cause of more or less serious general symptoms cannot be
discovered, attention should be drawn to the genital economy and inves-
tigations should accordingly be made in that direction. By inquiring
into the circumstances which have a more or less considerable share in
the production of uterine diseases, we shall at the same time account
for their frequency and recognise the character assumed by them in
their development,
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2. Many predisposing causes are known but very few determining
causes. Uterine diseases are generally awakened by the slow and
gradual changes produced in the vitality and structure of the organ
under the latent and continuous influence of a diathesis; but we
cannot always determine the causes which have originated them.
After all, these are of no importance as far as treatment is concerned ;
whether they are due to a traumatism, to the effects of delivery or
abortion, or to a reaction from some injurions impression, these are
often only the accidental causes which may have put the match to the
fire, but they have neither prepared it nor kept it up. Therefore, for
all practical purposes, it is sufficient to consider the predisposing
causes of these diseases, local as well as general.

The predisposing local caunses, which depend on anatomical and
physiological conditions peculiar to the uterus, explain not only the
frequency of the diseases of this organ, but the relatively greater
frequency of some of them, the favorite seat of others, &c. Thus the
dependent situation of the uterus accounts for the frequency with
which it is congested and engorged, as well as for the difficulty
experienced in effecting a cure. The multiplicity of its means of sus-
pension and the change which they undergo in the accomplishment of
functions (pregnancy, delivery, &e.) are the natural causes of various
displacements of the uterus and often of its engorgement. Its con-
nections with the bladder, the rectum and the pelvis with the cellular
tissue which fills it and the peritoneal folds lining it, explain the
influence which may be exercised by these neighbouring organs on the
uterus, and vice versd.

The various phases of development dispose the uterus to disease in
one part more than another. The precocious development of the
cervix renders the cervical cavity liable to catarrh even before puberty.
The later preponderance of the body explains the frequency of disease
of this organ in the adult. Arrested development may suffice to
cause a decided flexion, especially anteflexion, which is only the per-
sistency of the feetal condition.

Even its structure involves a tendency in the organ to certain morbid
conditions. The predominance of fibro-muscular tissue disposes the
uterus to general or partial hypertrophy, to fibromata, polypi, &e. The
richness ol the vascular element and the activity of its circulation dispose
it to acute or chronic inflammation, complete or partial, primitive or con-
secutive. The absence or rarity of cellular tissue explains the rarity of
suppuration, apart from interstitial phlegmons, in the non-puerperal
state. The ovary, containing more cellular tissue and an almost infinite
number of little vesicles, destined to become Graafian vesicles, is on
that account infinitely more liable than the uterus to be affected with
suppuration, and to contain purulent, phlegmonous, or cystic cavities.
The presence of a mucous membrane, rich in vessels and in glands,
disposes the uterus to discharges and catarrhal affections. The
mucous membrane of the cervix, and especially that of the os externum,
like all other natural orifices, as Tyler Smith, Bernutz and others have
poiuted out, may be the special seat of various eruptions, herpetic,
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syphilitic, uleerous, &c. The serous peritoneal fold which covers the
greater part of the external surface of the womb exposes this organ to
serous inflammations and their consequences, gives to peri-uterine in-
flammation the special characteristics which often distinguish it, and
is the frequent canse of the formation of adhesions and fibro-cellular
bands between the different parts of the uterine system, between the
ovaries and the Fallopian tubes, and between the Fallopian tubes and
the uterus, &c., which suspend temporarily or definitively the accom-
plishment of their functions, dispose to phlegmons, or keep up the
irritation which favours the persistence of inflammatory centres.

The continuity of the mucous membrane of the uterus and Fallopian
tubes with the peritoneal serous membrane at the estiuwm wlerinum
tends to propagate the inflammation of this mucous membrane to the
peritoneum, and consequently to inerease the evil considerably. This
propagation may take place, whether the inflammation be spontaneous
or provoked, and this consideration ought to put us on our guard
against the consequences which may result from caustic uterine
mjections, even where they do not penetrate into the peritoneal
cavity.

The vascular activity of the uterine system, with the periodic
fluxions which take place in it, expose the whole or various portions
of this system to sudden and violent sanguineous fluxions, to consequent
congestions, to hwmmorrhages internal, external, interstitial or apo-
plectic; to hypertrophies, total, partial or histogenetic; to ovarian
produets, especially to the most frequent of all, multilocular cysts.

The periodic repetition of these fluxionary movements at the men-
strual period and their return during pregnancy, as well as during
uterine diseases, dispose the organ to fluxions, congestions, and to the
pains resulting from this plethora of the vascular system, and lastly, to
the persistence of these morbid states if critical evacuations do not
take place.

It 1s at the climacteric especially that this state of uterine hyperzmia
is developed as the result of persistent congestion unrelieved by any
critical evacuations, and this condition not only constitutes a disease
in itself, but may produce many kinds of diseases, especially of a
diathetic nature.

Sexual relations have an undoubted influence on the development
and perpetuation of uterine diseases. This influence, however, has
been exaggerated; it is not responsible for all the diseases attributed
to it. West, for example, seems to attribute to coition imperfectly
performed an exaggerated influence on the development of certain
uterine maladies. It is nevertheless certain that marital intercourse
not only may produce disease but keep it up. As to the part which
it may have in the production of disease, it is evident that excesses
may determine permanent congestion, and may even develop complete
or partial metritis, followed later by leucorrhwea, granulations, &c.
There is also no doubt that although coition may sometimes be
practised at the menstrual period with impunity, such imprudence has
often caused congestions, more or less serious inflammations and, what
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is much more dangerous, sudden suppression of the sanguineous dis-
charge with internal heemorrhage of a formidable nature, such as retro-
uterine or peri-uterine hematocele. :

Generally, however, sexual intercourse acts less frequently in pro-
ducing than in perpetuating uterine disease. In special circumstances
a diathesis may become localised in the uterus from the first sexual ex-
citement. As a rule, however, it is not during the first years of marriage
that the greatest number of uterine diseases are developed, but only after
disorders of menstruation, pregnaney, abortion and labour. In such
cases coitus is neither the original nor secondary canse of the disease ;
but it keeps it up, prolongs and aggravates it; I have occasion to
observe this every day with regard to uterine congestion. It even
causes relapses after a cure has been effected, therefore under certain
circumstances we cannot be too particular in forbidding it.

Pregnancy and labour are beyond all doubt the most frequent causes
of the development of uterine disease. They act in two ways : as predis-
posing causes by the important modifications imparted to the organie
structure, and as exciting causes by the traumatism which they produce.
Aran classes two-thirds of all utero-ovarian disease as the results of
pregnancy, labour and abortion, one-fourth as occurring in women
who have had children, and one-tenth only among virgins and nulli-
pare.  Pregnancy congests the uterus, imparting to it a violet hue ; it
increases the capacity of its vascular, and especially of its venous
system. It hypertrophies its tissue; in short, it determines the in-
crease, the fall and the renewal of its mucous membrane, so that when
the organ is freed from the product of conception it is in the most
favorable circumstances for becoming, or rather for remaining, diseased,
for this state of hypertrophy, however shortly prolonged after the ex-
pulsion of the feetus, is a real disease. Labour acts as a real tranmatism,
owing to the mechanical lesions which it produces—the contusion and
lacerations of the cervix, the bleeding wound resulting from the detach-
ment of the placenta, the local and general reaction which follow, the
uterine and peri-uterine inflammation which may be developed, the
coincident traumatic fever with the suppuration and gangrene which are
sometimes the results of this inflammation and which we may say are
only developed in this single case of uterine disease. The results of
labour have no less influence on the development of diseases of the
womb, The least complicated morbid condition which may result is
the persistence of uterine hypertrophy characteristic of pregnancy,
owing to defective retrograde evolution of this viseus. It is difficult
to determine the true causes of this defective involution, but it is pro-
bable that they do not differ from those which produce other diseases
resulting from labour, such as rising too soon, physical fatigue, resuming
marital intercourse prematurely, &e.

After abortion the uterus is even more disposed to become diseased
than after delivery at the full period; not to acute inflammations,
suppuration, gangrene, &c., but to congestion, engorgement and
hypertrophy, especially to the hypertrophy referred to as due to defec-
tive involution. It seems that when the uterus has not passed through
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the varions phases of progressive evolution which ought to be com-
pleted between conception and parturition, the phenomena of natural
mvolution is more difficult than after delivery at full term, and that
it is more apt to be arrested. The elements of muscular tissue as
well as those of the mucous membrane, when suddenly arrested half
way when in full activity of development, have no tendency to pass
throngh the modifications of atrophy, fatty degeneration and retro-
gression which characterise involution ; in place of returning rapidly
and completely to the normal dimensions of the unimpregnated uterus,
they preserve the volume and structure appropriate to gestation, which
predispose them to all kinds of morbid alterations.

If, then, pregnancy, labour and abortion have so much influence on
the development of uterine diseases, what must the result be of cases
of pregnaney rapidly succeeding one another, which leave the uterus
no time to return to its normal condition and hinder the natnral work
of absorption of the gestative hypertrophy, and which, by keeping the
organ in a state of congestion, expose 1t to the invasion of diatheses?
And yet I must admit that I have known several women in whom the
rapid succession of pregnancies (eight or ten in twelve or fifteen
years) has not produced the development of any uterine disease, which
is one of the most striking proofs of the large share which general
affections have in the constitution of diseases of the generative system.
In others I have observed a local fatigue produced by the persistence
of the tumefaction of this organ, and general consumption due to the
impoverishment of blood caused by this continual return of gestation.
I bhave therefore concluded that the development of uterine disease
in these women was due rather to the localisation of a diathesis than
to the number of pregnancies, which seemed merely to have played
the part of exciting cause.

The neglect of lactation is not without its influence in impeding
the process of involution, and consequently in the development of
uterine diseases. The considerable and continuous fluxion which
lactation keeps up in the breasts probably diverts the fluxionary move-
ments from the uterus, and therefore helps to dissipate congestion and
engorgement. Lactation is also useful by preventing menstruation,
with the fluxion and congestion accompanying it, from coming to add
their influence to that of defective involution. It also prevents the
premature return of pregnancy and therefore hinders the production
of the morbid tendency just pointed out as the consequence of a rapid
succession of pregnancies. Investigations made on this subject by
Seanzoni show that out of 196 children born at full time of 54 women
suffering from uterine affections only 57 had been suckled by their
mothers, whilst Aran' tells us that out of 100 women affected with
diseases of the womb 70 of them had never suckled.

Sterility may preserve women from many uterine diseases, but it
does not guarantee them from others, especially from those which are
dependent on the development and localisation of diathetic affections.
Its influence is all the more liable to pass unobserved that when we

' Op. cit., p. 93.
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encounter it accompanied with uterine disease it is not the sterility
which has caused the disease, but the disease which has caused the
sterility. With regard to this matter we cannot be too careful to
trace the cause of uterine diseases to their first beginning and to the
general and local conditions which may keep them up, for in removing
them we may be able to cure the disease as well as the sterility.
Sterility and celibacy can only be classed together with regard to
absence of gestation. They differ entirely in other respects. In
sterility the nuterus has undergone the excitement of coitus, whilst the
absence of this cause in celibacy seems to diminish the chances of the
development of uterine diseases. Whether that be so or not, I will
sum up my opinion on this point by saying that, with the exception
of certain menstrual disturbances and the general disorders dependent
on defective function, celibacy does not seem to me to predispose to
diseases of the uterus; but it does not prevent them, I have seen
old maiden ladies die of cancer of the womb. As for sterility, it has
seemed to me oftener to be the effect than the cause of disease. In
short, in considering the whole of the utero-ovarian system, we see
that the diseases of one part of this system may become the causes of
disease in the other part, sometimes predisposing, sometimes exciting
causes. The community of functions im'ull:'ea a community of morbid
susceptibilities. The same links often unite these various organs with
regar]sl to pathology as well as physiology. Numerous examples
testify to the reciprocal action which diseases of the ovaries and Fal-
lopian tubes exercise on the uterus, and wice versd. The covering of
all these organs by the same serous membrane is an additional element
in favour of this reciprocity of action. Inflammation is propagated by
the peritoneum from the uterus to the Fallopian tube and to the ovary,
more frequently still in the contrary direction. The adhesions, the
membranous bands which form pathological connections between these
different organs, are not without their influence ; whether in imposing
abnormal conditions in the performance of menstruation, or in favour-
ing the escape of the ovum into the peritoneum in place of directing
it into the Fallopian tube, they prepare the way for real morbi
conditions.

We know very little with regard to the influence which diseases of
the bladder and rectum have on the development of uterine diseases,
It is the same respecting the influence exercised by diseases of the
mammary glands, Our knowledge is still less advanced with regard to
the possible influence suggested by Aran of diseases of the stomach
and liver, heart and lungs, in the production of these morbid
conditions.

As for the predisposing general causes, the circumstances which
have more or less direct part in uterine pathogeny, are: age, tempera-
ment, constitution, and especially diathetic affections and confirmed
diseases,

The age at which the greatest number of diseases of the womb has
been observed is certainly that of sexual activity—the age when the
generative functions are performed with most activity, when coitus is
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most frequent, pregnancies most numerons. In 300 cases of metritis
Nonat! observed 155 between twenty and thirty years. Aran,® in
100 cases of uterine diseases, had 62 in women between twenty-one
and thirty years. That does not mean that uterine disease may not
be developed at other ages from childhood to old age. It is, however,
exceptional, and even the exception may be remarked by its prﬁference
for certain kinds of these diseases and for certain organs of the genital
economy. Thus we often see vaginal leucorrheea in children. I have
seen a child before puberty who had the uterine cavity and the external
half of the Fallopian tubes filled with a cheesy substance formed of
condensed epithelial cells, showing the existence of serious disease. 1
have seen an ovarian eyst in a little girl of eleven who had never men-
struated. Uterine cancer is not rare in the last period of the life of
woman, at least after the menopause.

In short, every age has, so to say, its special predispositions. When
we meet with disease of the womb in a child it affects the cervix, which
at this age is much more developed than the body. After puberty
and before coitus it iz the body which is most frequently affected.
After pregnancy both segments of the organ may be equally affected.
Virginity does not exempt the young girl from uterine diseases.
Bennet, Aran and others have made the same observation. They
are liable speeially to fluxion, congestion, lencorrheea, uterine catarrh,
and even to metritis, but less so than married women, especially women
who have had children. The starting- point of these diseases is gene-
rally some disorder of menstruation, the predisposing cause being a
catarrhal or rheamatic affection, or a scrofulous or herpetic diathesis.
Diseases of the body, especially of its muecous membrane, uterine
eatarrh, and leucorrhoea, are more common than diseases of the cervix
amongst virgins. Diseases of the cervix, especially ulcerations and
granulations, although sometimes met with in young girls, are much
more frequent in married women, and especially in multiparz, in whom
the cervix has been exposed to the contusions incidental to excessive
intercourse, to the softening of pregnaney, and the lacerations of labour.
After the menopanse, uterine diseases, besides being rare, may exist for
a long time without causing much pain or prmiumng sympathetic
disorders ; in fact they may remain latent for an indefinite fime.

We know nothing, at least nothing positive, as to the influence
which mode of life, habit, residence in town or country, may exereise
on the development of these affections, Whilst admitting that
different modes of life exercise various kinds of influence, T eannot say
that one leads more frequently to disease than another. Women of
weak constitution and lymphatic temperament are certainly more
exposed than others. They are especially exposed to the protraction
of the discase owing to their defective reaction and to the predisposi-
tion which they have to ceneral debility, and to cachexiz which in them
more than in other women are the rapid consequences of the impression
produced by the morbid condition on the organism. Heredity may

' Op. cit., p. 59.
? Dp. cit., p. 99.
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have some influence, especially in such diseases as cancer. I have
seen a few examples of this kind. I have also observed the same kind
of granulations and leucorrhea in mother and daughter. It must,
however, be admitted that direct hereditary influence is not frequent,
nor is it clearly proved to exist.

It is not so, however, with the various diatheses and all general
affections, which undoubtedly play a considerable part in the existence
of diseases of the womb. Some authors, such as Pidoux, whose ideas
seem to have inspired Tillot’s! thesis, exaggerate this influence by
invariably attributing to diathetic affections the chief place in the
etiology of uterine diseases. It is evident that the uterus, owing to
its position, structure and funetions, is not only exposed to the localisa-
tion of the various diatheses, but has of itself a tendency to originate
chronic disease. We cannot, therefore, admit that in the majority of
cases uterine lesions are only secondary symptoms occurring under the
influence of a general state, nor that the lesion is in the uterus and
the disease in the organism. The lesion is evidently the cause of all
the sufferings of the women. Whether, led by experience, we admit
the multiplicity and diversity of these lesions, or whether with Lisfranc
we give the predominance to engorgement, or with Velpeau to de-
viations and granulations, with Dubois to catarrhal phlegmasia, or with
Bennet to metritis, we cannot possibly allow that the serious change
which this lesion produces in the vitality of the uterus is not the dis-
ease properly so called, and consequently the cause of all the symptoms,
general and local ; nor can we admit with Pidoux® that from a physio-
logical point of view the uterus and its annexes are only the centre of
the general changes which characterise women from the time of puberty,
and not the cause of them.

Uterine lesions, whether acute or chronie, whether connected with
a diathesis or not—whether they be functional, organic, or due to
displacement—are really diseases characterised by their own symp-
toms requiring direct treatment. Whilst willing to admit that the
diatheses have a considerable share in producing them—a much greater
share than the local conditions just enumerated—I cannot agree with
those who think their influence exclusive.

There is no chronic uterine disease that is entirely free from the
influence of some diathesis. We cannot even make an absolute excep-
tion of deviations and displacements, as Bund pointed out in a paper
read before the Academy of Medicine in 1849, Thus, supposing that
fluxion, congestion, chronic inflammation, hypertrophy may exist
independently of a diathetic affection, it is not the ]i)e.ss certain that
these morbid eonditions are in some degree under its influence. As for
engorgements, leucorrheea, granulations, ulcers, cancers, &c., they are
almost always dependent on a diathesis or a general condition not less
real.

The knowledge of this diathesis, by enabling the physician to make

' De la lésion et de la maladie dans les affections chroniques du systéme
wuiéfrin. Thise de Paris, 32, 1860.
* Letire sur la fievre puerpérale, 1854.
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a general diagnosis, often facilitates the local one. If we have pre-
viously discovered or if we recognise the actual existence of a marked
diathetic condition, we may suspect it of being the cause of the evil.
On the other hand we must beware of the tendency, which was
too common with the ancients, of attributing the lesion to a constitu-
tional taint of herpes, syphilis, serofula or tubercle, and of com-
mitting Lisfranc’s error of mistaking for tubercle some quite different
cervical lesion.

Three orders of facts prove, in my opinion, that the diatheses have
a more or less important share in the existence of uterine diseases, and
that we ought to take them into account.

Firstly, the coexistence or simultaneous manifestations of these
diathetic conditions in the uterus and in other organs. Thus, we not
unfrequently see uterine leucorrheea associated with vesical or intes-
tinal catarrh, sometimes even with bronchial catarrh; eruptions or
ulcerations on the cervix with herpes on the vulva, anus and other parts
of the body, especially on the other natural orifices; a more or less
painful bul mobile congestion or engorgement of the uterus with rheu-
matism or erratic pains in the limbs, even visceral pains having pre-
viously manifested themselves in the same patient in other circum-
stances; an engorgement, granulations, ulcers on the cervix, with
scrofulous symptoms, glandular swellings, ulcers, impetigo, &e., on
other parts of the body. These coincidences are even more frequent
in syphilis. They may also be seen in {uberculosis, cancer, &e.
Secondly, the alternation between the manifestation and especially
the exacerbation of the uterine disease and the localisation of a dia-
thesis on another point. This phenomenon is observed especially in
affections the seat of which is variable and mobile, like gout, rheuma-
tism, catarrh and herpes. Just as in a man I have seen the dartrous
diathesis localised successively on the glans, urethra, prostate, bladder,
ureter and kidney, so in a woman 1 have seen the vulva, vagina,
cervix, uterns, Fallopian tube, or ovary attacked simultaneously, suc-
cessively, or alternately, by the same disease. We know that several
cases have been reported lately of ovaritis following on blenorrhagia,
vaginitis or metritis, just as orchitis may follow urethral blenorrhagia
in man. I have seen some remarkable cases of rheumatism associated
with pain and swelling ; of neuralgia depending probably on the same
cause, and attacking alternately the uterus, ovary, or some other
viscus, such as the bladder, the stomach, or the articulations, the
nerves, fibrous tissue, aponeuroses, or lymphatic ganglia. Thirdly, the
proof given by treatment, a sure test of the nature of disease. How
many diseases there are, apparently simply inflammatory, which have
been lessened by the application of leeches, rest, baths and all the
other means of antiphlogistic treatment, but which have only been
cured by mineral waters, hydropathy and specific treatment appropriate
to the character of the evil!

The diatheses which have the greatest share in the etiology of
chronic diseases of the uterus may be either hereditary or acquired.
There is no utility in distinguishing them nor in separating them from

16
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other general states of the organism which may have a similar influence
on uterine diseases., We may, therefore, class in this category all
spontaneous blood disorders, of which the most frequent type is
chlorosis, which plays so important a part in female pathology.
Chlorosis may exist already in a woman attacked with a uterine
disease. It may even be the cause of this disease. When, however,
the latter is developed the chlorosis generally becomes more marked.
In some cases it is consecutive to the lesion which was primarily pro-
duced by a diathesis. Deglobulisation of the blood, whether it be
anterior, concomitant or consecutive to the disease, whether it be
cause, effect or simple coincidence, does not the less frequently accom-
pany the majority of uterine diseases.!

3. The nature of wlerine diseases.—Most frequently the diatheses
have not been the exciting cause of the disease; but after the malady
is established they keep it up and really give it s characfer. The
malady would not continue to exist without them; and it would be
impossible to cure it without curing them, or at least without greatly
modifying them.

After the diatheses an important part must be allowed in the pro-
duction and chronicity—that is to =ay, in the nature and character of
uterine diseases, to the vitality of the uterns, or rather to its mode of
vitality, to the elementary physiological acts which are necessary to
the accomplishment of its funetions, to the facility with which it under-
eoes great changes and remarkable alterations in its structure and in
its tissues, Undoubtedly the majority of our organs have in the
accomplishment of their functions a continuity of action which would
seem to make them more liable even than the uterus to the develop-
ment of chronic diseases. But they do not undergo such great changes
as this