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X PREFACE TO SECOND EDITION.

that kind of completeness which should characterize
a lecture.

Some day, perhaps, they may be rendered more
worthy of being presented as a volume to the
profession. The reception accorded to the first
edition has been the chief encouragement of the
Author to produce this second. In America three
reprints of the first edition have been published,
two at a very low price; and translations bave
appeared in Italian, German, and Russian. To the
various FEditors of the first edition the Author
expresses his thanks.

The new Lectures of this volume have already
appeared in the Medical Times and Gazette.

The Author has to thank Dr. Champneys for much
eriticism and assistance in passing the work through
the press.

71 Broor Stneer, W,

Junwary 1883







X1 PREFACE TO FIRST EDITION.

this purpose. Even if he had had time, the diver-
gence mnto historical details would, he believes, have
detracted from the efficiency of his teaching. Tt
must not be supposed that he attaches little value to
authority and to literary detail—quite the con-
trary. Indeed, he makes much of such matters in
his Systematic Lectures, where they find an appro-
priate place.

He has to thank Dr. Godson for assistance in
passing the work through the press.

Finally, he expresses hope that Dr. Fordyee Barker

will pardon the liberty he has taken of dedicating
the work to him without previously asking his per-

mission.

71 Broox Streer, W.

November 1, 1879,
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2 ON ABDOMINAL SIGNS.

eruptions. Then feel it carefully all over; and, if you find
anything abnormal, you note the presence or absence of the
numercus qualities or conditions which I shall presently
deseribe in categories. Keep in mind the arrangement of the
cavity into nine regions—epigastric, right and left hypochon-
driac, three lying above a latitudinal line joining the tip of the
ninth rib of either side ; umbilical, and right and left lumbar,
lying below the preceding three, and bounded below by a hori-
zontal or latitudinal line which joins the iliac erests; hypo-
aastrie, and right and left iliac, beneath the three preceding.
In mapping, besides the horizontal or transverse lines, you use
two which are vertical or longitudinal, and run from the middle
of Poupart’s ligaments. Erroneous nofions of the sagittal or
antero-posterior dimensions of this cavity, as a woman lies on
her back for examination, are prevalent, being carried into the
mind by the familiar anatomical drawings in books, which
represent the anterior abdominal wall as far removed from the
lumbar spine. Now, in a healthy woman this wall almost touches
the spine ; the aortic pulsations being, at the navel, frequently
visible, and easily felt by the finger slightly pressing the wall.

Fxamining the abdomen of a healthy woman not overloaded
with fat, you recognize localities by the floating ribs, the lower
margins of the cartilages of the fixed ribs, the xiphoid cartilage,
the iliac crests and spines, the pubic bones, the lumbar vertebra,
and the often accessible sacral promontory ; the navel lying on
the next lowest lumbar vertebra, and the aortic bifurcation
about an inch lower down, and nearly an ineh above the sacral
promontory.  You may make out the position and dimensions
of the spleen by percussion; and the lower margin of the liver
may be felt or made out by percussion. Occasionally, in a thin
relaxed, healthy, woman, with yielding abdominal parietes, you
may, with some definiteness, feel the kidneys ; and occasionally
the fundus uteri can be made out. Some authors of eminence
say the ovaries can also be felt, and do not add the qualification
of “rarely ”; but, for my part, I say that I have never
distinetly felt them in the Liealthy or in the pregnant woman,
and I regard the directions given for finding them in the un-
jm]-.mgnatml woman as misleading. I shall aftel~xn:n1~:lﬁ point
out to you how they may be felt and actually examined.













6 ON PELVIC SIGNS.

vagina. Indeed, if the laquear is tight, as is not rarely the
case, a fibroid may escape the vaginal finger while it is easily
accessible to the rectal. Besides, there are many cases with
entire hymen where all necessary information can be obtained
per rectum. In a virgin it is always desirable to avoid vaginal
examination, and it is rarely required. Per rectum, the size,
position, and tenderness, of the uterus and ovaries can generally
be well made out.

In a healthy woman the ovaries are often not to be found
in any way ; but it frequently happens that, in a thin person,
favourably disposed for examination, they can be well felt by
the bimanual method. In many, if they are low down, they
ean be easily made out by a digital examination per vaginam
or per rectum.

The bones of the pelvis are not to be neglected in vagimal,
rectal, and external examination, for they may be the seat of
ordinary bone-disease or of dislocation; or they may present
painful aching parts, the result of injury, as by forceps-delivery
or by ordinary accidents. The state of the sacro-iliac, of the
pubic, and of the sacro-coccygeal joints has also to be con-
sidered.

Much has been said of diagnosing disease of the Fallopian
tube or tubes, especially their dilatation by fluids, and no
doubt some degree of assurance may be got by careful
bimanual exploration. But at best, the diagnosis, in the
present state of our knowledge and appliances, is a very rough
aness. :

Examining the uterus, you may wish to ascertain 1ts state as
regards the patency and rigidity of the canal of the cervix. A
stricture (whether congenital or acquired) you will very l‘ﬂl‘fal}'
find, but it is not rare to find a small canal—that 1s, one which
does not easily pass a No. 9 bougie; and you Lay nsmrt:ltiu
rigidity by finding a kind and degree of dliﬁicult-y 131 passing
a No. g through the internal os, or in passing that size which
fills up the ordinary caliber of the part; am_l ::111u]1 urged
passing induces spasms like those of characteristic dysmen-
ortheea,  Most supposed strictures are not 511{:1|,I but mere
tortuosity of the channel; or the practitioner is dumfn'ur;l by tl_:.:-,
point of the probe catehing in a fold of the arbor vite. If, in
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32 . ON ABNORMAL PELVIS.

The conjugata diagonalis being ascertained, from this take half
an inch, and you get the conjugata vera which you seek. There
are a good many niceties about this measurement, but you get
as your result in a healthy pelvis four inches from this plan,
just as you get it from the diameter of Baudeloeque.

These measurements, in the slighter class of cases, are im
portant, but they have to be supplemented by measurements
during or after lapour, and by observations of the mechanism of
delivery.

Now I come to the cases. We have had recently in
“ Martha ” four cases, not of the first or slightest class, but of
the second and third.

The first case is one of which this well-known museum pre-
paration may be held to be a representation, for in the patient,
whose case I have now to read, the condition was exactly
similar. The case is one of osteo-sarcoma of the sacrum ; the
pelvis Leing neither small nor deformed, in the ordinary sense
of those words ; but for obstetric purposes extremely deformed.

E. P., aged twenty-seven, married for seven years, has had
four children, all born at full time ; complains of almost con-
stant pain in the lower part of the back, greater on the left
than on the richt side. This pain has been present since her
last confinement, seventeen months before admission into the
hospital, About the seventh month of her third pregnancy
she first felt this pain—about three years ago. The child was
delivered by craniotomy, The pain, which had been less or
altogether gone, returned about the seventh month of her last
or fourth pregnancy. This child was also delivered by
craniotomy. Besides the pain she has lencorrheea and frequent .
inicturition. She has not had a monthly illness for two
months, and thinks she is pregnant. She is on the whole a
well-made woman., A large solid tumour occupies the posterior
parts of the pelvie cavity s0 as to reduce the available conjugate
to one inch and a half or thereabouts. There is a rounded,
fattened, and slightly projecting swelling of the base of the
aqerum externally and more on the left than on the right side.
The uterus is elevated above the brim of the pelvis, and 1s
three inches in the length of its cavity. She was found to be

not pregnant, and was dismissed.
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34 ON ABNORMAL PELVIS,

ber 24, and has had no catmnenial discharge since then.
Pains began on the 22nd; they were never severe, The cord
became prolapsed on the morning of the day of admission—it
is pulseless, The diameter of Baudelocque is found to measure
five inches and a half, the crests measure eight inches and a
quarter, while the spines measure more—eight inches and a
half. The uterns has a natural feeling, projects extraordinarily,
and has a left lateral obliquity, Through the hypogastrinm
the child’s head can be felt, movable, The limit of the uterine
body and cervix not distinctly felt, from the pains being slight
—it is about half an inch below the level of the navel. The
external parts are swollen and congested. The external os
uteri is dilated to the size of a florin. The head presents in
the first position. Two fingers can with difficulty be squeezed
into the conjugate, which is almost an inch and a half, and
there is no considerable increase of any antero-posterior
diameter of the brim at any part. Some pelvie brims have
dilatations at ene or hoth sides of the promontory ; in this case
there is no increase. Ciwmsarvian section was performed, and
proved fatal from septic peritonitis, of slight extent and degree,
upon the third day. In this case the callipers were used, and
they, unaided, indicated very accurately the kind of deformity
and the degree. DBut the fingers gave an additional measure-
ment by being jammed into the actual and available conjugata
vera, so as to measure directly the size of the conjugata just as
in the former case. The pelvis in this case was made out
without any difficulty to be a pelvis which was generally
contracted or small, highly deformed, with a conjugate of an
inch and a half, and its deformity was rickety, the brim having
a reniform or kidney shape. I have not entered, in this case,
upon the woman’s medical history, which of ili,se_lf shn:::w'e:l that
she had a pelvis almost certainly rickety, and {111.’:11»‘1113‘ oreab
difficulty and danger should she come to be confined at or near
the full time.

The next case I have to mention is one of a still commoner
Jind : it is also a case of generolly contracted riukut__}' pelvis.
This young woman is aged twenty-two, healthy 11301{1111?*, fm?r
feet four inches in height ; had her last umnl,l:l;‘r period in
the beginning of April, six months ago ; had previously been
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36 ON ABNORMAL PELVIS.

astonished at having a long, expectant, sederunt. Subsequent
labours are undoubtedlymore and more easy,mechanically speak-
ing, till at last they very frequently become far too easy for the
woman’s safety. But in the case of the first degree of deformity
of the pelvis you have, as this case illustrates, the opposite
course. It is the first labours that are easiest. In the first
labour the woman’s power, and especially the labour including
the uterine power, is the greatest: and in a woman's first
labour she may succeed in forcing the child at the full time
into the world, while in subsequent labours she utterly fails
from weakness or inadequacy of the powers of Jabour. In
a woman with a slightly deformed pelvis you expect subse-
quent labours to be the more difficult, apart from any i1~
creasing deformity, and simply from the powers ol labour
being less as pregnancies increase in number—a well-known
fact.

1 2o back to repeat what I said of the second class of
deformed Ypelves, that the measurement of the pelvis, and
especially the measurement of the conjugate, even if accurately
made, is not the criterion of the mode of delivery to be adopted
at the full time, or if premature labour is induced. In the
same woman, conditions may vary in different labours; and, in
different cases of the same dimension, conditions may vary, so
that at one time perforation may be the right operation, and at
another time turning may be the right operation. Turning, or
rather delivery by podalic extraction after turning, is not to be
resorted to unless you have a rational prospect of getting a
living child. Tf your delivery by tureing ends in the birth of
a dead child it is, to a certain extent, a failure ; it would have
been better to perforate—safer for the woman. You may not
justly condemn your practice retrospectively. Nevertheless,
you would not choose to turn a dead child ; and iE_ you turn a
living one, and do not extract it alive, your operation 1s partly
a failure ; perforation would have been better.

Vou can - easily understand that not only may the forceps be
qsed in one instance, where in another instance, in the same
woman, turning is the right operation, bub you may also be
e that as the forceps Is the operation most used in the
go it 1s the more valuable operation. You will

S1r
slightest cases,
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50 ON ENDOMETRITIS,

varely do I find any evidence of its existence. Much is said of
it, and I remind you that many authors delight in long descrip-
tions of what is little known or not known. There is, truly,
little to be said of what is known. If you go back to the
French journals and elsewhere to read the first and starting
descriptions of this disease, you will be very much disappointed.
The disease is often called granular; but who has seen or
knows anything about these granulations? No doubt a
aranular condition, seen after death, has been desecribed, and
this is very valuable; but, in the case whose post-mortem
description I remember, there were no symptoms during life.
In reading, and in conversation, I often meet with a granular
dondition observed during life, but all the time I am inwardly
most seeptical. I have looked for it carefully and often, but 1
have never seen it or felt it. Then it is said, Oh! take a
curette and scrape it out, and then you have the diseased tissue
in your hands. But the scrapings are very small and you
would get the same by seraping a healthy uterus, There is,
indeed, nothing more unsatisfactory.

Yet T have no doubt there is endometritis ; and, if it has any
symptoms, they are very ill-defined, or unknown as yet. The
disease is suspected by finding menorhagia or a prolonged
secretion of thin bloody fluid. A great writer says the fluid is
olairy, but this is a mistake. The cervix is more or less
patulous. If the cervix is dilated by tangle tent tlulz body of
the uterns is found to be expanded, its cavity having three
dimensions, or heing globose, and its surface very soft, or feeling
villous. Two cases, with-all these characters, we have recently
had in ¢ Martha,” and T would not consent to foundinga reliable
deseription of a disease on two cases. Th‘ese cases we t‘l'EE!,lI'.ELl
by ercot and painting the uterine cavity with tincture of iodine.
If this dilatation and painting is l;]mrmlg.hl}' done, you may
bring your patient into more danger and disease than resulted
from the original malady. You must, therefﬂrel, be very
caveful and circumspect. Of course the local remedies can he
applied without dilatation, ‘iu.arsumewhat haphazard fashion;
for without it your diagnosis 1s 111113-31:fe¢t. ,

To give you an idea of the rarity njE the c11§ea$9, m;fof
anything like it, I may tell you what I did one winter, ou
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52 ON ENDOMETRITTS.

disappeared, its surface covered mnot Dby ecylindrical but by
flattened or scaly epithelivm—endometritis atrophicans.

Nothing has given such an impulse to this subject as the
paper of Olshausen, published a few years ago, on what 1s
called fungous or tuberous endometritis, and you may wonder
why I have put off to the end of my lecture such an im-
portant disease of the mucons membrane of the cavity of
the body of the uterus. The reason is that I do not regard
it as an inflammatory disease—not an endometritis, You
would mot call a myxomatous polypus an inflammation.
Neither would T so call this. It is a general myxomatous
hypertrophy of the mucous membrane, and a similar con-
dition is, I believe, not uncommon in the nose. It is not
spontaneously separated and discharged. It is, in my
experience, a rare disease. We have had one good case
in “Martha,” and I have seen lately two good cases in
private practice.

The disease has no distinctive symptoms. There may be
pelvic malaise ; there may be ancemia from loss of blood, for
generally there is profuse menorrhagia with more irregular
and less severe metrorrhagic loss; or rarvely a thin watery
discharge may flow, frequently more or less blood-tinted. T
have seen the disease only in married women and it entails
sterility.

When you examine, you find the uterus, including the
cervix, bulky. The latter is pale and may be excoriated. The
cervical canal is enlarged, and the swollen mucous membrane
of the body I have, in one case, seen as a red mass hanging
into or almost through it. This is very deceptive, and you are
pretty sure to say to yourseli—Oh, here is a clear case, a
mucous polypus hanging in the cervix, a simple matter. You
spize it with volsella, and it is so soft that you get no real
hold. You seize it with forceps and it is compressed and
almost disappears between the blades. Now you will perhaps
suspect the real nature of the case, retrospectively remarking
that there was nothing like a pedicle to the red mass.
Then you dilate the cervix by tangle tent; anfi, pasai.m:
your finger through it, you feel the enlarged uterine cavity
flled with soft tissue, uniform in surface, or hanging In
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56 ON RETENTION OF MUCUS.

adspiratory force, a sudden and areat increase of the retentive
power of the abdomen. Of the action of this force I can give
you examples in the impregnation of women under extraordinary
circumstances. This explanation of such impregnation is of
old date, although it is only now that it has been made the
?11bject of careful serutiny and experiment. A woman may be
impregnated without penetration. Of this a good indisputable
mstance is known in the famous case where a woman conceived
whose vagina was only so big as to admit a goose-quill. Many
cases of alleged impregnation without penetration are open to
dispute, but I shall narrate one which is not open to doubt. A
woman was operated on in Dublin for vesico-vaginal fistula, the
operation being intended to produce entire closure of the vagina,
It suceeeded very well, and the woman’s condition was much
improved by it. The urine collected in large quantity in the
cloaca formed by the bladder and vagina, and she passed it
chiefly by the urethra. She noticed that, when she menstruated,
in addition to urine, some bloody fluid came through a small
opening on the anterior margin of the anus, throuch which a
surgical probe could be passed. The urethra was of natural
dimensions. Her husband, who was a soldier, came home after
a long absence, and she fell in the family way. 1 delivered
this woman of a living child at the full time, and had thus
opportunity of examining her carefully a second time. It was
necessary to lay open freely the united parts to allow the child
to come out, which it eventually did. Of course she micht
have become impregnated through the urethra, but she said
she became so through the little aperture ; and as there could
be no penetration through the urethra, for our present purpose
the demonstration is the same. This is an example of strong
adspiratory force, and it will not furnish us with an explanation
of retention because it is not constant in its action.

The opposite of this, the second force, is strong expulsion—
an action exemplified when a man forces a hernia into the in-
auinal canal ; a force familiarly known in delivery, in defweca-
tion, and in urination. These three last are instances of this
expulsion, concerning which I must say a few words. There
are two forces which take part in producing expulsion.  First,
the contraction of the organ which is to be evacuated, and
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68 ¢« ON RETENTION OF BLOOD.

but this passed off, and now for several days she has heen very
well, the bleeding being arrested.

Note the conditions here. At first the cervix was permeable
only by one finger, and nothing could be felt as high as it could
reach in the cavity of the body of the uterns. Ergot was now
aiven; and active contractions followed, which could be felt
when the woman was examined, This action of the uterns
drove nothing into the cervix to dilate it; but it dilated
gpontaneously, so that, after two days of ergot, two fingers
could be easily passed up into the uterus to remove a firmly
adherent placental fragment, the extraction of which by forceps
led to the hemostasis and progressive recovery of the patient.

A disease closely connected with such cases as T have just
mentioned is fibrinous polypus. This is a retention of blood—
of a clot of blood which becomes indurated and externally
decolovized, which retains connection with adherent shreds of
placenta, which has all the symptoms of a polypus, and which
lies with its stalk in the body of the uterus, and the body of
the polypus generally in the cervix, This mass of retained
and adherent blood-clot becomes more and more decolorized
externally so as to have a tough fibrinous exterior, and hence
its name. It is treated as a polypus is treated.

The hest example of retention in connection with pregnancy
is seen in the most characteristic cases of secondary heemorrhage.
To illustrate this I shall mention a case which occurred not
many years ago in my own practice. A woman was delivered
in natural labour at the full term. Her uterus was found to
decrease naturally until nine days after labour. Then she had
sudden copious heemorrhage. This was secondary hemorrhage,
not from a retained bit of placenta nor of membranes. The
copious flooding was only partially external, for the uterus
hecame rapidly dilated to at least the size of a four-months’
pregnancy, and was filled with soft clot. The woman was in
danger from the himorrhage, though there was mot much
externally, for it was mainly retained. The case was treated
just as haemorrhage would be after delivery ; the womb was
made to contract, and to maintain the contraction. When
emptied of clot it was of the size of a healthy uterus about
nine days after delivery in the healthy puerperal state.



















74 ON RETENTION OF URINE.

the urethra produces retention, which has probably lasted
during the whole fretal life, producing enormouns distension of
the bladder, sometimes mistaken for ascites, In such a case
there is not a fatal result to the feetus, which would certainly
occur were the same condition produced after birth, In
some of these cases of distended bladder there has been found
absence of communication between the bladder and the
kidneys. But I must stop these curious details, which have
only a remote bearing on the matter before us, and dismiss
the subject by saying that the difference between the feetus
and the condition after birth lies in the circumstance that urea,
or the excrementitial products of the kidneys, are probably
not produced until the time of birth or immediately after it.

Retention of urine in a pouched urethra is sometimes
called “urethrocele,” and sometimes the pouch contains a cal-
culus. These pouches it is generally impossible to account
for, but they are evidently sometimes produced by arrest of
a calculus in the canal ; and I may here mention that, besides
leading to urethrocele, a caleulus lodged in the urethra may
et completely embedded in the fissues, sinking info them ;
the urethra healing up over them. Lately we had, in the
wards, a case where this pouch began to give trouble, apparently
from retained urine causing inflammation in 1t The urine
squeezed out of it was muddy frem pus, while the bladder
urine was healthy., Lying in bed and repeated emptying of
the cyst by squeezing gave some relief.

Retention of urine may be in the bladder alone, or in
the ureter or ureters alone, or in both bladder and ureters.
Retention in the bladder leads to retention in the ureters.
Retention in the ureters, has, on the other hand, nothing to
do with the retention in the bladder. Retention in the
bladder or in the ureters may be complete or incomplete.
In the case of ordinary retention in the bladder, the incom-
pleteness is very well illustrated in cases where the woman
declares with truth that she is passing more urine in quan-
tity and more frequent than usual, Although the patient
cannot say this of the discharge through the ureters when
one or both of them is obstructed, yet we have reason to
believe that in this case a similar incompleteness may occur.







76 ON RETENTION OF URINE,

other kinds - show that the ischuria of complete retention, as
by ureteral obstruction, may be like cases of simple ischuria
or primary suppression, in having ureemic symptoms delayed
for a varying period, often of about a week.

What are the symptoms when they come? T shall read
presently cases which will illustrate these, and it is very
valuable to know them. The phenomena, when they appear,
are very like the phenomena of ursemia in pregnancy, parturi-
tion, or the puerperal state, and of ureemic eclampsia : they are
only like, but not identical. In uriemic eclampsia the out-
break of the alarming phenomena is generally much more
sudden and wviolent. In ischuria from mechanical retention,
the disease evidences itself by twitching of the limbs, a certain
degree of stupor, a changed and unaccountable manner in the
woman, and by confraction of the pupils. Often there is
nothing more than this, and the woman gradually becomes
weaker and dies; but sometimes, as in one of the cases I shall
read to you, there are convulsions or eclampsia and complete
ecoma before death,

I proceed now to deseribe to you the causes, and I shall
consider all kinds of retention of urine because I am not
interested in deseribing those cases of retention alone which at
last result in complete obstruction to the discharge of urine,
and in death. |

Retention of urine in the bladder is generally caused by
obstruction of the urethra. In a former lecture I described
to you a case of stricture of the urethra—congenital stricture
— +which caused retention of urine and dilatation of the
bladder and of the urethra, for the stricture was at the external
orifice. Cases of stricture from syphilis, and from urethritis
complicating lupus, occasionally present themselves. Lately
we have had in “Martha” a case of retention of urine from
cancer. Cancer in any part of the genital organs is seldom a
cause of retention of the urine. In the case which I refer to,
and which some of you will remember, the cancer affected the
orifice of the vagina and produced obstruction by pressure upon
the urethra. An ovarian tumour very rarely produces retention
of urine in the bladder. The retroversion of the gravid uterus,
the similar retroversion of a uterine fibroid, and hamatocele
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78 ON RETENTION OF URINE,

time causes no trouble. But the retention of urine even for
that time sometimes leads to retention after delivery. If the
second stage of labour lasts still longer the retention of urine
becomes a matter of importance ; but there is not time now to
deseribe that,

A rare cause of retention of urine is extra-uterine preg-
nancy. We have a case in “ Martha ” now which is believed
to be an extra-uterine pregnancy, and in which many of the
statements I have made regarding retention of urine in the
bladder are remarkably illustrated, especially the deception by
the circumstance that the woman was passing a large quantity
of water and urinating more frequently than usual. T will
read you the particulars of the case:—

I. W., aged thirty-seven, married, has had two miscarriages
and two children. Her last pregnancy was with a child which
went to term, fourteen years ago. Catamenia regular till four
months ago. Then she began to have hearing-down pains, and
pain in defeecation and micturition. On July 3 she was ad-
mitted into * Martha ” with perimetritis, and at this time she
was very ill. There were tenderness and hardness around the
uterus posteriorly. On July 31 she was dismissed much im-
proved. But after her return home her pains returned,
especially in the left iliac region, and she had much vomiting.
On October 1 she was re-admitted. She complains of pain in
base of sacrum, and of labour-like pain in the region of the
womb., Bowels constipated. Breasts enlarged, and containing
mill, TLower half of abdomen is oceupied by a prominent
swelling, elastic, containing fluid, and rising to an inch above
umbilicus, resembling a six-months-pregnant uferus. In both
flanks there is resonance down to the spines of the ilia. The
cervix uteri is to be felt behind the horizontal ramus of the
right pubic bone, a soft tumour descends into the upper part
of the pelvic cavity and fills it, being continuous with a tumour
in the left iliac region. Catheter drew off two pintsand three-
quarters of limpid urine ; speeific avavity 1008 ; no albumen.
The cyst-like swelling of the abdomen disappeared_. The
catheterism produced (and this is a rare thing) during its later
period the pains of violent strangury. ‘Mﬂs:t. women are
delighted with the sensations of relief ; but in this woman there
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80 ‘ON RETENTION OF URINE.

more on the right ureter than on the left. If she stands, the
uterns has still this right obliguity, and the pressure is probably
very much the same—at least in primiparie. But besides this, if
you remember the anatomical position of the passage of the
right ureter over the brim of the pelvis you will understand
why it should specially be liable to pressure, for there is, from
the way in which the common iliac vessels pass down in front
of the sacro-iliac synchondrosis, a great deal more prominence
there than on the left side, and consequently the ureter is
pushed forwards favourably for pressure on the right side,
which it is not on the left.

Besides these there are numerous other causes. You have
procidentia of the uterus sometimes producing apparently
“a kink ” upon the ureter—mnot compressing it, but producing
a sharp bend in it which stops its canal; a kind of stoppage
which is illustrated frequently in cases of ovariotomy, the
bowel getting an adhesion which makes a sharp twrn upon i,
so acute that the alimentary mass cannot get along. Peritoneal
bands have been found obstructing the ureter, and these may
be produced in a late period of life; or they may, along with
other causes of congenital deformity, have existed for a long
time ; and there is a great mystery about these cases as to why
the symptoms did not come on until the patient had grown up,
although the congenital deformity had certainly existed for a
long period. Again you have, what I have described In a
former lecture, inflammation in the cellular tissue round the
ureters at the side of the womb, producing in some cases a
condition that is called chronic parametritis atrophicans, and
the atrophy leads to obstruction of the ureter. An ovarian
tumour sometimes produces the same obstruction.

Before T read two cases of this kind—in one the obstruction
was produced by cancer, and in the other it was produced by a
fibroid—I will give you another example of the vicious eircle.
In cases of diabetes insipidus the ureters are often found
dilated, as also the kidneys. This curious circnmstance seems
to be explained by some recent observations ~.=.-h§ch almost
prove that the disease kmown as wetting of the bed in children
is the cause in some cases of dilatation of the ureter and of the
kidney, and of danger and even death. This wetting of the
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that the bladder has not been much injured; but if, when
you draw off the urine, you find that it is like porter, dark,
grumous, mixed with a little blood, then you may be very
sure that a serious injury of the structure of the bladder has
taken place.

The indications of replete bladder everybody knows., You
feel the enlarged organ as a ecyst in which is generally, not
fluctuation, but a feeling of fluid. The case is made quite
clear by putting in a catheter and emptying it. Often there
is no pain connected with this great dilatation of the bladder,
and generally there is only pain at the early stages of the
dilatation. This is well illustrated in the case of children
who have been retaining their urine from fear. They have
pain for a while, but soon the pain passes off, and the desire
to malke water, while the bladder is getting larger and larger.
Tf the retention is further continued you may have micturition,
and even frequent and copious micturition : then the retention
is incomplete ; and, lastly, you have the ureemie symptoms
which T have described to you.

Tn cases where the retention is in the ureter, how are you
to dingnose? It has been alleged that you can feel the dilated
ureter. 1 have never been able to do so. I have repeatedly
tried, and T remain doubtful if it ever can be felt—certainly
never with any great degree of assurance. I advise you, how-
ever, in a case in which you suspect retention in the ureters, to
pay a great deal of attention to pain in the flanks. Every
case T have seen of the kind has complained of pain in the
flanks and down ihe thighs ; and these pains without uremic
symptoms, which may be at first absent or very slight, are,
so far as I know, your only gnides. There may, however, be
also the low specific gravity of the urine, and perhaps polyuria.

Before T conclude I must say a few words in regard to
{he treatment in these various cases. The great thing is to
remove the cause, and therefore T need say very little on most
kinds of retention. A great rule in hysterical retentions is
not to draw off the urine. If you once begin to do so you
will have plenty of work supplied to you. I do not mean
to say that in no case are you to draw off the urine, because
ile bladder may become so distended that, if you did not draw
it off, you would de the toman serious injury ; but after
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16r symptoms indicate the probable existence of abscess in the
thigh, but locally no distinet sign of it can be discovered in
the swollen limb. During the first fortnight after confinement
the bowels were opened once or twice, and for four weeks
previous to admission they were not opened at all.  Abdomen
presents little tumefaction ; no tympanites, but some resonance
everywhere ; has a doughy, pultaceous, feeling, Castor oil and
turpentine were administered four mights in succession, pro-
dueing three or four large evacuations (not diarrhea-like) daily.
The first three evacuations were very large and hard, the rest
more nearly liquid. The abdomen has become softer and more
resonant on perenssion, and the woman feels better. The leg
remains much swollen from hip to foot. :

That is an example of a very common disease—constipation
with accumulation of retained feeces,

I come now to mention a kind of retention which is the
very opposite of this : retention in the rectum of little bits of
faeces.  These little bits may not be seybala. The rectum, on
examination, in cases of this kind, is found not to be a tube of
moderate and nearly uniform dimensions, but a semi-paralysed
tube, dilated and pouched, and probably sub-acutely inflamed
or irritable. In this kind of rectum the bearing-down pressure
does not empty the bowel completely, and little bits are left,
which may give rise to intense anmoyance. A case of this
irritation I saw a few days ago. This lady came to me in
Edinburgh twice, years ago, with the same affection; and
seeing her again on another matter, T asked how the rectum
trouble was, and she told me that the diseased condition, which
I am about to describe, remained exactly as before. Now, this
woman, after the evacuation of the bowels, whieh she effects by
an aloetic purgative, has to use, and always does use, an enema
to wash out the pouched semi-paralysed bhowel. If she does
not use an enema, or if the enema does not succeed, she has
irritation, far worse than tickling, which she cannot forget, and
which prevents her from sleeping. T have said, © if the enema
does not suceeed ;7 and in her it generally does not succeed,
and then she has to put in her finger and get hold of the very
little bit or bits, and pull it or them out. Until she li{]E.S this
she can get no rest. This condition, although not alarming or
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had only at a late period of life come to be a formidable
obstruetion to the passage of fieces, causing retention, it is
difficult to explain. I mentioned to you in a former lecture
similar remarkable delays of the evil results of congenital
urinary obstruection,

The most common cause of retention from smallness of the
anus is a too thorough or an unfortunate operation for piles.
Cases of this kind are not very rare, where the anus gets too
much closed, generally by the contraction of the ecieatrix, so
that the woman cannot effectually defwcate. In some cases
the evil is temporary, and arises from spasm of the sphincter.

Now I come to another kind of retention which introduces
the word scybalum. A seybalum is a rounded or oval mass of
faeces, of larger or smaller dimensions, the size of a hazel-nut
or of a hen’s egw, or even larger, which has been long retained,
become partly decolorized, hardened (especially on its surface),
and which is sometimes encrusted with salts of lime, producing
a rough shell somewhat resembling that of a hen’s egg.  Such
seybala may be found in any part of the great gut. They are
not always the cause of retention of fweces. The further up
the gut they occur, the more likely they are to meet with
faces which are fluid enough to pass easily by their sides, and
then they do little harm. A case occurred in my practice, not
long ago, of a woman dying slowly from malignant disease of
the peritoneum. She was examined by myself and several
physicians, who correctly diagnosed the disease, but incorrectly
diagnosed two egg-like tumours which were for many months
felt in the belly floating in the hydro-peritoneum which was
one of the indications of her disease. These were supposed to
be malignant masses. After death they were found !:-ﬂ'bE.
scybala in the transverse colon, which were eausing no irrita-
tion, and apparently giving the woman no trouble. Th.s:
mistake, you see, was one of very little importance, but it 1is
well to call attention to it, because under other circumstances
the mistake might have been of the greatest importance. 1t
we had depended on these scybala as evidence of malignant
disease, we should have been misled. ¥4y

When a seybalum is low down, especially if it is the
rectum, the fieces are very likely to be obstructed and retained.
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118 ON HYDROPERITONEUM.

hydroperitoneum in an old woman who had an old uterine
fibroid. The tapping was done by her physician in the
country, and it proved fatal in consequence of air getting
into the abdomen through the little aperture and producing
putrefaction of the fluid in the peritoneal cavity. That was a
great disaster which, I think, you can avoid with nearly abso-
lute certainty by operating in a proper manner. You may
draw off the fluid by the ordinary trocar and cannula; but
there 1s an improvement on this, The improvement is with a
view to avoid the misadventure of the opening of the ean-
nula coming against the bowel or omentum so as to occlude
it. The peculiar instrument which I show you here has a
termination something like that of a female catheter, It is
pushed through an opening made in the abdominal wall by
a bistoury; it can be propelled among the bowels to varying
distance, and made {o move about in the peritoneal cavity so
as to drain off all that can be reached. Here you have no
risk of the bowel closing the terminal aperture, for there is
no terminal aperture; and if the bowel closes one lateral
aperture it is sure to leave some of the other lateral aper-
tures open.

Before concluding, I shall say a few words upon hydroperi-
toneum as a complication of other diseases, not as a simple
disease. I need not repeat what I have already said, that you
have often hydrothorax along with hydroperitoneum. It is
always held to be an unfavourable sign of any abdominal
tumour to have around it a considerable accumulation of fluid.
The malignant diseases of the abdomen—malignant ovarian
tumours, malignant tumour of the uterus, malignant disease of
the omentum—have always, or almost always, large quantities
of hydroperitoneal fluid, Hydroperitoneal fluid _is frequently
found with ovarian dropsy. It is often, in this case, very
difficult to say whether it is hydroperitoneal fluid or fluid
from a burst eyst. In ovarian dropsy a large cyst may brealic,
and throw into the peritoheum a quantity of thin serous fluid
which does not irritate the peritoneum at all, or but very
slightly ; or you may have numerous sma]l! c;,'s:ba forming on
the outside of the bigger cysts, and bursting nto the peri-
toneum. There is no doubt, however, that you have fre-













LECTURE XYV,
AMENORRHMEA AND VICARIOUS MENSTRUATION.

NowADAYS, we do not regard amenorrheea as a grave disease,
as our immediate ancestors did. Their views are, by inherit-
ance, represented now chiefly by the opinions prevalent among
women. As a rule, women do, in all ecireumstances, regard
amenorrheea as, in itself, a grave disease, pregnant with mani-
fold and grave disaster. The erroneous medical opinions of the
public are a source of much evil, not to the public only, but
specially also to the profession; and the errors have generally
been impressed on the public mind by the doctors themselves,
who find the uprooting of them a very slow process. Error is
pregnant with evil fruit, produced now and ages hence, The
doctors sow the wind and reap the whirlwind.

It may be doubted whether amenorrhcea is ever more than a
negative symptom. Certainly, except perhaps in some excep-
tional instances, it should be regarded neither as a disease nor
even a disorder. Often, as in wasting diseases, it is a bene-
ficent arrangement, saving for the sufferer a considerable amount
of energy and of blood. There are, indeed, many delicate weak
women whose health would be improved in every way if they
had amenorrhcea; and some modern enthusiasts would, for
such women, recommend the operation of spaying. Many
cases of so-called dysmenorrheea are simply cases of ill health
induced by menstruation; the weak girl has no energy to
spare even for the mormal process; when the time comes
round, she gets languid, dark areas surround her eyes, her
back aches, and she is a patient ; not, as she ought to be, a
vigorous blooming woman, fit to endure menstruation, and fit
also to go successfully through the tedious processes of preg-
nancy, parturition, and suckling. In such women menstruation
may be, almost truly, described as disease, just as pregnancy
and parturition frequently are.
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20 AMENORRH(EA AND VICARIOUS MENSTRUATION.

have been found, in some rare instances of this kind, mal-
formations of internal organs, specially of the heart and
areat arteries.

Of quite another pathology are cases of what is called sup-
pression of menses. This has nothing to do with anemia or
chlorosis, but rather with morbid congestion or inflammation
of the internal genital organs. A girl in the early days of
menstruation, or in the days immediately preceding, is exposed
to cold, it may be has had wet and cold feet: the flow of
menses 1s quickly and prematurely arrested, or does not come
on : there is more or less pain in the lower belly and sacrache :
there may be more or less of fever. Amenorrheea thus sud-
denly begun may not recur, or it may persist for many months,
or instead of amenorrheza there may be great irregularity of
menstruation.

Such cases are to be managed and treated as cases of more
or less grave inflammation—confinement to bed, laxatives,
diaphoreties, poulticing the hypogastrium. Free loss of blood
by menstruation is desirable, and the poulticing may favour it ;
or, if it does not come, three or four leeches may be applied to
the perinenm. When the next molimen menstruale shows
itself, great care is to be taken to encourage the appearance of
the menses and promote copious flow, by rest and warmth.

The aim of treatment in amencrrheea by suppression is to
moderate or diminish congestion. In ordinary amenorrheea,
from uterine sluggishness, or from chlorosis, the aim is to stimu-
late the generative organs, to produce or increase congestion.
(lases of this latter kind may be completely amenorrheeal, or
the menses may be scanty, or, instead of bloody discharge,
there may be only temporarily increased mucous discharges—
whites. There may be a molimen or no molimen, When
there is said to be a molimen or attempt, the girl expects the
flow, or knows by her feelings that it should come : the feelings
being scarcely deseribable, often backache or sacrache, or aching
in the thighs, or headache, peculiar feelings in the throat, dark
areas appearing around the eyes. All this is regarded surely
as a molimen if it comes at the proper calculated monthly

time. In the worst cases there is no evidence of molimen

whatever.
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being communicated to the slightly displaced and confined organ
from the neighbouring inflaimmation. Ovaritis, of which you
have seen many cases in “ Martha,” is very often accompanied
by prolonged menstruation; and in most cases tenderness of
the cavity of the body of the uterus indicates that there is a
degree of endometritis accompanying the ovaritis, Vaginitis of
certain kinds, as I pointed out in a recent lecture, is not a rare
cause of loss of blood: and other morbid conditions of the
vagina produce what passes as menorrhagia. A rare case of this
kind is well worth mentioning. T was called in, not long ago,
to a young lady about twenty-five years of age, who was with
very great difficulty induced to seek advice for what she herself
and her physician regarded as a very insignificant menorrhagia.
She was never well. Ordinary remedies having completely failed,
she very properly submitted to a vaginal examination, and on
the middle of the posterior wall of the vagina there was detected
a small growth, soft and about the size of a split pea. It was
not tender, but it had a suspicious feeling which I find it im-
possible to describe. As soon as it was ascertained that it was
growing I destroyed it by a strong caustie. At that time there
was no disease discoverable but this little tumour; but within
three months the patient was dead from a cancer of the whole of
the lower part of the pelvis, which began in the way I have
mentioned,

A very important source of deception T must now mention
and impress upon you, because it is not generally known.
Bleeding often takes place from surfaces which are merely
tender—which can scarcely be ecalled diseased. These are
found around the orifice of the urethra and that of the vagina.
In one sense, cases of this kind—and they oceur both in young
and old—are very trivial; but, if you consider the anxiety of
mind and annoyance caused by such loss of blood, you will see
that it 1s important ; and, for the success of a practitioner, such
cases may be eritical. T ean best illustrate this by cases. A
young sterile married lady consulted me for what she called
menorrhagia, which never came on while she was at rest, but
only wheu she walked. She had confined herself to the sofa to
restrain it. When she consulted me T could find nothing the
matter with her. Atmy wits” end, I insisted upon her walking
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filﬁr managed, it is a matter of mere good luck, not of intelligent
skill,

Before going further T must tell you the distinetion of menor.
r]131giﬂ from metrorrhagia ; or, rather, I must tell you the want
of distinetion, for that is as important as the positive side of
the matter. A case is one of menorrhagia, and this includes an
important class of diseases, when there is nothing to account
for the excessive loss of blood, and when there is every reason
to presume that the bleeding is menstrual—that 18, from the
interior of the body of the uterus, at the usual monthly times,
and with the usual menstrual symptoms. If you have all these
conditions combined, the case is then justly named menorrhagia,
When you have absence of indications that the bleeding accom-
panies ovulation, then you eall it metrorrhagia; but the dis-
tinction is not really of great importance. In no case is the
distinetion scientifically sure, but in many it is, for praetical
purposes, sure enough, and, when it is made out, it helps you to
be an intelligent practitioner in any particular case.

Suppose, then, that you have a case of this kind before you—
one that is not to be passed over by writing a preseription and
talking to the patient, as very many are—you must then inquire
into the following particulars carefully and minutely., First, as
to the quantity lost. With regard to this, every individual is,
to a great extent, a rule for herself, What in one woman would
be menorrhagia would in another be classed as amenorrheea ; so
great are the variations within the limits of health in different
women. Indeed, it would be difficult to say that there is any
certain limit as to greatness of quantity except that of influenc-
ing the general health. I have seen many cases described as
alarming menorrhagia in which it was only necessary to inspect
what came away in order to make them appear ridiculous. You
must not treat a case for long without seeing the discharge for
yourself, to judge its amount. A common way of measuring
the quantity is by the number of cloths or diapers a woman
requires during twenty-four hours. Second, the presence of
clots and the size of the clots must be inquired into. Third,
the time during which the flow goes on is important, for you
can easily see that length of time may make a common men-
struation of the utmost importance, Within moderate limits,
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}}aﬁt. fifty-tour, which you are told is the limit of child-bearing.
1 dlsaeuted. not long ago an old lady who had oecasional
113et1'01'1-11agmj and who believed herself to he sexually young,
1].1(% body of tlll?.‘ uterus was large, like that of a young woman,
while the cervix was atrophied; and the ovaries contained
structures which were, so far as the naked eye could judge, like
large menstrual corpora lutea.

The treatment of this affection is easily described and remem-

bered, bejca..use 1t can all be put under satisfactory theoretical
rules. It is not treatment by specifics or remedies which have
an unaccountable influence.
: In all cases where the loss is great you enjoin rest, but only
m such. You ecan easily understand that exercise, stimulating
the circulation, will tend to increase the flow. The rest you
preseribe must be horizontal ; and the patient must not, in ex-
treme cases, get up even for purposes of urination and defwca-
tion, for the blood-pressure is greatly and injuriously inereased
by stooping and bearing down in performing these functions.
But horizontal rvest, in severe cases,, is enjoined not merely
with a view {o diminishing blood-loss. Many women object to
it, saying it makes no difference in the amount of loss, In such
cases it may be very useful, nevertheless ; for it secures for the
constitution generally a less degree of perturbation by the loss.
A woman or a man will be injured by a grave loss of blood in a
less degree if he lies quiet, in a greater degree if he takes exer-
cise while it is going on.

Then we come to medicines. Of all with which I am familiar
—and I have tried a great number—ergot stands first. In
obstetries you are generally told that ercot produces its effect in
about fifteen minutes : that is doubtful even in parturition ; but
in the unimpregnated woman you must not expect it to act
thoroughly till days of its use have elapsed, and in some cases 1
have observed its use has had no result until it has been con-
tinued for weeks without intermission. After ergot, in popular
estimation, come gallic and tannie acids. I am not quite sure
that they have any effect at all. They may have an effect, and
be as rationally used as other medicines. I have used them
extensively, and the impression they have left on my mind 1
have just told you. The medicine which seems to me next best
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as the result of an argument.  Some of the phenomena, which
are explained generally by contraction of the unimpregnated
uterus, are not due to contractions at all ; they are due to the
pressure relations of the uterus—a very difficult subject. For
stance, if you place an intra-uterine pessary or a tangle tent
into the uterus, it may be expelled if a plug is not put into the
vagina to keep it in its position ; and this expulsion of the tent
or of the pessary is supposed to be produced by contractions of
the organ, Tt is very natural to suppose so, but I am sure it is
usually not the case. It arises from the condition of the woman’s
uterus as to positive or negative ahdominal pressure.  You can
easily study this subject in any case in which you are inserting
a tent or a stick of zinc-alum into the uterus or its cervix. You
will find that in many uteri the tent or the zinc-alum slips out ;
but it is manifestly not on account of contractions. Contractions
are not brought on so quickly and in a way so exactly in aceord-
ance with the repeated pushing in of the tent. Besides, you
will find many uteri in which the tent or the pessary, instead of
coming out, has a tendeney to go in—an Injurious tendency.
Cases are not very rare in which a metallic pessary, with a
button upon the lower end of it to keep it in its place, is drawn
into the uterus altogether—button and all. T have seen this
happen several times; and considerable difficulty arises in
removing it when it has thus got incarcerated in the uterus.
These facts contribute to show that the phenomena we are speak-
ing of are not caused by uterine contractions: and I shall tell
you another remarkable phenomenon which illustrates the same
thing. The sticky cervieal mucus, as you are all aware, in ggg
cases out of 1000 hangs out of the uterus into the vagina ; but
I have seen it, instead of hanging out of the uterus into the
vagina, ascending, and filling the eavity of the body of the uterus.
This forms a good text, of great importance in pathology, which
I hope to lecture upon some other day. This function of the
uterus when it acts in the way I have mentioned, drawing the
cervical mucus into the cavity of its body, instead of expelling
it, certainly tends to produce morbid conditions of the uterus
itself. The same condition is illustrated in pregmancy. The
ascent of the pregnant uterus itself is a phenomenon in this
category ; bat, during pregnancy, as I have seen in several
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the recently emptied uterus goes into the most violent and
painful contractions, without any discoverable object in view ;
and a severe case of this kind is ga most painful disease, far
more painful than the after-pains which come to expel a clot or
a it of retained placenta. Now, these violent after-pains are,
I believe, connected not only with a morbid condition of the
muscular tissue, but chiefly or primarily with a catarrhal con-
dition of the mucous membrane covering the inside of the
body of the uterus, a eondition not without several analogies
with the healthy menstruating uterus,

There is another disease not uterine, with which spasmodic
dysmenorrheea has an analogy—spasmodic asthma. This is a
disease affecting muscular fibres, and it is induced, as you
know, in those who have a tendency to it, by the slightest
catarrhal affection of the trachea and broneli ; and it is enred
under a copious secretion from the mucous membrane ; just as
dysmenorrheea is generally cured when the menses run freely,
In healthy menstruation a woman has the mucous membrane of
the cavity of the uterus in a catarrhal condition ; it is not
called catarrhal because it is natural and healthy, while catarrh
implies something morbid,

Spasmodic dysmenorrheea may be combined with the exfo-
liative or membranous form : or rather, menstrual membrane may
be discharged, the violence of the contractions separating and
expelling bits that are possibly otherwise quite healthy. Such
bits do not present evidence of being separated by h@morrhage
into the middle of the mucous layer, in adhering laminar clots.

Spasmodic dysmenorrhea occurs at any age. It occurs in
women otherwise most healthy. It is especially liable to attack
women at the marriageable age; still more, women who, although
married, are sterile. It is very liable also to attack women who
have had large families, we may call them excessive families :
although, in such ecircumstances, the elderly woman makes less
to-do about it, and does not get for herself the same amount of
sympathy as the young woman does. There is another set of
circumstances in which it frequently occurs—namely, when a
fibroid 1s beginning to grow in the muscular tissue. If you find
an elderly menstruating woman having persistent dysmenor-
rhaea, after years of health, you should suspect that there is
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in the uterus, or a retained bit of placenta, you have very
moderate pain; you have not a fine specimen of the disease
at all—the dysmenorrheea is trifling. This is exemplified in
cases where you have truly mechanical difficulty, cases of
dysmenorrheea membranosa, where the membrane has to be
expelled through the narrow channel. Well, in such cases,
everybody knows the pain is slight compared with that of a
characteristically severe case of the disease we are discussing.

Dysmenorrheea spasmodica may occur at any time. The
woman may have the violent pains of dysmenorrheea apart
entirely from ovulation or menstruation. In the majority of
cases the pain threatens before menstruation begins; in the
majority of cases it 1s most severe as the menses begin to
flow; and in the majority of cases it diminishes as soon as the
flow is free. Tt is seldom that a woman has violent dysmenor-
rheea after the first two days of menstruation ; for, within the
first two days of menstruation, the quantity of the discharge
has reached its highest. This fact, which is subversive of the
mechanical theory, is familiar to women. Nothing is more
common than for a woman suffering from dysmenorrhea to tell
you that she has most pain when she has least discharge—that
when, for any reason, the menses become scanty, the dysmen-
orrheea becomes worse and worse; but when the menses
become abundant the dysmenorrheea is diminished.

Dysmenorrheea not infrequently, even in the severest cases,
disappears for one or two periods. In one of the severest cases
T ever saw, a young woman in whom I was very reluctant to
resort to mechanical treatment, the disease disappeared during
her residence in Ireland for several months; it reappeared
as soon as she came home to England. That fact, which I
have seen illustrated in many other examples, is quite incon-
sistent with the popular theory of mechanical obstruction by
stricture.

Still more about the theory of this disease. I have told you
that it is a spasmodic disease, not an obstructive one, and if our
knowledge of it is to be improved, it will be from studying, not
cases complicated by flexion or tumour or inflammation any-
where in the neighbourhood, or in any part of the uterus itself,
but by studying simple cases. And simple cases are abundant ;
they are no rarity. Simple cases are those where an examina-
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the reading of histories of these cases would not be, as in former
lectures on other subjects, the filling up of a picture to give you
a be‘Fter idea of what we are speaking about. To go over all the
details of cases of simple dysmenorrheea would add very little
to what I have told you. The women may be in perfect health,
except this.

Before I pass on, I must say a little more about the mecha-
nical theory., In the various cases that have been in * Martha ”
within this last year, we have found no stricture, no contraction
of the passage through the womb, except in one case. Especially
did we find no contraction when the woman was suffering from
the pain; for, in order to satisfy ourselves as to the nature of
the disease in some of the cases, we passed a bougie into the
womb while the woman was in the agonies of dysmenorrheea,
and we found that the passage was clear. This subject of a
passage for blood I have no time to enter upon at length; it
has been carefully discussed in scientific papers. I merely
remark that the smallest passage described, “ pin-point os uteri,”
as it is ealled, is quite enough to allow a hundred times as
much blood to pass as there is any occasion for, or as offers to
pass. Contraction, it is said, may be produced by swelling of
the passage ; but there is no special swelling of the passage, as
may be found by examining in the way I have just described.
Then another method of explaining the stricture is the blocking
up by mucus or a blood-clot. But this kind of mechanical
obstruction, even if it exists, does not induce severe dysmen-
orrheea ; it induces healthy uterine contractions not of a very
painful kind, fitted to force on the clot or the obstructing mucus.
In an ordinary woman the cervix uteri gives passage to a No. g
of the male bougie series. The bougies I show you here are
just like the male bougies, only with a different curve. No.g
generally passes a virgin’s internal os uteri without any diffi-
culty. This is important for you to know in connection with
treatment. In the contracted cervix that I referred to a No. 7
only could be passed at first. In treating a case of this kind
you must find out what is the natural size of the cervix, in
order to know how to adapt larger bougies to the case.

I have spoken of “ pin-point os uteri ” and you hear much of
it ; but it is extremely rare. In a lifetime of practice I have
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orrheea is a disease which oeceurs in virging, and in them you
will be most reluctant to use it, Tn married women who are
sterile, you will be, on the other hand, easily induced to try the
treatment, in the hope that you will not only cure the dysmen-
orrheea, but also at the same time remove the sterility. In
regard to the use of this treatment in virgins, I must say a few
words in order to guide you as to when you are to resort to it.
No rules that I can give you will make up for want of good
sense and good feeling on your own part, but I shall give you
some hints. The first is that you should, as a rule, not resort
to this treatment in an unmarried young woman without the
concurrence of three parties—firstly, your own approval ;
secondly, that of the mother or guardian of the patient; and
thirdly, that of the patient herself. All of these should be quite
aware of the circumstances and of what it is proposed to do.
Then I believe you are justified in recommending it in cases—
and they are mot rare—where the woman’s whole mode of
subsistence is ruined. In one of the cases we had in “ Martha
the patient insisted upon our doing anything whatever that was
ab all likely to relieve her, because she could not keep her
situation as lady’s maid, for she was confined to bed for three
days every month by the disease, That was a sufficient reason
in that case; and I can tell you that that girl was cured after a
few days’ treatment in “ Martha,” and came back to us to testify
her gratitude for being able to keep her place, going about
during her monthly period without letting her mistress know
that she was ill at all. Then, in other cases, the general health
is ruined ; and this is not very uncommon. When a woman is
laid up and prostrated by a severe attack of dysmenorrheea
every four weeks, her health may gradually give way, and under
such ecircumstances there can be no hesitation in resorting to the
treatment. There is another set of cases where the severity of
the pain, causing cold sweats and vomiting, is such as to leave
no doubt as to the propriety of resorting to any means that offer
a hope of cure ; and cases of this kind, although rare, are sf;ili
such as you will all meet with in the course of your practice.
In some cases the severity is not so much in the pain as in
accomp anying phenomena. Lately, for instance, I_had no hesi-
tation in recommending mechanical treatment in a young
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the anterior margin of the perineum ; the fissure may be either
in the same place or in the fossa navicularis, or in the external
or internal margin of the hymen., When this redness or fissure
is touched, the woman can identify it as the source of her
disease ; she may say, “ That is the part,” and, on looking at it,
you find the condition I have deseribed.

The next most frequent condition observed, especially in
newly married women, is vaginitis, either acute or chronic;
and this, of course, accounts for the vaginismus without any
difficulty. There is frequently, however, and especially in
women who have been some time married, a chronic vaginitis
which is in many, not in all cases so affected, the cause of the
disease. Cases of severe, though not acute, vaginitis without
vaginismus are not uncommon, and there is a case in Martha *
now. There are several other more remote causes which I shall
not mention, such as the sensitive caruncle of the urethra.

The case I am about to read to you is an example of a kind
of disease that is very far from uncommon, and which, T am
sure, has escaped notice in many cases held to be examples
of simple vaginismus, but which were really secondary. The
disease is, in outward appearance, very slight, and requires
thorough investigation to discover it. It consists in the pre-
sence of one or more little ulcerations which appear to be
healthy. They are generally situated round the orifice of the
vagina beyond the hymen, sometimes on the hymen. Under
treatment, or without treatment, they heal, and break out in
other parts. They are frequently accompanied by little hyper-
trophies—hypertrophies of bits of the hymen, hypertrophies of
the orifice of the urethra. They are sometimes intensely tender
and sensitive ; and, in order to their examination, the deep
influence of an anwsthetic is necessary. What is the natute of
this disease (which T do not think has heen accurately de-
scribed) ? I am at a loss to say. Whether it is allied to eczema
or to lupus I cannot decide. T think it is allied to lupus, and
the characters that lead me to think so are these: first, the
situation of the disease ; secondly, the way in which it heals up
and breaks out again ; and thirdly, the oceurrence of these little
nodular hypertrophies of the hymen, urethra, and other parts.
It is difficult to be sure of cicatrices as the result of healing, on
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into practice—the cutting of the pudic nerve. T have seen the
operation attempted, perhaps performed, with no benefit,
This individual operation was, in important respects, an un-
satisfactory one, and did not contribute to settling anything ;
but I must add that our knowledge of the therapeutic results of
the division of nerves is not, in this matter, VEry encouraging :
and it would not be easy to remove a long portion, say an inch,
of the merve, in order to obviate the failure of this operation
from reunion of the separated ends of the nerve-trunk. It has
been proposed to remove the most sensitive parts ; I regard this
proceeding, meantime, with no favour. Operations of this kind
have been frequently performed, and declared to be successful,
At present T have no doubt that the observations were misinter-
preted. 1If is quite easy to cure many cases of this disease
when secondary. T have no belief in the cutting away of the
hymen, or that such operations have any influence in a simple,
neurotic, vaginismus. In secondary cases you are very hopeful
In your treatment, and your hopefulness is in proportion to the
curability of the discovered tangible disease. In the areat;
majority of instances, occurring immediately or soom after
marriage, where you have the red spot or the fissure that T have
described, time alone, with vest of the parts, is all that is
required for their cure. You temporarily separate the parties
from one another, and you hear no more about the case. In
such examples, if the duration of the disease is prolonged, child-
birth will certainly cure, or almost certainly, because in child-
birth you have an imitation of a treatment (which is undoubtedly
of value in some of these cases) ysed in the case of the analogous
disease atfacking the anus. Cutting through the mucous mem-
brane, or deeper, and expanding the anal orifice, cures the irrita-
bility and the fissure of the anus, And so also in these parts.
Vaginitis, a common cause of secondary vaginismus, is generally
easily cured. Chronic vaginitis is sometimes very difficult to cure.
In studying the influence of treatment you will keep in mind
that the disease is liable to spontaneous variations, and may
even disappear, and with its disappearance you will expect the
supervention of sexual desire and pleasure.
The case I have to bring before you presents a good picture
of one form of the disease, and of a course of treatment that has
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the disease may depend greatly upon the permanent constitutional
influence of senescence, it is upon the whole amenable to simple
treatment. The vaginitis of the old, affecting submucous tissue,
is probably the cause of those common, partial, thin-edged
vaginal strictures which are so frequently found h
passage.

Now, besides these two forms of acute vaginitis, the
vaginitis of mature life and of old age, you have chronic
vaginitis.

Chronic vaginitis of youth oceurs in various forms. There
1s a chronic vaginitis in which the vagina is hard and small,
its ruge well seen, but yet evidently swollen, cedematous, and
with either no seeretion or with the ruge painted over by an
old grey-white accumulation of sordid epithelial detritus, This
kind of vaginitis is not rare, and it sometimes escapes notice,
because, although it may be connected with vaginismus, it often
produces no symptoms. Of this form we hada case in “ Martha ”
a few days ago. This, which may be called dry vaginitis, has its
analogue in a disease of the deep cavities of the nose, which I
have suspected as producing peculiar headache and giddiness,
and which is assuaged or cured by the same soothing lotions as
act on the disease in the vagina. Another disease I may men-
tion, remotely analogous to this. Many of you remember the
last ovariotomy performed in “Martha,” and you must have
seen that woman's uterus pulled out of the pelvis, red, and
having the appearance of a fresh section of raw beef. That
was a case of dry chronic peritonitis without any secretion or
symptoms, It did not interfere with her good recovery. I
spoke of this condition in my lecture on “ Hydro-peritonenm.”
In some cases the cervix uteri is diseased as well as the vagina,
and I shall read an example which occurred in “ Martha ” lately.
In this we had, probably as a result of an acute vaginitis,
a chronic vaginitis accompanied by cystitis and urethritis, and
only imperfectly cured after long perseverance.

S. H., aged twenty-seven; general health good; has been
married more than a year, but has not been pregnant. Has been
under treatment, in another ward, for some months, for chronie
catarth of the bladder. Had an abscess in a labium majus,
and yellow vaginal discharge, before admission to the hospital.
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in the characteristic vulvitis of young children. The vulva is
often swollen and tender, and so are the inguinal glands, in
venereal gonorrheea, but not secrefing pus as in the young girl
referred to.

This disease used to be believed to be the result of sexual
impurity or violence; and you should keep your eye open to
the possibility of this, and look for contusions. If injury is
recent you look for semen on the person or upon the linen of
the child. It is certain that, under the influence of supposing
venereal violence to be the common cause of the disease, a
areat number of unjust punishments have been inflicted upon
men,

Vulvitis of children is a constitutional affection, or it occurs
as a consequence of cold, and it is liable to recur. It is generally
easily cured, and of its treatment it would be useless to say
anything, so well is it given in systematic lectures and text-
books. It occurs as often among the rich as among the poor;
and T mention this, because in almost every book you are told
that dirt and worms are two chief causes of 1f, Ihirt is very
common, and I have found no reason in my experience for
thinking that dirt produces it more frequently than cleanliness.
Tn the same way it is said to be due to worms. Now, while I
have seen many cases of worms without it, I have never
seen a case of vulvitis that I could conneet with worms.
And T believe that this is an illustration of the injurious
tendency to repeat what has been said before. Because one
author of repute says a thing, everyone repeats it. Every one of
you has been taught that worms cause convulsions in children :
but, were I lecturing on the subject of convulsions, I should
make the same sceptical remarks on that head. I never saw
a case of convulsions that T could reasonably trace to worms,

The only inveterate case of vulvitis in the infant that I have
seen was in a child remarkably well cared for; it was repeatedly
cured with lead lotion, and at length we traced the disease as
spreading from one of the ducts of a Cowper’s gland, which the
treatment did not affect beneficially.

" Affections of the vulvo-vaginal glands of Cowper are im-
ortant, and must be discussed with some care. Absecess round
the duct of a Cowper’s gland has the same physical characters
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healing up was obtained. The duct of the gland was easily
found, becanse in both it was dilated, and a probe-pointed
bistoury could be passed along, and the necessary incision easily
made.

Another very important disease of this part is gonorrheea of
the duet. Of this disease I have seen three examples, and in
only one of them had we any doubt as to whether it was caused
by venereal gonorrheea : in two there could be no doubt. In all
of them, after the vaginal disease was cured, the gonorrhea of
the duct persisted. The disease was easily diagnosed by pres-
sure upon the duct making matter flow from the little orifice
near the insertion-margin of the hymen ; and it was evident in
all of them that the duct was dilated, for you could make, and
I did make, as a demonstration to students, at least two or
three drops come in successive pressings upon the course of the
duct. These cases were treated upon ordinary principles. One
appeared to need only the passing of a large probe to cause its
cure: in one of them it was necessary to inject solution of
nitrate of silver by means of the apparatus used by oculists for
injecting the lachrymal duct. These diseases may appear to
you to be trivial, and in a pathological sense they are so; but
in another light, that of the patient’s interest, they are of great
1mportance.

The diseases of the vulva in pregnancy are congestion, hyper-
trophy, inflammation and induration, and cedema, of the labia
majora, all with tenderness or pruritus, Chronie inflammation
with induration is often a hard inflammatory cedema, but some-
times you have a soft cedema—that s, one which pits on pres-
sure ; and this soft cedema is evidently connected with a degree
of inflammation, although not always. It is worth while here
to mention to you that in multipar®e you have sometimes
cedema, rarely enormous (probably lymphatic), of the lower
part of the abdominal flap, and in such cases you have cedema
of the labia—conditions not uncommon in ecases of large
abdominal tumours ; but I do not describe these, because they
are not inflammatory. I cannot, indeed, enter at any length
upon the inflammatory diseases of the pudendum u:f pregnztnt
and lying-in women. They are frequently associated with
similar conditions of the vagina. They bear great resemblance
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herpes elsewhere, and a herpes-like eruption on the labia as
j.?ell, or none on the labia. The herpes shows that the disease
is not a mere lﬂ?ﬂl one, +lmt a nervous disorder. In three of the
lnsr: cases of dmhefies I women that I have seen there was,
besides 1nﬂ+amed labia and pruritus ; in one, herpes of the right
Fﬂl‘ehﬂftﬂ; in another, of the left side of the face and mouth,
including the tongue ; and in the third, there was the ordinary
herpes zoster of the right side of the chest.

Slighter inflammations of the pudendum in old age differ
from the vulvitis of children in this—that they are occasionally
produced by dirt. At any age you may have the irritation
aggravated by the peculiar lice of this part of the body.

The chronic inflammations of old age are very difficult of
treatment. They may be alleviated, but are seldom completely
cured ; and in this respect they differ from the inflammatory
affections of previous ages. Of course, if you find any cause,
such as masturbation, or diabetes, or vaginal discharge, or
constipation, or piles, you pay attention to that. If the disease
is merely local, you are satisfied with local treatment; and
this may be varied in many ways. This variety is of itself an
evidence that no method of treatment is often effectual. When
there is a disease for which there are many cures, you may be
sure that all of them are of limited value or limited extent of
utility. The applications used are either lotions, powders, or
ointments made with fat or vaseline, or glycerine. Lotions are
the most useful, and none better than the common one of oxide
of zine and highly diluted hydroeyanic acid; another much
used is the old-fashioned black wash. Lotions with decoction
of poppy-heads or with muriate of morphia are also used; and
you may also try belladonna in them. Sometimes a fomentation
of tobacco infusion with borax is comforting. Painting with
weak solution of nitrate of silver or with compound tincture of
benzoin is sometimes valuable. Dabbing with concentrated
solution of boracic acid is worth mentioning. The ointments
most nused are those of boracie aeid, bismuth, zine, and hydro-
eyanic acid. Powders of starch, chalk, and bismuth are some-
times useful.

Great perseverance in the treatment of cases of this kind
often rewards the practitioner ; but another kind of persevering
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mstan_ces, cases of retention—the retention of the natural
secretion of the cyst, which is closed,

"tﬂ.flmt are the potential or natural eystic cavities in this
region ? The+mnat. common little cavities are the mucous and
Seba.::'e:::us follicles, and they may be closed and become replete
and dxste:lded_ You have also occasionally remmnants of the
duets -:ri_? Giirtner, which come down in the eervix, or by the side of
the vagina. Of retention in these ducts T shall say nothing more,
ber{ause 1ot a single case is known in which the accumulation of
!‘111:1{1 has been proved to be sitnated in a dilated duct of Girtner ;
16 1s merely a supposition. Then you have the most common
retention cysts from closing of the aperture of one or of both
Cowper’s ducts—the ducts of the glands of Cowper, or
Bartholin, or Duverney, or Huguier. The closure of these
ducts is not at all rare, and T have no doubt that, in the course
of even a general practice, you will see cases of it. Then you
have peritoneal cysts ; and I shall spealk presently of the cyst
of Nuck, which occurs in the groin. Besides these, you have
cysts which I cannot avoid mentioning, but which do not come
into the category of proper cysts of the peritoneum: they
contain fluid or bowel or omentum, and are, like ordinary
hernie, not closed cysts, but morbid peritoneal sacs having
communication with the general peritoneal cavity, I shall
speak of them again.

Before T advance further I shall enter on the subject of
diagnosis, in order to exclude it afterwards. You may have in
the vulva a cystocele projecting through the orifice of the
vagina, by which it may be strictured or grasped firmly. Such
a cystocele may be much distended, so as to have an extra-
ordinary likeness to a cyst. The ecystocele may be entirely
within the vagina, the bladder hanging into the vagina in a
bag-like form resembling a cyst; and cases are on record in
which it has been taken for a eyst and punctured, when the
treatment ought to have been to empty it by a catheter and
then to support it. This oceurs chiefly during parturition.

Procidentia uteri is not a cyst, nor anything like one, but I
have known several cases of cyst diagnosed as falling forth of
the womb. A

A pouch of the urethra is a rare occurrence ; it is sometimes
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in the bottom of Douglas’s space, making the peritoneum to pro-
trude into the interior of the vagina as a pouch, which, when
replete, resembled a cyst.

So much for diagnoesis; from which you will see that there are
many things to consider before you feel sure about a vaginal or
vulvar eyst. The symptoms may be said to be none, unless the
cyst 1s inflamed or large, or produces mechanical inconvenience.
If any of these cysts beirritated you have irritation of the neigh-
bouring organs, especially the bladder. You will remember a
case that I read, in a former lecture, of cyst in the vagina
inserted upon the urethra ; that case illustrates the production
of symptoms by irritation of the cyst. The woman had no
symptoms until the cyst was treated, and then she suffered,
temporarily, from irritable bladder.

One mechanical form of irritation I must mention, because it
is not the mere result of size. A lady was said to have falling
down of the womb, and she had consulted several doctors, telling
them that something came out when she stood up or walked
about; and this irritated her, the womb, as she believed, slightly
protruding, when she was in the erect position. She was suffer-
ing from a glabrous mucous cyst, which produced no symptoms
when she lay down—then it was within the vagina ; but when
she stood up it protruded through the vaginal orifice. It escaped
observation, because it was glabrous, attached to the side of the
vagina, and not very large. Adter it was duly treated the
woman's mechanical annoyance disappeared.

And now a few words about each of the kinds of cyst. The
first of these is the cyst of Nuck. The vaginal prolongation of
the peritoneum, which is highly developed in man, is said
occasionally to occur in women, and to be nipped off from the
general peritoneum in woman as in man, When this vaginal
process is nipped off in a woman, you have lelt a potential
peritoneal cavity in the groin, which may become distended,
just as a hydrocele distends the tunica vaginalis in the male.
The only case of this kind that T have seen was in the upper
and outer part of the mons veneris ; it lay at the external in-
guinal orifice, and was so constricted by it as to have an le?ur-
glass shape, one part within the inguinal canal, and the other just
beyond it. Opening it did not effecta cure, forit healed and was
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seized it with the vulsella, Tt is recommended by many to
cauterize the interior of the eyst, or to irritate it. T do not
believe this is required, nor that it will be successful in
obliterating the cavity, If you examine a woman on whom you
have operated, even years afterwards, you will find traces of
the old eyst ; at least, it has been so in cases I have examined
after the operation : there is an opening that gives no trouble,
and the woman is just as well cured as she can be. Cutting
out the cyst has been recommended ; but this would be difficult,
and would involve much loss of blood and danger to life without
any compensating advantage whatever. It would be an
example of nimia diligentia, of surgical greed, from which I
dissuade you,

An example of a hard-walled eyst occurred in * Martha ”
lately, which T shall now read to you. It is supposed to be a
dilatation of a deeper vaginal crypt than those ordinarily seen,
but I do not know whether this is true or not.

M. W, aged twenty-four, married three years, has had one
child, born August 8, 1879. No miscarriages. Has had no
trouble with micturition. First noticed a lump in anterior wall
of vagina in June, when it came down unexpectedly and with-
out pain. Thinks it was as big then as now. Has had no pain
in it nor disturbance, except that towards night it comes down,
protruding between the labia, and interfering with easy walking.
‘When she lies down it goes back. The pelvis is occupied by a
rounded, hard, elastic, globose swelling, extending from the
orifice of the vagina and the orifice of the urethra as high as the
finger can reach, The part of it visible is pale and healthy. T
is not tender. Sound enters the bladder in front of the tumour
and towards its right side five inches, Bladder healthy. Lump
was punctured by hypodermic syringe-needle, and a clear,
limpid fluid drawn off, containing (about one-sixth) albumen and
chlorides. The cyst was now incised so as easily to admit a
finger, and a small piece of its wall was excised. Four days
afterwards the finger with difficulty passed the opening, which
was then enlarged. On dismissal a few days afterwards the
eyst was big enough only to admit the first phalanx of the
finger, :

Long ago I saw a case of numerous eysts of the vagina ; they
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change. 'We have no good account of it as at one time minimus,
I have, indeed, never had the good fortune to see a case grow
from being minimus to being maximus ; yet such growth must
take place.

A case of lupus minimus may very naturally be classed, on
superficial examination, with urethral caruncle, or eczema of the
vestibule, or pruritus pudendi. A case of lupus maximus may
be taken for one of tertiary syphilis, or of elephantiasis, or of
cancer. Cancer is easily distinguished: and we have taken
special care, in all our recent eases, to look for and consider any
indications of syphilitic taint. Thave no doubt that the alleged
rarity of the disease is to be accounted for by the mistakes I
have referred to.

Lupus of the female genital organs is best known as a disease
of the pudendum and neighbouring parts; and these are really
far most frequently its seat, but it may spread over the adjacent
parts of the thighs and the hips. It may attack the vagina and
the urethra and rectum; it may attack the cervix and body of
the uterus. I do not know of its affecting the tubes.

It is interesting to notice that the face and the pudendum in
wowmen are the favourite seats of this kind of disease ; and any
one familiar with the appearances in the face recognises some
degree of similarity in cases of the disease in the pudendum.
There are, so far as my observation goes, no tubercles to be seen
in the pudendal disease. Why this should be so T cannot say.
The moisture of the vulva may transform little tubercles into
the little red spots seen there; but the disease affects parts of
the pudendum that are not kept moist, and there I have
not noticed tubercles.

The cases have a general outward similarity which has been
recognised by many visitors to “Martha”; and there is a
uniformity of structure as revealed by the mieroscope—no new
or specific elements being found, but the presence of young or
growing fibrous tissue with many leucocytes, these often grouped
around the vessels. I pretend to no histological authority, and
merely tell you what Dr. Thin has told me, after having
examined many specimens sent to him from “ Martha,”—that
the disease is histologically unlike ordinary lupus, the morbid
structure being diffused in the affected parts, not occurring in
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numerous. They may heal altogether or only in parts. They
may bleed copiously. Their occasional gnawing quality is often
wonderfully displayed in destruction, which may remove the
whole ano-perineal region, including the viscera there—the
urethra, vagina, and rectum. When the uterus is affected the
peritoneum may be perforated. In lupus minimus there may
be only little red pin-head spots, which change, healing and re-
appearing as months go on; or there may be a small scarcely
ulcerated reddish patch; or a little ulcer on a urethral carun-
cular hypertrophy, or on a coriander seed hypertrophy on the
hymen, or near it.

The hypertrophies vary as much as the ulcerations. I have
never seen them so great in lupus of the face, or of any other
part of the body. When great they are generally ulcerated and
generally on their inner sides, or where they are in contact
with other parts. Sometimes the hypertrophy of a nympha or
of a labium majus, or of both, has no morbid appearance or
feeling except size. The same is true of the masses sometimes
observed around the anus. In the case of lupus minimus so
often referred to, the left nympha was, at the end of six years,
unexpectedly found in this state. It presented, on histological
examination, nothing peculiar, and we would not have known
it was diseased, had we not seen it previously like its neighbour,
and now four times as big. Somefimes, as in one of our
hiemorrhagic cases, there seems to be a new development of
nympha, that part not terminating at the side of the vaginal
orifice but encircling it posteriorly in a copious frilled healthy-
like fold. The hypertrophy may extend over the hip with or
without deforming it. It may, in the pudendum, result in the
production of large irregularly lobed projecting masses. In one
case we had a fantastic appearance, which I show you, several
rounded white masses hanging suspended by long threadlike
white stalks. A large hypertrophy is generally ulcerated some-
where, but I have never seen it destroyed by such ulceration or
vemoved. There is no doubt that, in many cases, the urethral
caruncle is merely one of these hypertrophies.

The coloration of ulcerated parts is always red, more or less
pale, or more or less deep. Other parts may have a natural
brownish or red tint, or may be deep red, especially if inflamed,
or they may be pearly or ivory white.
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clot. Tt behaves and is treated as a polypus, and is not very
rare.

A fibroid in process of enucleation is a kind of false polypus,
ﬂftt':!l taken for a true one. Here the fibrous twmour is bare,
having no mucous or muscular envelope, or only a partial
Em’elc-pa_a. It behaves quite as a true polypus does, and is
trunte_d In the same way. When you seize it by volsella and
pull, it often comes off, having no real stalk, but only incom-
plete detachment. This false fibrous polypus is not to be con-
fus:ed with a fibrous polypus whose lowest part has slonghed off,
or 1s sloughing off, the mucous and museular coverings being so
removed, and the subjacent fibroid laid bare. Yet another kind
of false polypus is a fungous mass of so-called endometritis
hanging through a dilated cervix.

The great polypus of the uterus is the fibrous polypus grow-
ing from any part of the uterus (or even of the vagina, or of
the Fallopian tube), but most frequently from some part of the
body of the organ; never found in the proper uterine cavity,
not rarely in the cervix, most frequently in the vagina ; its
pedicle or stalk passing from it to its insertion. A fibroid has
been often observed in all stages of enucleation; but a fibroid
has not been so, nor its history well traced, from being an em-
bedded tumour to the state of a sessile tumour and then of a
polypus. This process has, nevertheless, been often deseribed,
but I doubt the truthfulness of the deseription. Sometimes a
fibrous polypus has only a mucous envelope ; generally it has
also a muscular envelope, which is thicker near the stalk than
far from it. These envelopes, and often the tumour proper
also, are sometimes greatly thickened by cedema. The enveloped
tumour has almost always all the charactersof a fibroid, and the
bleeding from it also owns an identical pathology. You may, in
the same uterus, have one or more embedded fibroids, and
another one polypoid. A fibrous polypus may be of any size
that can get accommodation in the pelvis, and size may increase
the difficulty of removal but has little influence over the amount
of blood lost.

Sometimes the polypus is not a distinet mass with envelopes,
but a direet outgrowth of muscular and mucous structure con-
tinuous with the uterine wall, from which it takes its origin,
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You can scarcely make any mistake about a polypus, except
when it is of the size of a rather small egg and has its pedicle
passing through the cervix. Then you must make sure that you
have not an inverted uterus—chronic inversion. A probe
passed by the side of the supposed pedicle is quickly arrested if
the case is one of inversion, passes easily into the uterine cavity
if it is not so. If, after this, you still feel insecure in your
diagnosis, you can easily complete it by a finger in the rectum
feeling the absence of the uterine body from its proper place, or
by bimanual examination. Keep in mind also that, as in a
recent case in “ Martha,” you may have both a fibroid and an
inversion ; and it may be difficult to tell where fibroid ends and
uterns begins, that is, the line where you proceed to separate by
art. On this subject you will get further instruction when I
speak of chronie inversion,

For the treatment of polypus you need only two instruments,
a volsella to seize and perhaps pull down the polypus, and a scis-
sors, curved on the flat, to divide the pedicle. Some small mucous
polypi you simply seize by a uterine forceps and tear or twist
off ; but most are treated by volsella and seissors, You should
wash out the vagina with antiseptic lotion as you begin and
after you have done. By the volsella you seize and fix the
polypus. If it is a mucous polypus you cannot drag by it, for
it will tear out; but if it is a fibroid, and of large size, you may
find it advantageous to pull it down even to the vulva, thus
getting easy access to the stalk. If it is very larae, as big as a,
fetal head, you must pull it out to get access to the stalk, To
aet it out you may have to split the perinzum, as you are
recommended to do in some cases when the head is passing
over it in labour. Or, you may cut out wedges of the tumour
to reduce its size; or get it out gradually by what it called the
spiral cut, that is, cutting on and on without detaching; in this
way getting a longer and longer flap of the tumour away. If
the tumour is truly intra-uterine, having an imperfect pechpcle,
or being sessile, your best plan is to enucleate by avulsion,
After the operative removal no further treatment or interference
is required—no plugging, no cauterizing. :

As bleeding is the evil to be cured, and the woman 18 already
often very anmie, it is natural to fear loss of blood as an
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destroyed and converted into a yellow, purulent, almost diffluent
mass. There was no lymph in Douglas's space. Bladder and
uterus normal. No general peritonitis. Of such ovaritis with
suppuration, examples are not rare, because puerperal pyzmia
1s mot rare.

Leaving that subject, I come to say a few words on what
may be regarded as prefatory to ovaritis—ovarian irritation,
often called ovarian neuralgia ; a very common affection. It is
characterized by absence of every sign of disease, and of every
regular symptom, except pain in the region of one or other
ovary ; curiously, more frequently in that of the left than in
that of the right ovary. You know that when a disease is
characterized by pain, and nothing else, it is called an irritation
or a neuralgia; and so it is in the case of the ovary. Although
that is the name given fo it, you must not suppose that that is
the final or true pathology of the disease. I am very doubtful
of that. Inaccordance with the nature of this disease, charae-
terized by a pain in one or other groin over the ovary, it is treated
by anti-neuralgic medicines, and a combination of zine and
quinine has had great reputation in cases of this kind. Lately
I have called it the Charcot pain, a name explicitly invelving
no theory, and intended not to do so, and especially to avoid
implying acquiescence in the ovarian localization asserted by
this great author. It is not necessarily ovarian because 1t is near
the ovary.

I go a step further, and now mention some cases which
are not inflammatory, and yet which are certainly more than
merely neuralgic. Of this kind of disease many examples
occur. EBither one or both ovaries may be felt, and they are
slightly enlarged: they are tender; and you may well ask,
“Why, then, do you not call that inflammation?” There
are the following reasons for this:—That in many cases, as in
one which I am just about to read to you, the women are In
perfect health—not in all cases, for many practitioners would
ascribe the nervous, hysterical, condition of some women to this
disease of the ovaries; but it occurs frequently in women who
are in blooming health, who have nothing to complain of except
tenderness of the ovaries, not pain in them. Further cases of
this kind are not in auy marked manner benefited by antiphlo-
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within the ovary do occur, especially small abscesses; but,
clinically speaking, I know nothing of such cases. I Lave seen
them in the post-mortem theatre. I am inclined to throw
considerable doubt upon the histories of cases described as of
large abscesses within the ovary, containing half a pint or pints
of pus; and it would require careful dissection of such a case,
careful consideration of all its history and characters, before it
could be held as proved that such a large collection is an
ovarian abscess, and not a suppurating cyst. There can be no
doubt that a small abscess may form in the ovary; but I do
not think it is proved that large abscesses, such as are described,
ever form in this organ. I have never read a case nor seen a
dissection which satisfied me on that point.

I have said that the progress of this department of
gynzcology is very slow; and we owe progress in it to two
causes—the recent enthusiasm in gynwmeology which is pre-
vailing all over the world; but more especially to inecreased
exactness, and more extensive application of the bimanual
method of examination. You know wery well, and it is
admirably illustrated in many parts of medicine, that
although a thing is close before your eyes you may not see
it unless you look specially for it. Nothing is more painfully
true than this; and in no department of science is it better
exemplified than in medicine. When you earefully look for dis-
ease of the ovaries, and the careful seeking is done mainly by
bimanual examination, you will find that there arve wvery
many cases of minor disease of the ovaries. DBimanual ex-
amination may be made in various ways. It is to be done in
every case in which you pretend to make a thorough examina-
tion of the internal genital organs. Before proceeding to it, the
bowels must be emptied—that is to say, it 1s, as a preparatory
measure, well to give a dose of castor oil. If you do not, you
may find the visit to your patient lost in consequence of the
distension of the lower bowel with freces. You cannot make a
fine examination of the ovaries while a quantity of fweces is
stuffing the pelvis. The bowels being emptied, your patient is
placed on her back at the right side, or at the obstetric side, of
the bed ; her right thigh is raised, the right foot leing placed
adjacent to the left knee. With the forefinger of your right
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210 ON OVARITIS.

presence of this tenderness, for it is often present when the
woman complains of no distinctive ovarian pain, It atbracts
your attention,in such a case, for the first time to the seat of
the disease.

The position of the uterus is affected by ovarian swelling.
Ovaritis is a disease eminently liable to relapses; it is liable
also to attack one and the other ovary alternately. In these
cases you often observe a change in the position of the uterus
when the ovary becomes enlarged and swollen, [t may be
retroverted when the ovary is healthy, and then be pushed
up into a natural situation when the ovary is swollen. If
the ovary becomes increased in size, and therefore in weight,
you would naturally expect it should fall down,—and so it
sometimes does ; it becomes what is called prolapsed ; instead
of being upon a higher level, as in health, it lies upon the level
of the neck of the womb—sinks into Douglas’s space, sometimes
even depressing the floor of this space. This prolapse makes
the organ more easily felt, and in the case of dyspareunia that
T read to you, both ovaries were distinetly felt and both pro-
lapsed, lying down ou the level of the cervix instead of higher up
behind the broad ligaments. This prolapsus does not invariably
occur ; but when it does oceur you can easily understand how it
should aggravate dyspareunia. A woman with inflamed ovaries
in the natural position may not have dyspareunia; but a woman
with a slight degree of ovaritis, or with only slightly enlarged
ovaries, if they are prolapsed, may have great dyspareunia.

Besides making out the condition of tenderness, you examine
the consistence of the organs. They may be more or less hard
and elastic. Next, you pay attention to the size of the organs.
This is a subject that has been very much disputed. I am

<atisfied that an inflamed ovary may increase in size to many

times its matural bulk, but not many times its natural lineal
dimensions ; and these two modes of measuring are often con-
fused. T have seen in a post-mortem a hypertrophied ovary
which was as big as a small hen’s egg, and that without any-
thing to be discovered in it except what may be called areolar
hyperplasia, or, in simpler words, increase of juice and of fibrous
tissue. In some cases—rare, no doubt—the ovary h:n,cnmcs
smaller, and you have a condition which has been described as
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2712 ON OVARITIS.

getting hold of the ovary, it was found to be composed of fragile
eysts, whose presence, previous to the operation, had not been
suspected,

This complication adds greatly to the difficulty of diagnosis.
The essential part of the diagnosis T have gone over. I shall
now mention a few symptoms which oceasionally accompany
ovaritis, These symptoms, no doubt, frequently depend upon
corporeal endometritis, which, in a considerable number of cases,
accompanies ovaritis. Corporeal endometritis is inflammation
of the mucous membrane of the cavity of the body of the
uterns. This being so, you can easily understand that in cases
of ovaritis you will frequently have either menorrhagia or pro-
longed menstruation or pseudo-menstruation. Occasionally,
however, you have amenorrheea; and in such cases there is
probably no endometritis. Women are frequently sterile when
suffering from ovaritis; but there is no invariable connection
between the two. Indeed, although it is probable that there is
some connection, it is far from being proved. I have known
typical cases of ovaritis lasting during the child-bearing period
of life, in women persistently fertile.

I must now say a few words on peculiarities of ovaritis, and
the case I am going to read to you will illustrate the tendency
of the disease to relapse.

A. 0., aged thirty years, married for five years; has had three
children, the last eighteen months ago; no miscarriages ; cata-

\nenia natural and regular, the last beginning on December 26; §
admitted January 18. She complains of pain in the hypogas- -

trium and in the left iliac vegion, which has continued since
January 1. On careful examination the only disease discovered
is a swollen, tender, left ovary. Besides ordinary constitutional
treatment, a blister two inches square was applied over the leit
inguinal canal, and a course of half-drachm doses thrice daily of
the liquor hydrargyri perchloridi was instituted. Under this
treatment she rapidly improved; but a week from its com-
mencement—that is, on the 25th—the symptoms and signs of
disease, which were dying away in the left side, began with some
intensity in the right. A similar treatment was used for this
relapse, and with similar good results, This is a remarkably
favourable case. What was the cause of it we do not know,
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months before admission to “ Martha ” ; much h@morrhage at
its birth. Catamenia begun when she was thirteen years of
age; they are always irvegular, painful, and profuse. The last
period oceurred six weeks before admission. About three months
ago she underwent an operation for fissure of the anus, which
has not relieved her. She now complains of pain on mie-
turating, Nine days after last confinement she travelled a
hundred miles by train. This brought on pain in the lower
part of the back and in the lower part of the belly and along
the outside of the right thigh. This pain has been aggravated
during the last three months. Has a little white discharge.
There is, on external palpation, a feeling of fulness over the
right side of the brim of the pelvis. In the same part there is
tenderness. Digital vaginal examination discovers the cervix
uteri in a natural situation. The probe discovers a uterus of
natural dimensions in its natural situation. The uterus is fixed,
and cannot be discriminated by the finger from a mass of ten-
der hardness which oceupies the right posterior quarter of the
upper part of the pelvic excavation. The tender hardness
subsequently inereased in bulk, extended across the pelvis to
the left side, and displaced the uterus forwards. She was kept
in bed and treated by drugs. When, after six weeks, she was
dismissed, her symptoms were all much alleviated. The signs
of disease had also disappeared, except an adherent fixed uterus.
Here was a case of subacute ovaritis almost certainly produced
by the journey after the last confinement The disease had
lasted eleven months, and, during her stay in the hospital, it
extended from the right side to the left, but, under proper treat-
ment (whether the improvement is to be ascribed to the drug
part of the treatment or the rest and proper hyzienic care, 1
cannot say), the active disease rapidly disappeared.

Before I conclude I must say a few words as to the causes
and treatment of this very important disease. Occasionally it
is seen as a consequence of fever, especially typhoid, of cholera,
and of rheumatism ; and,in close connection with these diseases,

it is very frequently a result of the use of alcoholic liquors, =

even when these are not taken to notable excess. At present
my impression is that that is the most frequent cause of the

disease ; and this view of the causation of the disease is in the
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218 PERIMETRITIS AND PARAMETRITIS.

of inflammation are injury and cold. It is difficult to decide in
most cases which is the more potent; frequently they are
combined, and you can easily understand the combination and
the commonness of the disease when I tell you that these in-
Hammations very frequently follow menstruation, miscarriage,
and delivery at full term. You can easily imagine the tremen-
dous influence of exposure to cold after the injuries implied in
the last of these processes.

The next point upon which I must say a few words, in order
to lead the way to the cases before us, is the nomenclature,
This, if I had time to give it fully, would be to a great extent
the history of our knowledge of the diseases. When we speak
of inflammation localized in individual organs, we speak of
inflammation of the womb or metritis, inflammation of the tubes
or salpingitis (a disease almost unknown—our scanty knowledge
being chiefly derived from the dissecting room), and lastly, in-
flammation of the ovaries or ovaritis. The subjects of my
lecture are perimetritis and parametritis, and you must not
suppose that they are separate from the three diseases I have
just mentioned. They are merely so on account of our too
frequent ignorance of their origin. They are not separated
theoretically, but for the purpose of clinical teaching. Suppose
you were to put a tangle tent into the uterus of a woman
without any precaution, leaving it there for days ; in all proba-
bility it would give rise to perimetritis or parametritis. There
would be pain and tenderness, &e., and you would diagnose one
or other of these diseases. Tt is not, however, an inflammation
around the womb merely, but also inflammation of the womb
itself, although the only tangible evidence you can get is of peri-
or of para-metritis, not of metritis proper. This nomenclature,
therefore, is chiefly nosological or practical, and not pathological
or scientific. Perimetritis is very frequently spoken of as
pelvie peritonitis. A very common term for pa-ramet:rit-is is
pelvic cellulitis—an objectionable name, although it 1s very
much used. :

The next point, before coming to the cases themselves, 1s to
beg you to dismiss from your minds two errors in regard to
these diseases : and, if they have not entered your minds already,
to keep them away. The first of these is the notion that these
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226 ON KINDS OF PERIMETRITIS.

its recent and insufficient recognition, and this arises chiefly
from the circumstance that the professional mind connects
with peritonitis high fever, vomiting, and intense pain. An
adhesive perimetritis frequently occurs without any striking
gymptoms at all—indeed, generally. It produces fixation of
organs and the feeling of solid lumps in the pelvis; and these
feelings have hitherto proved a fertile source of error.

You will be astonished at the great size of the lump
produced by a perimetritis without effusion of serum or of pus,
and without involving a packet of bowels. Douglas's pouch
may become a mass as big as a large egg. Illustrating this
you may recall a case of a thin-walled cyst of a labium lately
in “ Martha.” When empty and held between the fingers the
two layers of wall of the cyst and the two layers of skin were
little thicker, all combined, than a sheet of paper: when
inflamed, the cyst being empty and open, the thickness was
fully an inch.

Before T leave this subject I must say a few words regard-
ing a case which has just been dismissed from “Martha.” In
this case the adhesive perimetritis was produced by the use of
pessaries—a not unfrequent cause of the disease. The case
illustrates well the physical conditions and the rapidity with
which evidence of the disease may disappear. At the end of
the case. you will observe the contrast with the description of
the beginning, there being only left a little tautness on one
side, no doubt the result of adhesion still persistent in that
situation. You will remark also how, as improvement went
on, a lobulated feeling supplanted the previous more uniform
surface, the disappearance of the diffused inflammatory swelling
allowing the forms of the organs to be felt.

Mrs, {3 aged twenty-four, maried for three years, had a
child a year befnre admission, and a miscarriage seven months
thereafter. Menstruation is copious, painful, and lasts a week.
Micturition has been pamful for the last fortnight. Feels and
looks ill. Temperature 99'6°. Complains of pain and tender-
ness in the lowest part of the abdomen, chiefly on the left side.
This she has had more or less for three years, and she has

worn a large number of instruments for “ bent womb,” Latterly
she has heeu so much worse as to seek refuge in the hospital.
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rare. In the first case which I shall read to you, the disease
was characteristically retro-uterine, the tumour filling the
pelvis, and bulging downwards in a manner offen compared
to a stage of progress of the feetal head, filling the pelvis,
This retro-uterine position is common in hematoceles. In a
well-marked case you have to press the finger between the
swelling and the symphysis pubis in order to reach the
cervix uteri, which is displaced forwards and upwards. So
it was in the case that T shall read. This foreing of the
finger you have also to do in some uterine and ovarian
tumours, and in retroversion of the gravid uterus; and it is
well to keep these facts in mind. The case was supposed to
be an abscess, and it was resolved to open it behind the
cervix uteri. The finger was applied to feel if any artery
was pulsating at the point of selection in the mesial line.
This point is taken in order to ensure entering the expanded
Douglas’s space. Here, in a healthy woman, the peritoneum
comes in apposition with the roof of the vagina; but T would
not warrant that you would puncture Douglas’s space with
any certainty in a healthy woman, for the extent of vaginal
roof covered by peritonewm is then very small; but when
Douglas’s space is expanded by being filled with serum, pus,
or blood, which are detained there by adhesions formed
above, enclosing the serum, and pushing it downwards into
the pelvis to a greater or less degree, then there is no diffi-
culty. If you are sure of the nature of your case, and of
the need for interference, you plunge your knife info the
point of selection, and the fluid flows. Now for the first
case,

Mzs. B., married four years, had one child four months
ago; no miscarriages. About a month after her confine-
ment she began to have pain in the hypogastrium, and
shortly afterwards, pain and difficulty in micturition, and
constipation.  On April 4th she was admitted to © Martha.”
Her bowels then had not been opened for a week. They
acted freely after a dose of castor oil. ~ Temperature in
morning 100°8°, in evening 101°6°. The lower part of the
abdomen is occupied by a hardness, somewhat tenden, nﬁfll‘]},‘
of the shape and size of a four-months’ gravid uterus, but
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excited great alarm, from the difficulty of being satisfied as
to its exact nature.

The history of its origin and of its complete disappearance
leaves no room for entertaining any view of it, other than
that it was a case of remote adhesive perimetritis. The
tumour could be handled freely, and in every part of it there
was resonance on percussion. I here give you only a sketch
of the case.

Mrs. M., aged thirty-six, has had, since her marriage at
twenty years of age, nine children and two miscarriages, and
was confined on May 25 of her tenth child, Had hemor-
rhage beginning an hour and a half after the birth of her
second child ; labour natural. Tenth child weighed ten pounds
and a half. After the birth of the child a drachm of ergot
was administered. Fever supervened on the second day, and
was subdued by the liberal use of salicylic acid, which at the
same time produced very painful symptoms. On the tenth
day after delivery I was called, and found her feverish and
suffering from occasional nausea. The uterus was large,
rising nearly to the umbilicus, but not tender; the lochia
not offensive. FErgot was adininistered, and the following
day a rounded decomposing clot of blood as big as an orange
was expelled. The uterus gradually assumed its proper
dimensions. She suckled her child till near the end of the
second month, About this time she went out driving more
than once, although her temperature had never descended to
its normal condition. Then she was suddenly seized with the
perimetritic disease. It was announced by giddiness, and
severe and persistent bilious vomiting, slight acceleration of
pulse ; no further rise of temperature, no abdominal pain or
tenderness.  Some diartheea, weakness, prostration, and
emaciation. came on, and gradually increased. Professor
Gairdner, who now saw her, considered her disease to be
an indtstinetly defined swelling in the hypogastric region,
the result of an inflammation having its origin in the pelvis.
1 aoain visited her on the sixty-seventh day after her con-

=) -
finement. The whole lower half of the abdomen was occupied
by an ill-defined, moderately hard, slightly tender, swelling,
not dull on percussion, evidently formed by the matting
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%uhjﬂﬂ’i of the extension of parametric inflammation—a most
tmportant subject in practice. After delivery, for example,
or after a surgical operation upon the uterus, the organ gets
inflamed ; all the cellular tissue around it, especially on each
side of it, may become swollen, hard, and tender, The inflam-
mation extends, and the directions of its extension are very
important for you to know. The most frequent is along the
pelvic brim towards the psoas muscle, and further on towards
the kidney. It does not extend downwards, along the vagina,
towards the vulva or ano-perineal region. Tt rarely goes down
the thigh, flowing over the brim of the pelvis in its course,
or through the obturator foramen, but it frequently passes along
the round ligament to the inguinal ring.

Pelvic abscess, as distinguished from pelvie phlegmon,
extends frequently downwards into the thigh, and the abscess
finds its way among the great muscles of the limb, sometimes
even far down. An abscess may spread into the iliac fossa.
There is no direction in which it may not spread, except down-
wards into the anoperineal region; but I believe that the
phlegmon, as distinguished from abscess, rarvely spreads, except,
as I told you, upwards along the psocas to the kidney, or
forwards along the round ligament to the inguinal canal.

This limitation of the extension downwards, along the
vagina, urethra, or rectum, not only of abscess but also of
inflammation or mere phlegmon, is a very remarkable fact in
pathology. It is generally ascribed to the mechanical obstacle
or restraint by the pelvic fascia, and it is good to keep this in
mind ; but the explanation is not quite satisfactory. Restraint
by a fascia is more easily comprehended as against infiltration of
pus or extension of abscess, than as against extension of mere
inflammation.  Besides, the limitation does not nearly corre-
spond to the place of the fascia, especially posteriorly. ~ Anato-
mists describe the fascia as connected with the whole middle
line of the anterior suxface of the sacrum and the inflammation
does not come so low as the tip of the sacrum: the finger, per
rectum, has to go farther than that to reach a parametritis.

Now, these spreadings may be either mechanical, or, what we
may call meantime, vital. The mechanical fm:m of spmifding
some ingenious pathologists have very wisely tried to elucidate
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hIL'. of spreading—of inflammation and of abscess—the vital form
II: | and the mechaniecal form ; and T will give you an illustration,
i that occurred in “Martha” not long ago, of inguinal para-
"i metritis.

S. 8., aged twenty-five, has had three children, the last born
four weeks and four days hefore her admission into the hospital,

| She got on well till a week after her confinement, when she
¢ :5 had a prolonged rigor. Shortly after this a lump began to

, appear in her right groin. At first it gave her little trouble,

]| and a fortnight after her confinement she left the house. Two

| or three days after this exposure the lump in the groin began
* to inerease and be very painful. On admission there is found,
{ | extending from near the right anterior superior spine to the

1' body of the left pubic bone a prominent pear-shaped mass, the
(i smaller end being near the iliac spine. It feels as if filled with
' fluid. At its broadest it is two inches and a half, measuring
upwards from Poupart’s ligament. The uterus, and all that
| can be felt per vaginam, is soft, mobile, and Lealthy. Only, in
I the right anterior quarter of the pelvic brim, pressing high up,
| the finger meets fulness, produced by the above-deseribed
i swelling as it overhangs the horizontal ramus of the right pubic
| bone. The abscess was opened with antiseptic precautions
it and dressed. The finger, introduced into the cavity of the
" abscess, found it to be limited to the region of the external
i swelling. The discharge soon dried up, and the patient rapidly
recovered.

This case of inguinal parametritis is an example of spread-
ing to the inguinal eanal, indisputably vital. ‘When she was
examined, on admission to the hospital, there was no trace
of any disease about her womb. The disease began, as you
observe, a week after delivery, and remained for a considerable
time evidently in the state of a phlegmon; and then she went
out. The effect of the exposure was to increase the inflamma-
tion and produce suppuration. It was an inguinal Parame!:rin
abscess, dependent originally upon uterine inflammation, which,
when we saw her, had entirely disappeared—a remote
parametritis. "

I have told you that remote parametritis may affect the
region of the psoas muscle, or may affect the suet. Whether
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in the right side could not be discovered, The discharge of
pus ceased. Two months after admission, and between five
and six weeks from the commencement of the evacuation of
the abscess, she was discharged quite well.

Here is a case of psoas and iliac abscess, the inflammation
beginning three days after delivery, and relief not coming till
about seven months afterwards. In this case the abscess was
not in the pelvis, the most common seat of the abscess ; there
was no intra-pelvic disease. The abscess was remote, but
maintained its connection with the uterus—came down as far
as the brim of the pelvis and to the uterus, so as to hold it
fixed.

Some of the most important symptoms I shall now describe
to you. She lay upon the affected side, and the case I am to
read next to you lay in the same way upon the affected side,
or inclined to the affected side. The decubitus is rarely on
the healthy side. Her thigh was retracted, and in this woman
it was retracted to about half a right angle, measuring from the
position in standing or extension. The amount of retraction
varies. Extension of the retracted thigh is almost impossible ;
it can be done, but it causes so much pain that, unless under
the influence of chloroform, it would be cruelty to try to do it.
It disappears soon after the abscess is discharged, and before it
is completely healed. In my opinion it is not the result of
neuritis, because there is no special pain along the course of
the nerves, because there is no pain when the leg is at rest,
and because it comes and goes with the disease; whereas
neuritis might, as in a case we have had in “ Martha ” lately,
continue long after the original disease had gone. There are
cases where you have evidence of neuritis, but in the meantime
it is my opinion that most cases depend upon inflammation or
destruction of muscle—the psoas and the iliacus. Another
great symptom is the emaciation and haggard appearance,
which in some of these cases cannot be exaggerated, leading by-
standers to form an unfavourable prognosis, in which you
would also join if you did not know what this case, and others
that you have seen, illustrates, that this haggard, emacmt?d,

death-like, condition disappears with extraordinary rapidity
when the abscess bursts and the case begins to improve. Now,
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242 ON KINDS OF PARAMETRITIS.

of the kind that I first illustrated, ingninal parametritis; it
is one of remote psoas abscess,

You will observe that T have mentioned frequent and
painful urination in connection with pelvic abseess, or with
abscess bursting into the bladder, but this is far from a
necessary connection. Clinical experience shows that an
abscess generally evacuates itself, and continues to discharge
freely through the bladder, with very little or no consequent
irritation of that viscus. You have seen in “Martha ” cases
of long-continued discharge of an abscess, and of feeces through
the Dbladder, without the woman making any urinary com-
plaint. To this subject I shall return at the end of this
lecture.

M. A, ¥, aged thirty-three, single, had a seven months'
child seven weeks before admission to “ Martha” THas
never been well since. Catamenia appeared about five weeks
after delivery. Bowels regular. Micturition natural. In
evening, pulse 116; temperature 102°2°, Looks very ill, is
worn and emaciated. Complains of pain in the right thigh
shooting into the hip, and that she cannot walk. The right
thigh is drawn up, being flexed about fifteen degrees. The
upper half of the thigh is rounded and swollen to at least
twice the size of the other. The swollen part is tender, but
no special hardness can be found in it. The slightest touch
beneath Poupart’s licament causes acute burning pain down
the inside of the thigh. No defined hardness can be felt
above Poupart’s ligament, but there is great fulness there
and extending upwards on the right side of the belly. The
uterus is not fixed nor tender: neither is there any hard-
ness or tenderness around it. The right labium majus is
swollen, being cedematous. She was put on a water-bed,
ordered to be well fed, to have a morphia draught at bed-
time, to have the lower abdomen constantly poulticed.
Eight days after admission a pointing abscess was detected
in the upper and anterior part of the right thigh. Next
day it was opened with antiseptic precautions.  About a
pint and a half of fetid pus flowed. At the same time there
was considerable heemorrhage, apparently venous, and cer-
tainly not from the wound, which was made in thinned skin.
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the pus was intensely fetid. This putrefaction of the pus is
difficult to account for, for almost certainly there was no com-
munication with the bowel, or with any viseus; and yet putre-
faction oceurred. This kind of oceurrence forms a difficulty in
connection with Listerian antiseptics. How did the pus putrefy
without any route for admission of germs ¢ The only explanation
I can suggest is one that I have heard, namely, that while
healthy tissues will not allow germs to permeate them, such
morbid tissues as this woman had, separating bowel from the
cavity of the abscess, did allow germs to pass. That is,
however, a hypothetical explanation, No doubt the fetid pus
in this abscess led to great aggravation of the woman's symptoms.
The putrid ichor was absorbed into the blood, probably in con-
siderable quantity. This view is confirmed by a fact which
Mr. Garstang pointed out to me—that on opening the fetid
abscess (the fetor rapidly disappeared, lasting about a day and
a half) improvement immediately followed, the temperature
falling from 99°5° (up to in the evening 102°5°) down to
natural, and that in a few hours; and only once rising (ten
days after the evacuation) as high as 100'5°. And this
rising was due to some intercurrent affection which we did not
discover.

We have lately had a very rare case of this kind, a re-
mote parametric abscess in the middle third of the thigh.
Suppuration was long delayed, and when 1t did oceur it
was accompanied by violent fever. Continuity, apparently
through the obturator foramen, could at first be traced with
parametric pelvic phlegmon on the same side, but no sup-
puration occurred there, and when suppuration came in
the thigh, the continuity of tender hardness could no longer
be traced.

Before concluding, I say a few words with regard to the
troptment of these inflammations and abscesses. There
is really very little to be said. The treatment of para-

metritis in all its forms is almost identical with the treat- = |

ment of inflammation or abscess in any other sitnation—
antiphlogistic ; poultices ; occasionally, in the phlegmnn-?us
form, the use of blisters; and lastly, the use of the knife.

It is only on the use of this last that I shall here make a few ;
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this century and later) it was held that pregnancy occurring
during the persistence of such adlesions entailed great danger
to life from abortion and its consequences. But we now
know, from large experience, that abortion is very far from
being an invariable result of adhesions of the gravid womb,
and that danger to life js little increased by them. The
minute details of the hehaviour of the adhesions, in pregnancy,
are not yet described, but of some important points we may
be sure. The growing uterus may stretch the adhesions,
making more or less long bands, such as are seen in cases of
past pleurisy ; or, by combined stretching and the rubbing of
incessant come-and-go motion, they may be made to disappear
altogether. Sometimes, when adhesions are firm, old, and
organized, they are not destroyed in this way, but persist till
the end. TIn such a case they may give much trouble during
labour. A case was, some years ago, under my care, in which
they led to what has heen described as persistent retroversion
of the gravid uterus. In that case the uterus never became
free or mobile.

There are on record some very rare cases where an ovary or
a tube, or both, are found isolated, separated from the rest of
the genital organs, and adherent to some remote part, say to
the colon. This is believed to be produced by well organized
strong adhesions ; so strong indeed as, in the trial, to prove
more tenacious than the natural connections of the part. The
rarity of the occurrence arises from the rarity of such strength
of adhesions, and we have already said that, as a rule, they
quickly give way when subjected to tension. Peritonitis
oceurring after delivery may lead to such adhesions high in the
abdomen ; and then, it may be long after the adhesions were
produced, the uterus is pushed down by force sufficient to put
the adliesions on the streteh; and, the adhesions not giving
way, the force leads to giving way or division of the adherent
tube or of the structures connecting the ovary with the broad
ligament. The uterus descends, leaving behind it the ovary
and tube attached to the colon.

The indurations of parametric inflammation are sometimes
very slow in disappearing, and slowness is fostered by work,
exposure to hardship, or indiscretions in conduct. Generally,
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it ; and we had lately a case in “ Martha,” where this retar-
dation was so great as to be very noteworthy and instructive as
to times, It was indeed scarcely a retardation, rather an arrest-
ment of progress for twelve months. J. C., %t. twenty-two, left
the hospital in January, 1882, convalescent, after a left para-
metritis, not puerperal. The uterus was then fixed and drawn
towards the left sacro-iliac synchondrosis. She returned in
February, 1883, because of increased aching of left hip,
menorrhagia, and irritability of bladder. The uterus was
found to be as it was when she left the hospital. After four
weeks’ residence in “ Martha * she was dismissed cured.

The patient you observe, returned to *“Martha” after a
years' absence in nearly the same condition as when she left
it. Finding the uterus fixed to the left side of the pelvis by
concave and very narrow induration, we concluded that we
had a case of parametritis atrophicans, and we were in error.
It was a case of arrest of progress for the long period of twelve
months. The arrest came to an end when proper means were
resorted to; and progress was rapid, the uterus gaining the
middle of the pelvis as it became freely mobile. The chief of
the proper means of recovery was lying in bed, and this she
did for a month: besides this, we used local antiphlogistic
measures—Ileeches and mercurial ointment—because there was
aching lately increased and some tenderness on pressure. On
the use of mercurials I may here interpolate one remark.
That they are useful in some inflammatory conditions no one
doubts, but they have been said to be useful in destroying old
peritoneal adhesions, and this T do not believe. Adhesions
ave, so far as my experience instructs me, destroyed only by
the mechanical processes of rubbing or stretching, or both.
But parametric induration may be at any time beneficially
affected by mercurials, if it has not reached the inveterate
state of atrophicans.

We have said that the uterus may be permanently—that is,
for life—fixed by adhesions; and so it may be by the results
of parametric phlegmon or abscess. When it 1 ﬁxet{ by the
cicatricial tissue of a healed abscess the result is easily com-
prehended ; but sometimes, without abscess, the phlegmou, or
inflamed eellular tissue, becomes like the tissue of a cicatrix ; it
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alone enabled us to reach assurance that we had not malignant
induration. In this case the stricture was so tight as to trans-
mit no more than a finger, and the fixation extended even to
the mucous membrane of the strictured part; and the mucous
membrane was swollen and not smooth on the surface. These
conditions of the mucous membrane lasted only a few weeks,
but the stricture persisted when we last saw the patient, about

six months after her first dismissal ; it caused little trouble. -

In most cases the morbid rectal conditions disappear just as
the main parametric induration goes away.

There is, as I have said, rarely much disturbance by the
rectumn : oftener by the bladder, and the ecystitis may lead to
renal disease. The danger from the bladder is easily stated :
it is the risk of the cystifis being severe and becoming chronic ;
the bladder becoming contracted—the case perhaps ineurable,
The symptoms of cystitis, acute and chronic, and the difficult,
and, T am sorry to say, very unsatisfactory, treatment of these
affections, do not fall to be considered here.

‘When long persistent matting, consequent on peri- or on para-
metritis, or on both, is found, you should suspect the presence
of one or more sinuses, or of sacs of matter, and carefully look
for them. There may be no need of searching to find them,
for they often open in the groins. Rarely they are found
opening in the vaginal roof. They often open in the rectum
and bladder, but then openings in these viscera are very rarely
discovered. You find induration around the womb, and you
tind a constant or intermittent discharge of pus per rectum, or
per vaginam, or per urethram, and you conclude that there is
a sinus, although you cannot find it. We have a preparation
from a chronic case which proved fatal by peritonitis acutissima
in another region ; it shows sinuses opening into the bladder,
the rectum, and the uterus.

Lately we had in “ Martha” an interesting case worthy of
mention here. The woman was forty-four years of age, and had
been ill for a whole year—that is, since her last confinement
with her fifteenth child, She thought herself again pregnant,
There was between the uterus and bladder, and rising to within
an inch of the navel, a displaceable rounded hard tumour. Three
weeks before admission there was a great flow of pus with the
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ilinm retarded the lealing of a large parametric puerperal
abscess.

I have read of cases where dysentery was the cause of fatal
termination, but I have not seen any. In a fatal case just to
be mentioned there was severe diarrheea. Several cases have
come under my notice where persistent sinuses with prolonged
suppuration liave ruined the constitution and destroyed life by
inducing pulmonary or renal disease.

We have just had in “ Martha” a good example of death
from a chronic perimetric abscess coming on after delivery, and
remaining unopened. It led to degeneration of vital organs,
and especially of the kidneys, the end being somewhat suddenly
produced by an attack of general peritonitis. E. W. bore her
second child twenty months before admission to the hospital.
She then caught cold, and has never been well since, suffering
much from pain in the hypogastrium. For a year she has
been getting thinner and weaker, and about four months ago
she had much painful diarrhcea. For the last three months
she had been confined to bed. Now she is extremely weak
and emaciated. Heart has a systolic murmur at apex. Utrine
copious, of lew specific gravity, having a varying but large
quantity of albumen. Belly tympanitic. Labia and lower
limbs cedematous. Just above the brim of the pelvis is felt
a hard, tender mass, dull on percussion. Vaginal examination
finds this hardness, the uterus being displaced backwards, and
the bladder found to be extended below the hardness, which
was diagnosed as a chronic abscess. In this case the bladder
prevented us from aspirating per vaginam, and we held a
consultation with Mr. Willett, as to opening by dissection
through the hypogastric wall. This we decided not to do,
hecause the patient was almost moribund, and we believed the
snterference would only accelerate the progress to death. At
this time the urine was half albumen. The temperature was
97° or 98° making a sudden rise to 106 “6° the day before her
death, when it was g 7:6°,  The pulse varied from 8o to 1o00.
The post-mortem revealed general peritonitis ; dilated kidneys,
of which the right was pale and fatty, the left pale and
disorganized ; a sago spleen, A large perimetric ﬂbﬁct?.rss was
found above the bladder and in front of the uterus, which was
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large pear, beneath the sheath of the right psoas and extending
the whole length of the muscle. This abscess-cavity and the
bladder were filled with blood clot (the clot in the bladder
weighing more than half a pound), and puriform fluid, The
posterior wall of the uterus, the rectun and wvermiform
appendage, together, formed a sac containing purulent fluid.
There was no thrombosis of right iliac veins,

Lastly, I mention some affections of the lower limbs, which,
though not ending fatally, are very grave and troublesome.
The common parametritic retraction of a limb generally
disappears quickly with the disappearance of the disease
causing it. Sometimes, in sensitive women, it is a matter of
great difficulty to get the thigh again extended and useful.
This may arise from mere sensitiveness, or from injury that
has been inflicted on the psoas and iliacus muscles. In such
cases you may even have to use orthopedic machinery to get
‘the limb extended and restored to use.

Lately a fatal case of parametritis post partum was examined
in the post-mortem theatre, and the psoas muscle was found
to be destroyed, its place taken by the abscess, and through it,
stretched like fiddle-strings, passed the bare nerves. 'This case
was fatal; but, no doubt, instences of recovery, after more or
less of such destruction, occur; and I mention this case
to prepare you for the occasional but rave occurrence of
permanent injury to the lower limbs, the injury being of
various kinds, T know a case of complete paralysis of a limb,
with atrophy, and without contraction, Cases also occur of
paralysis of certain sets of musecles; and of paralysis with con-
traction. Sometimes there is atrophy of the limb, and
oceasionally a kind of elephantiasis, such as one sees after
phlegmasia dolens, and probably owning the same obstructive
venous or obstructive lymphatic pathology.

If the hip-joint has been injured, as by pus foreing its way
into it, an event which is on record, you will, if the case
survives, have to ask the advice and aid of the surgeon.
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married ten years; has had four children—the youngest
two years old; two alive; the others died during teething,
Has had no miscarriage. Catamenia began at thirteen years,
and have generally been regular; nothing abnormal noticed
about any of the later periods. About six weeks ago she
was suddenly attacked with a severe pain in the right
inguinal region, which has been present ever since when
sitting. The pain is hardly felt at all when standing or
lying down. This pain she ascribes to a kick on the belly;
and I think it is a very probable explanation of it. About
the middle of this term of six weeks she had a scanty
thin brownish fetid discharge, which has since subsided,
and is now imperceptible, It lasted for a week or a fortnight.
The pain is identified by pressing on the perineum, and
subsequently by pressing the uterus digitally. The cervix
uteri is nearly in its natural situation, patulous and hard,
admitting the finger easily. It has an irregular hard
internal surface. The uterus is fixed. The whole roof of
the pelvis presents hardness, or dense fulness, which is tender.

Now, you can easily, from the record, make out that
this woman has cancer of the neck of the womb, She
knows nothing about that, and I believe does not suspect
it ; she thinks her disease was caunsed by the kick she
got from her husband, and as, for her, the disease 1s
painful sitting, I think she is quite right as to its cause,
Somehow or other, this kick was connected with an attack
of perimetritis, an attaclk of inflammation around the womb,
inflammation affecting the serous membrane, inflammation
leading to the fixation of the uterus which we found; and
so far as her disease consists in painful sitting, this inflam-
mation is the cause of her disease. Attacks of inflamma-
tion, apart from violence, are quite common in connection
with cancer of the womb. This woman’s sufferings are
caused by inflammation around the womb in the early stage
of cancer of its meck, Now, I wish you to observe how
clearly in this case the mature of the disease was_made out.
Firstly, a cancerous uterus is not a tender one. This woman’s
uterus was not tender where it was cancerous; it was the
neighbourhood of the uterus that was the seat of the tender-
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. I go on, now, to another set of diseases, connected with the
11 coceyx, which diseases are not peculiar to women, but are,
| I believe, much more frequent in women than in men; and
| they have got a collective mame, which is also an artificial,
I not a pathological name—Coceygodynia, Now, the pathology
! of this deparment of painful sitting is so far advanced that I g
| recommend you to give up the use of this name except as i
| a proper word to express pain in the coccyx, for which '
‘: no further explanation can be given. That is to say, it 9§
, is a neuralgia ; perhaps not a pure or simple neuralgia, but yeb

i a neuralgia; and a neuralgia is, in the majority of cases, a
il disease of which no further explanation can be given. Indeed,
“ many of the cases usually included under coccygodynia are I

. not diseases of the coceyx at all.

|| :, i This coceygodynia is not without its analogues. For,
1 apparently in connection with some disorders of the stomach,
. the xyphoid cartilage becomes tender, and pressure on it or “Hf
Jlf movement of it is painful; and this state sometimes causes -

|il; alarm to the sufferer. k
'1,!,;[ Oceasionally the coceyx is the seat of inflammation ; or its

i periosteum gets inflamed ; and you have abscess around it.
Of that disease I have not seen an example, but 1 have seen
enough to show me that such a disease may exist. I have, for

| . .
i instance, seen a periosteal abscess extending from the point of .
the coceyx to the base of the sacrum, the whole length, which :

=

shows that such a disease as inflammation and abscess of
the coceyx may occur. There is no doubt, indeed, thab
it has occurred. But the commonest cases of neuralgia of the
coceyx or of true coceygodynia, although they have tenderness, 3
or Tather sensitiveness, as a symptom, have no inflammation, no |
inflammatory tenderness. Now, this disease is common, and |
it is common in men as well as in women. I have seen
cases of it in men, although I come very little in contact
with that sex. In men it generally arises from constipation or
some disorder of the rectum, such as hemorrhoidal congestion. [ F
I may mention an example of it as it occurs in women. A
yoang lady in her first pregnancy, enjoying perfect health, %
was sent to me, only two days ago, by her Lusband, because she
could not sit. When she came into my room she langhingly said ~ 1§ %
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rhenmatic condition of these ligaments. Neither have I any
doubt that she will get quite well: she is in the process of
cetting well. You observe that, in this case, the disease was
brought on by injury sustained during labour. This intelligent
woman's account of the second stage of her labour, and of the
pain in the coceyx, leaves no room for doubt that then the
disease was produced. The pain she suffers now is the same
she suffered then—only much less. This case I recommended
to be treated by hot bathing, by keeping the bowels easy, so that
large masses of fieces might not descend and cause great
extension of the coceyx. No more treatment was demanded,
because the case was progressing slowly in a very satisfactory
manner. Should it prove obstinate, I should be inclined to
recommend to this woman to have the sacro-sciatic ligaments
divided at their attachments to the coccyx—an experiment
which is well worth trying. It has frequently failed to cure
this disease ; but then its failure may be because the treatment
was used in cases for which it was not appropriate. This
disease is only in that condition of progress in which we are
differentiating the various kinds of it. You are not therefore
to condemn this treatment altogether on account of its failures,
till the disease is much better known and the proper cases
for this operation of dividing the ligaments are made out; if
there are any proper cases. Its success in some cases surely
indicates that there are proper cases. I should be inclined in
the case of this lady to recommend its trial if the disease
proves inveterate.

Before I pass further on, I shall make a statement to show
you how imperfect yet is our knowledge of this disease. An
eminent author, calling this disease coceygodynia, which
indicates the want of recognition of the various diseases
included under that name, says that a characteristic of it is
that while pressing upwards or from the ountside is pslxinfu‘l,
pressing downwards or from the inside, producing extension, 15
not painful. The opposite was the condition of the patient in
the case I have been describing to you, and the opposite is the
condition T should write down if I were making such a general

statement. I should rather be inclined to say that you had 3

always pain from pressure extending the coceyx, pressing from
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after dividing the connections between the sacrum and coceyx,
or at the very time of the accident.

The next case I have to give you is a case of dislocation
forwards, and you will see that this is a much more impor-
tant accident. The dislocation forwards in the case I am to
read was traumatie, as in the last case. Mrs, N, aged thirty-
eight, married for three years and a half. Has had three
children. During her last confinement she required some
extraordinary assistance, which she could not deseribe to make
intelligible. Ever since that time she has had pain in what
she calls her “tail.” The pain is now almost gone, and she
would say nothing of it were it not that sitting brings it on;
and she wishes to have her power of sitting restored. On
examination, the coccyx is found in a position of extension,
pointing downwards and projecting against the skin; it is not
tender. Further examination finds its motion very restricted,
and that it is dislocated forwards. You can easily understand
that dislocation backwards with flexion is a comparatively
innocent matter ; but if you have dislocation forwards, and the
coceyx pointing down upon the perineum, as it did in this
lady, pain and aching will arise from sitting upon the point of
the coceyx stuck into the seat, if she sits otherwise than upon
a single ischium, All patients suffering from this disease or
any of the allied diseases sit in a peculiar manner upon the
edge of the chair, resting upon one ischium (next the chair).
In this way they escape the pressure upon the perineum.
Surely it is extremely desirable that this disability should be
cured, In this case T made no recommendation but one. The
only thing that could cure this woman was to remove the
bone, or at least to set it free: to put it into some other
position. T should think the simplest matter would be to take
it away altogether. In a case like this, did the woman not
get accustomed to the state in which she is, I should ecertainly
have no hesitation in dividing the connections of the sacrum
and coceyx, putting the coceyx into a more convenieut position,
or removing it altogether.

Removing the coceyx altogether has been lrecnmmended for
coceygodynia, in a general or comprehensive seuse, and I
am not to advise you never to resort to it. As little do I
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disease; but there can be no difficulty, when we recognize the
fracture and dislocation of the sacrum, in aseribing the morbid
conditions internally to the fracture and bad healing of the
bone. 1t is evident that the fracture led to some effusion on
the left side of the uterus, and some adhesions in Douglas's
space, causing hardness. This accident, were the woman
young, might produce very great difficulty in delivery, and
it would require careful consideration, if a woman having it
contemplated marriape; still more careful consideration if
she were in the family-way. On that subject I have not
time to enter.

The next case 1 have to mention to you is a still raver one :
not fracture, but dislocation of the spine upon the sacrum—
a case of spondylolisthesis. This word does not indicate the
region of the affection, but its use is confined to the conditions
I am to describe. There is no fracture here, for you have a
joint, and the bones slip upon one another. The first bone of
the sacrum and the last lumbar vertebra can be mutually
dislocated without much fracture. There might have been
fracture, but we found in this case no evidence of it.

E. H., aged sixty-three, admitted for carcinoma uteri. She
had a considerable time ago a fall from a trap-door on her
back, about fourteen feet. She was stunned, and afterwards
could not walk for many days. Ever since she has had pains
all over both legs, but no loss of sensation or motion. At or
behind the first bone of the sacrum is a prominence, continued
downwards into a strong sacral convexity retiring within the
fold of the buttocks, the sacrum being unnaturally curved
forwards as a whole. The lumbgr spine is in a state of
slight lordosis. Nothing additional is made out per v.ftginam.
The conditions indicate spondylolisthesis or dislocation for-
wards of the spine upon the sacrum, But the case may ha:re
involved fracture, which is not an essential part of spondylolis-
thesis. In this the dislocation is rather the result of a pn:acu]iar
deformity, or imperfection of a verlebra, with elongation of
the lamine, than the result of mere displacement with or
without the fracture. :

Before concluding this lecture, I have a few W[::rds.tﬂ say §
upon a condition of the joints of the pelvis which is rare =
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difficulty is in being quite sure of the movement. In a
healthy woman you can make out no movement, or almost
none. You start from that. If, then, you find distinct
movement, you may be sure that there is this morbid con-
dition, This distinct movement is best ascertained by placing
the left hand below the sacro-iliac joints (the woman lying on
your hand), and pressing one or other haunch-bone by the
right hand, while the woman lies quite still on her back: the
left hand, feeling simultaneously the spines of the sacrum and
of an ilium or of both ilia, makes out the movement of the
one on the other. I advise you not to be sure you make it
out till you have perfectly satisfied yourself. Supposing you
make it out, is there anything to be done? Like many
others, this disease is fortunately often spontaneously cured.
Tt is natural to expect that, as in a cow, the moving huckle-
bones get fixed again after parturition, so in a woman the
movable hauneh-bones will get fixed after parturition; and
the same may happen more slowly in the extraordinary or
morbid cases I am deseribing. In such cases I have always
encouraged a woman to walk, to brave out the pain if she can,
because the irritation produced by the walking may conduce to
the refixation of the joint. Cases of this kind do get better.
The bones do get fixed again. Until they get fixed there is
one means which is of great value—that is, a very firm bandage
around the pelvis. You give an artificial fixedness. Now,
you will find it very difficult to get a woman to wear this
bandage, because it is extremely unpleasant in itself ; and it 1s
only after she has found the advantage of it that she will
consent to wear it. The bandage must be made, not of
ordinary bandage materials, but of horse-girth stuff. This is
put round the pelvis, and strapped as tightly as the woman
can endure ; and if it is to be of any use it must be incon-
venient, because, in order to be fixed upon the proper part,
it must descend to a considerable extent upon her limbs—that
is to say, it must come down to, or even a little below, the
trochanter major,—and this makes walking very disagreeable.
I have seen cases in intelligent women where I can have no
doubt of the real advantage of this bandage—where, indeed,
the women could not walk without it. In many it does good







LECTURE XXX,

ON ACHING KIDNEY—PYONEPHROSIS—STRICTURE
OF URETHRA,

THE first subject of this lecture is Aching Kidney. I shall
read to you no individual case of this disease, because, in
the class of patients that come to St. Bartholomew’s it is not
considered grievous enough to secure a bed in the hospital.
Among the better classes, where diseases are often unjustly
appraised, it is regarded as of the greatest importance and
interest. We have had many cases in “ Martha ” of aching
kidney, but in them this affection has been merely an epiphe-
nomenon, or a part of other diseased conditions,
This disease is sometimes, both in men and women, very
easily recognized. There are achings in cases of what is
called floating kidney. The patient can put her hand upon
the lump, and say, “ Here is the pain,” and there is no difficulty
in recognizing the disease. But there are some cases in which
the disease is difficult to identify, In pregnancy, for instance,
right or left hypochondriac pain is very frequent. In many
cases I have been able to be quite sure, from the history before
and after pregnancy, that the disease was not fo be classified
in the vague way that is implied in giving it the name of
hypochondriac pain, but that it was really aching kidney. In
pregnancy you have opposite conditions to those in floating
kidney in ordinary circumstances, for if pregnancy is advafn.:ed,
you cannot get at the kidney to feel it and identify its position.
Here I may remark that, while the disease often occurs in
pregnancy, yet some women who are liable to it do not suffer
while in that condition. A patient, now under my care, has
tender aching right kidney, which began fourteen days after
last confinement. Before her recent pregnancy began she had
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272 ACHING KIDNEY.

connected. That you all know, and I have not time now to
enter upon the embryology of the subject. As the genito-
urinary organs become developed they get separated from one
another, and their close connection does not strike the student
of adult human anatomy, forgetting the anatomy of the embryo.
But in the adult you oeccasionally find the proximity of the
organs maintained. The kidneys are sometimes found in the
pelvis, and cases are recorded where kidneys in the pelvis,
maintaining their proximity to the genital organs, have been
the cause of difficulty in labour. Now, not only have these
two organs an embryological or developmental conmection, but
they have an intimate connection in pathology. Of that con-
nection the disease I am now speaking of is an example; and
I shall give you another example, merely mentioning it. A
woman, after abortion or delivery at the full time, has an atfack
of parametritis. This parametritis extends; and a favourite
extension, as everybody knows, is along the cellular tissue in front
of the psoas muscle and up to the suet. Cases have been very
carefully observed where there could be no doubt that an abscess
of the suet was the result of inflammation of the womb—
following an operation—following an abortion—ifollowing
delivery at the full time. This is another pathological connec-
tion between these parts, and I might give you more; for
analogous inflammations are observed in the virgin. It is worth
while to add that I have not distinctly traced the reverse morbid
influence, or renal affections producing pain or disorder of the
genital organs.

It is not usual to find both kidneys aching, and T guess—I
can use no stronger word—that the left kidney is more
frequently the seat of disease than the right ome. You are
not left in your diagnosis, in all cases, merely to identification
of the seat of the pain, although that may be sufficient.
Frequently in the region of the pain you can ﬁt_ld distinet
fulness: that is a very important physical condition, that I
have not time to explain to you. It can scarcely be made out
in a fat woman ; but in many cases this condition of fulness
over the affected kidney is easily recognized. _In addition,
swelling of the kidney or of the suet, or of both, is nm? rarel;r
to be made out, The physical examination of the kidney 1s
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. Before 1 leave this subject I have to make a statement
about the importance of this disease—a statement that gives
| it a greater importance in exceptional cases than it has in the
| general run. At present I have three cases under my care
| where aching kidney was easily diagnosed. TIn ome of them
| there are occasional appearances in the urine of a small
quantity of albumen. These occasional appearances of albumen
i are discovered by being looked for; and the looking for is -
| stimulated by the occurrence of general ill-defined illness, or

1| bad headache, or something of that kind, which leads you to
k inquire into the condition of the urine in a woman who has
i aching kidney. In a few cases of aching kidney of this kind
i I have detected the repeated occurrence of albumen in the
li urine. It oceurs in generally small quantity, but quite
distinetly, and it ocours either without any casts, or with few.

LI I have under my care at present a sufferer from aching kidney L
| who recently became pregnant, who went on in pregnancy for i
i four months, and then albumen appeared in her urine in small S

quantity. It appeared without any aching in the kidney, and =
it was not in the form or under the circumstances 1n which 1t
causes very great alarm. It was a repetition of what had
occurred long before her pregnancy, while her kidney ached =~ W4
severely. The albumen disappeared from the urine entirely in .
about ten days. She was then supposed, and supposed .
herself, to be doing remarkably well, when a miscarriage .
occurred.  Just as the albumen had distinct connection with :
the aching kidney, so had the miscarriage. The miscarriage
was caused, no doubt, by the death of the feetus ; the death of
the feetus was caused by disease of the placenta; the disease
of the placenta was connected with a morbid or watery
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condition of the blood, which was probably present in this
delicate woman in an exaggerated state. The disease of the
lacenta showed itself by the production of extensive yellow
patches. These yellow patches are decolorized cotyledons, E
which have been thrombosed previously and rendered useless :

to the feetus.  The cotyledons in this woman’s placenta became |
thrombosed one after another, until the placenta was reduced 3
in useful area to such an extent as to lead to the death of the
feetus; and this thrombosis of the placenta had, no doubt, an 3
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A. 8., aged nineteen, was in “Martha” in October,
1876, with vascular tumour of the urethra. It was removed,
and she was discharged cured at the end of the month. In
March, 1877, she was again admitted, with recurrence of the
arowths around the urethra and hymen, They were cauterized,
and she was discharged relieved in April. In May, 1878, she
was again admitted, and this time under my care. She states
that a few days after leaving the hospital her painful symptoms
returned, and are now worse than ever. She has pain and
smarting on micturition, and has to pass water about every two
hours. Four months ago she noticed a lump in her right side.
It is ovadually enlarging. Before she discovered the lump she
suffered pain in the part for two months. It is constant, and
though never very severe, has occasional exacerbations, The
mammary areola is of about the area of a shilling, and the
mammilla not larger than in a male. In the right flank is a

lobulated tumour, the chief lobe or nodule of which is just

helow the umbilicus, and two inches to the right side. Thereis
a feeling of fluid contents ; good resonance below the tumonr,
and a streak of imperfect resonance between it and the liver.
Tmpulse can be most distinetly obtained between the renal
region behind and the front of the tumour. Around the
posterior two-thirds of the orifice of the urethra there is
arranged, in a moniliform manner, a series of five erimson flat
uleers of about the size of coriander seeds. They are slightly
raised, and have irregular starred edges. They are super-
sensitive. The bladder measures five inches from the orifice
of the urethra to the fundus, and is natural in point of
sensibility and elasticity. The cervix uteri is very small; the
probe passes into the cavity two inches and a half. There 1s
no hymeneal obstruction. On May ¢ the upper and right lump
was tapped with a fine trocar and aspirator. Nothing came
out. On May 13 the urine, acid, had a specific gravity
of 1,012 ; faint cloud of albumen: slight deposit of pus on
standing. May 18: Under chloroform, the most prominent
part of the tumour was tapped with the aspirator trocar, and
three or four ounces of extremely thick viseid purulent fluid
drawn off, somewhat like putty. No pain or tenderness
followed the operation, and she was discharged on June 27.
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under my care. Having resolved not to interfere with her
kidney, it was our duty to consider what we could do for her
main suffering—her irritable bladder. In order to decide
what was to be done for her irritable bladder, we had before
us one of the most difficult questions in practice— Where
is the disease ? This irritable bladder, was it the consequence
of the pyonephrosis ?—was it the consequence of the
condition of the orifice of the urethra that I have already
described 2—was it the result of disease of the bladder itself ?
Upon the decision depends the line of treatment. In this case
we excluded disease of the bladder by examining it, and
finding (as you observe is recorded in the history of the case)
that the bladder was natural, capacious, not tender, and elastic.
A woman suffering from a slight degree of cystitis would have
her bladder somewhat contracted, exquisitely tender to the
touch of the sound, and hard or inelastic. 'We had no hesita-
tion in concluding that it was not the bladder that was in
fault. We had next to consider whether it was the kidney or
not, That the kidney was the cause of the irritable bladder

in this case was rendered very improbable by the fact that -
the irritable bladder had existed before the disease of the -

kidney existed, and had not been aggravated by the increase
of the disease in the kidney. Lastly, we had no hesitation in
concluding that the imitable bladder was the result of the
disease of the external genital orgams, affecting in her at one
time the urethra, at another the urethra and parts external to
the hymen ; and, when she came fo us, affecting the urethra
in the peculiar way I have mentioned. Were this woman
married she would infallibly suffer from dyspareunia, producing
vaginismus. The peculiax disease, of which this is an exeel-
lent example, is like lupus in its history, recurring after it
is healed or extirpated. Here we have it, mot producing
dyspareunia and vaginismus, because the woman is not married,
but producing irritability of the bladder, one of its most common
‘eonsequences.

Notice the interesting circumstance that the disease at first
presented itself as a caruncle of the wrethra. The nature of
that caruncle, or the fact that it was not a common caruncle
at all, but a slight kind of lupus, is shown by the history of
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280 STRICTURE OF ‘URETHRA.

better one. A woman came to us suffering from irritable
bladder. She had to make her water frequently, sometimes
every few minutes. It was not a case of hours, but of
minutes, and she could not get good sleep. On examining
this woman we found that there was no orifice of the urethra
in the natural situation. She had no history of syphilis, of
lupus, of operation, or of injury; yet there was no orifice in
the situation of the urethra, A little to the right side of the
natural position of this orifice was a very slight redness, A
little surgical probe pressed against this redness entered the
bladder, The orifice of the urethra, then, was strictured. On
examining the woman's bladder we found it not expanded
unnaturally, It was a large bladder, but not larger than you
frequently see in healthy women; but we found the urethra
expanded. The bladder cavity did not begin at the internal
orifice of the urethra. There was no urethral canal. The
bladder was not inflamed in any degree; it was soft, not
tender, and large, though not unnaturally large. Now, here
is a very plain case. A little operation was performed with a
bistoury, enlarging the external orifice of the urethra, so that
bougies numbers 15, 16, and then 18, were passed into the
bladder. Within two days the canal of the urethra had re-
formed itself; and from the moment of the operation the
woman was cured. She slept that night, she had no irrita-
bility of the bladder at all, and made no complaint. She
remains cured. Much might be said upon this case, as
illustrating very important subjects both in uterine and in
vesical pathology. To-day T have only time to show you how
important it is as indicating that disease at the orifice of the
urethra may produce irritable bladder. It confirms in a very
remarkable manner—as remarkable as if we had made an
experiment for the purpose—the statement I have made, that
an irritable bladder may be due to a disease affecting the
external orifice of the urethra or its neighbourhood. The
disease here was evidently congenital ; and it is impossible to
explain why it began to cause trouble only in adult _lifn. _

Cases of stricture of the urethra occur occasionally in
« Martha,” They are generally inflammatory results of lupus
minimus or of lupus maximus.
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as those of the simply irritated bladder that I am going to
describe.

Some cases of irritated bladder are no doubt explained by
the irritation being conveyed, not through contiguity, not
through any nervous connection, but through the passage of
morbid produets from one organ to another. For instance,
there is no doubt that in children irritation of the bladder is
frequently a sign of gravel. That is a well-known cause of
violent pain in children, accompanied by intense irritation of
the bladder, and it is frequently explained by the passage of
the cayenne-pepper-like grains of uric acid through the bladder
and the urethra. In adults the same irritating character is
sometimes ascribed to other kinds of gravelly urine or phos-
phatic urine, But I am inclined to think that urine not de-
composing, yet containing ordinary morbid elements in solution,
will not irritate the bladder. It is, in general, only when you
have the urine decomposed, or carrying with it solid matters,
that you have a bladder thus irritated.

The importance of this subject has been fully recognized.
No diseases are more urgent than diseases of the bladder, on
account of the great suffering and inconvenience which they
cause, If you do not diagnose properly a disease of the
bladder, if you mistake a merely irritated bladder for a more
real disease of the bladder, your whole treatment will be mis-
directed, and you will be, so far as your ignorance is blamable,
a bad adviser to your patient.

A bladder may be sympathetically imitated by diseases of
the kidneys, of the ureters, of the urethra, of the external
ovgans of generation, of the pelvic organs; and it is impossible
to exclude some conditions of the bladder itself as a source of
mere irritation.

Now, what are the indications of mere irritation of the
bladder? To the patient the great indication is the frequency
of urination. This is often accompanied by pain in urination,
or strangury. But frequency of urination is not of itself a
proof that a woman has irritable bladder. For example, an
hysterical woman, when she is under the influence of that
condition, urinates frequently because her bladder is frequently

and rapidly filled. And it is not an uncommon thing for
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large amount of mucus, some pus, some blood, and an alkaline
condition of the urine—lead you to suspect or helieve that
the bladder is not merely irritated, but also diseased, and that
not secondarily merely. You have to consider whether the
bladder may not be sympathetically inflamed in a slight degree ;
and, secondly, whether these products discovered in the urine
may not be derived from other sources than the bladder.
Mucus is seldom derived in large quantities from the ureters
and pelves of the kidneys, so that a large quantity of it is
more distinetive ; but it is impossible to say where the limit
lies between the amount of mucus that may be secreted from
the pelves and wureters of the kidneys, and that which is
distinetive of vesical catarrh, Lastly, in order to complete a
diagnosis of a case of irritated bladder, you examine the
bladder itself. I think this is the most important part of the
means to be employed, and I shall make special reference to
it at the close of the lecture.

The urine may contain fat and hairs from a dermoid cyst,
and I have seen such a case treated long as if it were one of
simple curable irritable bladder.

I propose now to give you some examples of this disease,
most of which have occurred in “ Martha ™ during the last few
weeks. I begin with a case which is extremely clear. A
young woman, a long time under treatment elsewhere for
menstrual disorder, consulted me, and the only thing I could
find wrong about her was an aching left kidney. She had no
doubt had menstrnal disorder, but I could find by physical
examination nothing to account for it. When I saw her first
her urine was quite healthy. Some months afterwards she
returned to me, and then her complaint was of iritated
bladder, and she gave the best description of her symptoms by
saying that she had to get up several times during the night
in order to make water. The examination of her bladder
revealed a perfectly healthy condition. The u_rine was limpid,
without deposit, of a natural specific gravity, and _lnn]:..jed
healthy in every respect. But on more careful examination
it was found that her aching left kidney was worse t.ha,n it
had ever been, and that her urine contained albumen in con-
siderable quantity. Here, then, you have a case about whicl
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286 ON IRRITABLE BLADDER.

the stricture of the orifice of the uvethra, & cure was instan-
taneously effected. I will give you another example where
the disease arose from caruncle of the urethra—caruncle of
an irritable kind.

S. S, aged fifty ; has been married thirty years. Catamenia
ceased a year ago after previous regularity. Complains of
foreing pain in private parts, and of frequent micturition when
she is not in bed. Urine aecid, specific gravity 1,020, no
albumen, some phosphates. Attached to the posterior lip of
the urethral orifice by a large pedicle is a small red caruncle of
the size of half of a small split-pea. It is extremely tender.
It was removed, under chloroform, by scissors. Next day
hemorrhage to the extent of some ounces was checked by
ligature of a small vessel in the wound. She remained in
“ Martha” twelve days after the operation, and had no com-
plaint whatever after the caruncle was removed.

This, again, is an example, as clear as possible, of irritated
bladder cured by the removal of its cause, the cause not
residing in the bladder, but in the external parts. In a former
Jecture I recorded a case where we had shight difficulty in
diagnosing a case of irritated bladder while the woman had
pyonephrosis, which of itself was enough to account for it;
but she also had disease at the orifice of the urethra. Now, in
that case you will remember we made out that it was the
disease at the orifice of the urethra that was the cause of the
woman’s great and chief sufferings—namely, from irritability
of bladder. When the disease of the urethra was removed,
she had tio irritation of bladder, although the pyonephrosis
existed. When the disease of the urethra returned, she was
unaware of its return, but her irritability of bladder returned,
and that was her great complaint.

I might give you more examples of disease of the external
genital organs causing irritated bladder; but I go on to say
o few words as to the most difficult part of the subject. I
refer to cases where the cause of the irritabillty of the ‘Ezlﬂddcr
is in the pelvic cavity or in the bladder itself. It is well
known that the bladder sympathizes with all sorts nf_ diseases
in the pelvis, and its sympathy is evidenced by irritation. In
the case of inflammatory diseases, and in the case of some non-
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wetting her bed, and to over-distension of the bladder beginning
then, The bladder was enormous. A vesical sound could be
passed into it—1I forget the number of inches—Ubut it could be
felt at the umbilicus. There was no other disease present.
The urine was healthy, and the case was cured by keeping the
bladder empty. In order to keep it empty the bladder required
more than to be evaenated by passing a catheter. A bladder
may remain well filled while the urine has free exit throngh a
catheter, In such a case, in order to insure that the evacu-
ation is complete, you have to squeeze it out through the
catheter ; as the sportsman does with rabbits he has shot.

That is a simple case, and I have seen more than one of
that kind, such as one that came under our notice in “ Martha ”
not many days ago. She was an ouf-patient, so that I cannot
tell what effect upon her the treatment by regularly emptying
the bladder has had. Her case was evidently one of this kind.
I will read part of it as given in the letter which was sent
along with her:—“Many years ago she was a patient of
Dr. T. when she had uterine displacement with bladder
symptoms. Five years ago she had an accident, and since that
time the bladder symptoms have been worse, She complains
of pain in the region of the bladder. At one time she cannot
hold the urine, and at another she has to pass it very frequently.
There is nothing abnormal in the urine, but occasionally it is
alkaline.” This woman was found to have a bladder of greatly
exaggerated capacity, but otherwise healthy.

In these cases the bladder is sometimes not only large in
capacity, but hypertrophied. Many are of extreme difficulty ;
and T pass on to another important point.

Trritation sometimes does mot oceur when you would most
expect it, when even the bladder itself is diseased. Of this
T shall give you several examples, You remember a case of
pyonephrosis to which I have already referred. That pyo-
nephrosis did not bring on irvitability in the woman's bladder.
In a case lately in “ Martha,” a urethral cyst did not bring
on irritable bladder, but the treatment for the urethral cyst
brought 1t on severely for a time.

Mrs, A, D., aged thirty-one, two years married ; no children;
came into the hospital complaining of dysmenorrhcea, which
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brown with blood, and there was much gelatinous mucus and
copious pus: yet the woman had no elevation of temperature,
no acceleration of pulse, no irritability of bladder; indeed, no
complaint,

These cases show you the extreme difficulty of this subject,
but they are so rare that they do not greatly diminish the
confidence that you can place in the means of diagnosis that I
have been describing. Before I pass on I shall tell you
another curious condition in which a bladder ceases to be
irritable.  You know that, in cases of ulceration of the bladder,
suffering is sometimes so intense that life is scarcely worth
maintaining. I do not know any more dreadful picture of
incessant agony than that of a woman suffering from chronic
ulceration of the bladder of the kind that I am referring to.
I remember well a case of this class, in which the woman her-
self prevented me from opening her bladder to see if making
a vesico-vaginal fistula would relieve her dreadful sufferings.
I was not sure that it would have relieved her, but I hoped
that it might. Years afterwards, the woman got married,
After her marriage a great ulcer broke out in her leg, and she
went to the surgical part of the hospital, and had her leg cut
off When she left the hospital she came to me, to tell me
that she had no trouble with her bladder now. Nothing
could have astonished me more than this announcement. She
told me also of her marriage. I asked her how she made
water. She said she never made water. She had no vesico-
vaginal fistula; her bladder was a mere slight dilatation of the
urinary passage, through which the urine flowed without being
arvested in it. She never made water; she had stillicidium
uringe from the urethra; her bladder was a non-existent organ
for her—it was extremely small. In that case the examina-
tion of the bladder was necessary in order to diagnose the
diseased state.

- 1 come now, lastly, to describe what I consider by far the
most important point in the diagnosis of merely irritated

bladder—viz., the physical examination of the bladder, to

ascertain its healthy condition or the reverse. This is done by

S

the use of a sound. I here show you a common vesical sound
which I use for the purpose. By this instrument you ascertain
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204 ON HEPATIC DISEASE IN

theea is common. That is a very different thing from saying
that amenorrheea is the consequence of this special lesion, fatty
liver. * Hyperamia, or congestion of the liver, is said to be
produced by suppression of the menses and by the menopause,
I am not aware of anything that confirms this statement.
Portal obstruction, however, such as oceurs in cirrhosis of the
liver, might naturally be expected to produce congestion of the
womb, as well as of the other pelvie organs, and menorrhagia ;
and of this I have seen undoubted examples. One occurred
not very long ago in “ Martha.” The woman was thirty-one
years of age; she had borne eight children, and had had three
miscarriages, the last of which occurred a year before her ad-
mission into “ Martha.” Since that last miscarriage she became
very ill with chronic hepatitis, Of the chronic hepatitis she
was quite unaware, but, simultaneously with the occurrence of
the chronic hepatitis, her menses became more profuse and
long-continued ; and it was on account of this condition that
she came to “Martha.” We examined carefully the pelvic
organs, and could find there no disease to account for the
menorrhagia; and, being satisfied that her chiet disease was
chronic hepatitis, and that the chronic hepatitis was the cause
of the menorrhagia, we had ler transferred to Dr. Church’s
care. There I helieve she soon died of the disease of the
liver. Menorrhagia here was a distinet result of the hepatic
affection.

I now eome to consider the influence of hepatic disease in
pregnancy. Here you will find remarks very common abouv
the pressure of the gravid uterus upon the liver, disordering
its functions and leading to disease of the organ. Even in
good authors, statements like these oceur. Similar statements
you are probably familiar with in connection with the uremia
of pregnancy and parturition. I ask you, in the meantime,
not to believe any such statements, either with regard to the
liver or with regard to the kidney ; and I cannot omit here
making a remark which is of importance in medical philosophy.
You would scarcely believe,—yet it 1s quite true,—that men
state, as if it were a fact, that there is great pressure upon the
liver and upon the kidney in pregnancy, and proceed to reason
upon this, not only to found theories of disease upon it, but
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296 ON HEPATIC DISEASE IN

nutrition, But there is another kind of vomiting in pregnancy,
pernicious vomiting, our knowledge of which is extremely im-

perfect, and upon which some remarks are called for. These |

are cases of vomiting in pregnancy, described by many authors,
which prove fatal, sometimes suddenly and unexpectedly,
without any apparent cause, or without any suspicion of the
cause at the time the histories of such grave cases were written.
Along with such cases have to be included some similar cases
of sudden and unexpected death after delivery, or after
miscarriage.

Our knowledge of the physiology or pathology of parenchyma-
tous degeneration of the great glands seems to throw light upon
this fatal or extremely dangerous form of vomiting in pregnancy
—+to show that the vomiting in such cases is something more
than a morbid innervation, that it is a symptom of a disease.
The case I am about to read to you, I am quite sure, some years
ago, I should have regarded as one of vomiting in pregnancy
proving fatal, T should not have known how to go any farther.
But you will find, as I proceed, that I have dealt with that
case in an entirely different manner, deriving my knowledge
from recent researches into the nature of a disease called
icterus gravis, or what used to be called yellow atrophy of
the liver.

Tt has recently been discovered by physiologists, that, in
healthy pregnancy the earliest stage of this disease occuls ;
that is, that the great glands of the body (especially the liver)
undergo in healthy pregnancy, and in healthy suckling, a
certain degree of parvenchymatous degeneration. This is ’Fhe
first stage of the grave disease which I have named. Like
the watery Dblood of pregmant women, this parenchymatous
degeneration is not called a disease, because it is the normal
condition. 1If it were found in a woman not pregnant or
suckling, it might then be called a disease; but as it is
believed to be the regular normal condition in pregnancy and
suckling, we do not call it a disease. No doubt this paren-r:hy-
matous degeneration is, so far as our slmrt-sxghtednerss ouides
us, an extremely unfortunate thing for women, leading them,
as it were, upon the ice, and making them liable to da@mnuﬁ
diseases. The condition of the blood is probably a chief part
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308 ON FIBROUS TUMOUR

discharee, .but a regular flooding ; and in this case a woman
bleeds as in ph}ehntnm}*, a large sinug being open, and I have
seen sun}h openings. This kind of bleeding, I believe, leads to
death, directly and indirectly, nearly as frequently as post-
partum l}zemﬂrrhage causes death divectly. Sometimes it causes
death directly or at once, but more frequently indirectly, by
producing extreme anmmia ; the woman dying, perhaps without
any loss of blood at the time. Examples of both of these fatal
terminations are not very rare,

These tumours are very important : they frequently interfere
with utero-gestation. They are themselves liable to disease ;
inflammation and sloughing, and probably other forms of
degeneration. They are dangerous to life from sometimes
producing chronic or acute peritonitis ; occasionally appearing
to produce what is called cancerous peritonitis, the latter half
of this name being suggested by the rapidity of its progress.
Very rarely peritonitis and death are induced by peritoneal
rupture. I have known peritonitis and death caused by crack-
ings of the outside shell of a fibroid which was caleified en
cogue, and in which the cogue was made to crack or burst
outwards by the shrinking of the internal parts of the tumour.

Gometimes the disease produces an extreme and even
dangerous amount of constitutional or gastric irritation, so
called from our present ignorance of its real pathology. Some-
times, but rarely, it causes obstruction of the bowels. 'We have
:n our second case for to-day’s lecture an example of a rare
fatal termination of this disease ; in the midst of convulsive
and other nervous phenomena induced by uremia, the conse-
quence of partial and long-continued obstruction of the ureters.

Such, gentlemen, 18 a rough outline sketch of the pathology
and formidable character of the disease of which we have
yecently had two examples in “ Martha” Now for the history
of the first case.

T. G., wet, forty-five, married twenty-three years ; three children,
the last seventeen yearsago. (‘atamenia commenced at fourteen
vears of age; last occurred a fortnight ago ; latterly irregular ;
interval from four to six weeks ; of about four days’ duration ;
on the last occasion the loss excessive. No leucorrheea. Two
years since, first noticed a swelling in the lower abdomen, which






JI0 ON FIBROUS TUMOUR

The treatment adopted was a course of ergot. In many
cases this drug is of no avail, but in this case it had results so
immediate as to cause astonishment. I must remind you that
the tumour was so soft as to give the idea of fluid: this is
exactly the kind which is known to be most benefited by ergot.
We injected three grains of ergotine underneath the skin ; this
was repeated several times at intervals of a day ; but it had at
length to be discontinued because it produced very serious
diffuse inflammation of the cellular tissue, narrowly and fortu-
nately without a suppurative termination. This effect we found
to be peculiar to the patient, for the same injection caused no
inflammation in several other women, the same solution and
syringe being employed. In place of it, a fluid drachm of the
liquid extract of ergot was given daily by the mouth. The
result of the treatment has, as far as I know, never been
surpassed as regards rapidity of diminution of the tumour. The
dulness which extended one inch above the umbilicus was in
forty-eight hours reduced so as to extend only to the level of
three inches below it. Such a remarkable result could only
have been produced in & soft tumour.

This improvement was accompanied by arrest of bleeding.
After being in the hospital two months, she went out, having
lost the puffy anzmic appearance, and having acquired a healthy
aspect. The use of the ergot may now be given up, for a time
at least. [Seven months afterwards she was heard of, and fully
maintained all the improvement.]

A few words about abdominal tumours connected with the
uterus, which diminish. You must not suppose that uterine
fibroids are the only ones. From them, as the result of their
shrinking, blood and dematous fluid, which- is often very
abundant, may be expressed by the contractions of the muscular
envelope. Indeed, at length, and probably also from the
mechanical compression, the very tissue of the tumour may
be absorbed. I saw a case in the hospifal, the other day, in
which there was a tumour in the lower abdomen, with loss of

blood, while the patient was taking styptic medicine. Idiagnosed = "

a morbid pregnancy. The tumour rapidly diminished, and there-
fore the diagnosis was thought to have been very far wrong ; but

suddenly a dried-up placenta and factus were expelled, The






























320 ON INTRA-UTERINE TUMOURS,

r?pontﬂneuus cure by enucleation: yet it comes naturally and
justly into the categories discussed in this lecture,

An important point I must now mention: it is that, for
reasons which I cannot divine, you have two distinet sets of
cases—one, in which the cavity of the uterns is open and
expanded ; and another, in which no enlargement has taken
place beyond what is required to contain the tumour. You will
understand that the former are much more easily dealt with as
to diagnosis and treatment than are the latter, where you have
to force your way every step you make. In the former class of
cases you have only to open the neck of the womb, and you can
feel all the uterine cavity ; while in the other class you have to
force your way every fraction of an inch in making the diagnosis.

All the tumours I have been discussing in this lecture are
diagnosed and treated very much in the same way, I have said
that an intra-cervical tumour is generally spoken of as intra-
uterine; it is easily diagnosed and treated; but it is quite a
different matter when we come to intra-uterine tumours proper,
and we have had several examples in “ Martha” of the difficulties
attending their diagnosis and treatment. The difficulty 1is
increased by the small size of the tumour, and by its highness
within the otherwise unoccupied uterine cavity. :

Suspieion, which does not reach the length of diagnosis, arises
when you find an enlarged uterus, especially if it be also a little
deformed ; if the uterus be much deformed it is probable that
the tumour is not intra-uterine, If the tumour is small you
may have no evidence even of enlargement. Suspicion is first
aroused in most cases by the oceurrence of loss of blood, which
may take place at the monthly periods, or altogether apart from
them. This loss of blood it is which, in most cases, impels you
to examine, per vaginam, in order to treat satisfactorily ; for,
without a complete diagnosis, treatment is very unsatisfactory.
n some cases the intra-uterine tumour produces, in addition to
loss of blood, copious serous discharge, or sometimes purulent
discharge. I have seen several cases of intra-uterine fibroid in
women, after the menopause, where the discharge was not bloody
but gave evidence of an inflimed uterine cavity, endometritis
purulenta, and was so profuse as to have effects upon the consti-
tution very nearly as powerful as loss of blood.
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discharging opaque muco-pus ; posterior lip abraded and having
several Nabothian follicles. Uterus not freely mobile, not
tender. Cavity measures three inches and a half, During a
short stay in the hospital she showed considerable improvement,
apparently from lying in bed. Re-admitted on May 15, with
continued loss of blood; very anemie, the skin lemon-tinted.
The corvix was on the 22nd dilated with tangle-tent, On the
23rd a larger and longer tent was introduced, and on the
following day examination by finger discovered a dilated uterine
cavity containing a blood-clot. On the 2sth, under ether, the
uterus was drawn down by a vulsella; a growth on the
fundus as big as a large hazel-nut was seized, and torn away
slowly with slight rotatory movement. It proved to be a
fibroid, and had been enucleated in the operation, for its surface
was everywhere fresh, and none of the capsule came away.
After this operation, discharge ceased: the woman rapidly
regained her looks, and left the hospital quite well seventeen
days after the tumour was removed.

You may ask what becomes of the capsule in such cases. In
this case I don’t know what became of it, but I think that in
most cases it is prudent to remove by scissors portions of
capsule which are large and pendulous; and I have repeatedly
done it.

Formerly, these cases were mostly left without surgical
treatment ; or an attempt was made to ligature and strangle
the neck of the tumour, if there was a neck, and gradually to
tighten, and separate it, a]l for fear of bleeding, which was
expected from quick severing of the connections of the uterus
and tumour. This preparation, which T hand round, is of itself
evidence that the process was sometimes a fatal one, for here
you have a ligatured sntra-cervical polypus, sloughing but
Still attached to the uterine fundus, Nowadays this process
is never used, I have never made use of it in any shape; but L
was taught it and have seen it resorted to. Bleeding is, for the
niost part, a 1mere bugbear ; for nearly in every case there is
none, Itis chiefly in the case of mmcous membrane arowths
that there is danger of hemorrhage, which may probably be
diminished, however, by giving ergot before the operation. If
it should occur it may be stopped by a plug, which is a most
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rough idea of the relations of size and time. A small twmonr
may be of any age, especially a sub-peritoneal one, such as this
one which I show you. The size of a fwtal head will rarely
be reached under a year, of a man’s head under three years, of a
full term pregnancy under twelve years. How different this
from an ovarian dropsy, which will grow to the largest size in the
course of two or three years and be fatal!

Increase of size, even up to enormous dimensions, is rarely a
cause of danger, but it is the caunse of great inconvenience and
of many minor symptoms such as are sometimes induced by
advanced pregnancy. A woman carrying a large tumour has
much risk from mechanical injury. Increase of size sometimes
induces for a time retention of urine, which has to be relieved
by catheter. This happens mostly in tumours of moderate size,
that of a feetal or of an adult head, and mostly before the advent
of the menstrual flow, when the tumour is temporarily enlarged
by vascular congestion. A great deal of very vague talk goes
on about pressure by tumours, here and there, to which you
should give little heed ; but you must remember that a tumour
does sometimes obstruet the rectum, though very rarely, exces-
sively rarely ; sometimes it partially obstructs a ureter or both
ureters. Obstruction of the howel may necessitate colotomy or
may be fatal. T have not seen such a case. Obstruction of the
ureters, if complete, is soon fatal: of partial obstruction we
have had an example in “ Martha,” In it hysterectomy might
have given relief, but the operation would have been specially
dangerous on account of the state of the kidneys, and, for the
same reason, complete cure would probably not have resulted
from it, even if it had been successful.

Apart from the great inconvenience of a large tumour, and
the risks of pressure and the risk of injury, there is other
evil from size. A woman with an enormous fibroid will not
live to be an aged woman.

A tumour does sometimes, but rarely, spontaneously deecrease
before the menopause; it may do so under the influence of
ergot of rye. After the menopause it is the rule for tumours to
become harder and smaller, and it is certain that they are
sometimes altogether absorbed. In a case under my care, of
which this is the preparation, where the tumour had undergone
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340 ON CANCER OF THE CERVIX UTERL

fixed, and the constitutional symptoms may be long delayed. If
you have occasion to remove any part, the histologist will settle
for you whether it is a earcinoma or a sarcoma.

Every case is not easy of diagnosis, and it is necessary to
consider these exceptional instances, The difficulty may be
areat, and the verbal description is no easy matter, so many are
the conditions, and so nice the distinctions—degrees of patulous-
ness, or of constriction, of os, or of cervical eanal, induration,
fixation, hypertrophy, warty roughness, nodulation, outgrowth,
fissuring, abrasion or erosion, kinds of uleceration, excavation.
Of course, if you take plenty of time, and await the increasing
ravages of the disease, you can easily reach assurance as to the
nature of it, But you must, if possible, diagnose at once, and
if not at once, as soon as possible. To say this is not cancer is
arand comfort to the patient and her friends.

Sometimes a small sessile polypus, or two or three of them,
or a group of hard Nabothian follicles give rise to short-lived
difficulty. Sometimes great alarm is caused by the bloody
and foetid discharge of a bigger polypus, perhaps just passing
through the cervix, and perhaps sloughing at its lowest part.
I have seen a sloughing fibroid give rise to bad diagnosis and
aveat alarm, as also an enucleated fibroid rotting in the vagina.
In elderly women a bleeding vaginitis or a bleeding endo-
metritis will naturally cause alarm, especially if there is also
feetid discharge.

The most common eause of difficulty and of exror is mistaking
for cancer a case of chronic inflammation of the cervix with
hypertrophy. In such there are sometimes nodulation and
deep fissures, and diffused swelling affecting even the vaginal
laquear, and the difficulty of diagnosis may be insuperable at
the time. You may, indeed, have a combination of cancerous
degeneration and chronic inflammatory hypertrophy. We had,
not long ago, in “ Martha,” an instructive case of this kind,
At first we diagnosed cancer, but not with high assurance,
and treated for chronic inflammation—milk diet, rest in bed,
laxatives, embedding the cervix in ointment of iodide of lead
every night. After little more than a week there was so much
impmvement—-diminutinn of hypertrophy, disappearance of
surrounding swelling, resumption of natural colour—that we
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provement of the general health is very great, and occasionally
marvellous. Encouragement of the patient, restored cheerful-
ness, arrested discharge, may do much; but in some cases these
are not sufficient to explain the marvellous restoration, and 1
will give you an example from another department of pathology.
In this example there was no arrested discharge, no rescue from
the fear of cancer. The woman was carried into hospital
in a dying state, extremely emaciated, and supposed to have
malignant ovarian cystoma. She really had a great hydroperi-
toneum, and solid sarcoma of both ovaries. The blelly was
emptied, and immediately improvement began. She soon
resumed a comparatively healthy appearance, put on flesh, and
walked out of the hospital to resume her occupation at home,
A few months afterwards she again became very i1l and died.
This illustrates the kind of gain we obtain by operation, and it
1s well worth the suffering and trouble of enduring the process.
Sometimes you have an outgrowth, and presumably nothing
more, a5 in some cases of cauliflower excrescence. Occasionally,
indeed, in this kind of tumour, you have an almost polypoid
form, the thick stalk springing from a lip of the cervix. This
epithelial growth, with its extensive granulated surface, bleeds
freely, and discharges copiously a watery irritating fluid. All
its eonditions invite excision, and the results are the best, some-
times even cure; or, if not cure, failure to return while life
lasts ; and thus, if not cure in an absolute sense, at least cure
for the individual,

But all cases of outgrowth into the vagina have not a line of
treatment plainly marked out, as in epithelioma with some kind
of neck ; and it is desirable to state the conditions which invite
operation, and those which forbid it.

TFirst, there must be slight extent of disease, if you are to
excise the cervix, the operation presumably removing the whole:
or there must be a large piece removable, it may be of the size
of a walnut, or of the size of the fist. Second, there must be a
fair proportion between the mass removed and the extent _uf
wound left ; it must not be a shaving off of the surface. f_"l.gmn,
you are encouraged by the limited character of the disease,
perhaps the uterus still is mobile, no masses, or even 11:&1'{111233,
can be felt beyond the cervix. Further, the more the discharge
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rated by the passage of air and fwces through her urethra, The
passage of feeces per urethram is a rare oceurrence except in
cases of malignant disease of the bowel, and especially the upper
part of the rectum and the sigmoid flexure. You are not to
suppose that the passage of fieces through the bladder is always
the cause of much suffering, yet you would naturally think so.
It generally only canses moderate suffering; in some cases, as
in this, no suffering is mentioned at all. The passage of fweces
through the bladder sometimes oceurs in connection with peri-
or para-metric abscess, ending in intestino-vesical fistula, I
have several times seen cases of chronic perimetric alscess
where the abscess burst into the bowel and also into the
bladder, Such cases are diagnosed by their history. The fistula
in such a case I have known spontaneously healed. Tet me
caution you against a supposition which I have more than once
found prevalent in the minds of practitioners of otherwise great
experience—that the passage of fieces through the bladder must
of itself be fatal. Nothing of the sort. I have known patients
with this infirmity live long lives, and die of other diseases quite
unconnected with the passage of feces through the bladder. It
is, however, a rare occurrence, and always, on account of the
rarity of its connection with anything else, suggests or confirms
the suspicion of malignant disease. In the case I have just
read, the existence of malignant disease was placed beyond
doubt by the circumstances mentioned in the history of the
case.

Now I come to a class of cases about which our knowledge is
still very imperfect, and which, of late years, is getting more
and more isolated from the general run, from those that would
be called of uncertain seat—cases of cancer of the body of the
uterus, This is easily defined. A ecase is said to be of this kind
if you have noticed it sufficiently early and find the body of the
uterus affected by the cancer, while the neck of the uterus, so
far as it is accessible, is healthy. It is a disease the rarity of
which is exageerated. Among the thirty-nine cases that I have
mentioned, at least four were cases of malignant disease of the
body of the uterus. This disease oceurs in a variety of forms.
I show you here, first, a magnificent specimen, an extremely rare
one, of a uterus presenting diffuse, not deforming, cancerous,
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the womb was quite mobile. Here, also, another usual symptom
was absent—there was no feetid discharge. There was bleeding,
but that is also a symptom of uterine fibroid. In this case the
cavity of the uterus was considerably lengthened, and so it often
is in a uterine fibroid. TIn this case there were fits of pain, and
these are not uncommon in a uterine fibroid. You are led to
suspect that a case is malignant—and at first visit it is only
suspicion—by regarding the history of the case, the age of the
woman (and I may remark that the age of the woman is in
cases of cancer of the body of the uterus greater than in cases of
cancer of the neck), the presence of hydroperitoneum, and the
induration and fixation, which can sometimes be made out, of
neighbouring parts, especially of glands. Of especial importance
is the age at which the tumour began to grow, for a fibroid does
not begin to grow after the menopause. I have doneenough to

show you how very difficult diagnosis may be in a case of this
kind.

I have spoken of elongation of the cavity of the uterus, and
it is necessary to inculcate special care in making this out, in
catheterizing the uterus, as it is often called. In all cases of
cancer of the uterus is this care demanded, for then the uterus
may be easily transfixed or perforated by the probe; and this is
not the case with an ordinary or inflamed uterus. DBesides,
the transfixion involves little or no danger in ordinary cases.
T have known it frequently done, in the same case even, without
any evil result, Yet it is always a misadventure to be shunned.
The peritoneal wound does not gape or bleed in such cases. It
is otherwise in examples of ecancer of the body of the uterus,
and T have seen the fresh specimen in a case where this gaping
wound by the sound proved fatal within a few hours after its
production, :

Now a few words on the mode of death, A woman with a
uterine fibroid is not very rarely affected with chronic peritonitis
of various kinds, sometimes causing a collection of peritoneal
fluid to occur around it; but this is very much more common in
o case of malignant disease of the body of the uterus. In Fhe
present case you have another form of peritonitis exemplifying
one of the modes of death in cases of cancer that is not very
frequently described. Acute peritonitis of all kinds and chronic
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356 ON CANCER OF THE BODY OF THE UTERUS.

malignant character from its ordinary eclinical history. I am
convineed that, speaking merely clinically, this disease in old
women may be cured, if it is attended to early, by cauterization,
by solution of nitrate of silver, of the inner surface of the body
of the uterus. I have cured several cases of this kind where
there was copious discharge which was feetid, and copious
bleeding ; and in some of them I have felt the seat of the
disease with my finger, quite easily distinguished from the
healthy surface of the uterus. This feeling the seat of the
disease has only been done after dilating the neck of the womb
by tangle-tent. In such cases, of course, the disease is not—
as yet, at least—malignant; and I shall say no more of them.
In the more severe cases you may try the same treatment; but
when they get into this class they are irremediable. The
treatment may check the discharge, and produce great tem-
porary improvement of health. The patients die, as in cases of
ordinary cancer, sometimes with great suffering, and sometimes
with little or none ; and after death, examination, as T have just
said, leaves considerable doubt as to the cancerous character of
the disease. In several cases that I have examined lately there
was no disease found exeept the uleeration of the interior of the
uterus, and that not of distinetly cancerous character. In one,
which oceurred in “ Martha,” there was found no evidence of
real cancerous disease. In that case the lumbar glands were
somewhat enlarged; but in two other cases even this evidence
of extension was absent.

Ulceration of the cavity of the body of the uterus is charac-
terized by great pain in some cases, moderate pain in others,
and in others by no pain at all. The pain is in some cases
evidently spasmodie, being so described, and as resembling the
pain of dysmenorrheea, lasting only a few hours and returning
daily or oftener, but occasionally intermitting. There are
bleedings which are sometimes slight and sometimes severe.
The discharge is always very copious, not always feetid, and
may be purulent or ichorous. The uterus enlarges, and, instead
of having little more than a potential cavity, may come to have
a cavity as large as would contain an orange. The ulceration
extends deep into the *tissue of the womb, and destroys it; it
comes to affect the interior of the cervix, leaving the infra-
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A. B, aged twenty-three; married two years; never preg-
nant; began menstruation at fourteen years of age; always
regular, sometimes losing rather profusely. About three weeks
before entering the hospital the last period commenced, and
continued for only. three days instead of four, as usnal. Notice
that a period stopped before the expected time. About two days
after the cessation she was suddenly seized at night with pain
in the abdomen, and in the morning she found a swelling in the
lower part of the belly, which has remained ever since. Next
day menstruation recommenced. Mark this also. She became
feverish. When admitted the temperature was 100°, and she
had a florid cheek. Note this expression; it was not a florid
complexion (the term employed by the elinical clerk), but only
a red spot on the cheek, the remainder being an@mic.

A large prominent swelling occupied the whole of the lower
half of the belly, extending up to within two inches of the
umbilicus ; tender, dull on percussion, 2 smooth uniform surface,
elastic, fixed. It became less and less tender, smaller and
smaller, and about a fortnight after she entered the ward it had
almost entirely disappeared. The temperature and pulse became
natural. Nothing was to be felt but a little hardness, due to
remaining adhesions. She declared herself quite well, and had
then a florid complexion. The red spot on the cheek was
lost.

Now, had this been a retro-uterine hmmatocele, the uterus
would have lLeen jammed against the pubes, and behind it,
pressing into the pelvic excavation, you would have felt a large
mass, like a retroverted gravid uterns. Instead of this, all
that could be felt per vaginam, by pressing high up behind
the uterus (which was nearly in its natural position), was the
lower part of the tumour, round, smooth, and tender. The case
which I have described shows what a definite, well-marked
disease uterine hwematocele is. Nothing hazy about it. And
when, later on, I speak of its history, you will be astonished.

I shall now tell you how this case was diagnosed. Unless
the history is very distinet, well marked, and nearly sure, the
diagnosis is very difficult. I have had many occasions to say—
This is a hematocele—either before a woman’s death or before
opening the tumour, and when I have once decidedly said so 1
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distant from the uterus. In most cases, but not invariably, one
tu'l.‘:-uln:a only is affected, and the cyst is truly, anatomically,
unilocular, It has been observed to be bilocular in rare
examples, or even trilocular; but, in the disease we are now
describing, the eyst is not multilocular, very ravely proliferating,
When the cyst proliferates, as it sometimes does, you have then
a distinetly other disease.

Some authorities say that cysts, indistinguishable from the
parovarian cyst during life, do occur in the ovary—simple
serous ovarian eysts. I have seen many such, but never one
that was of great practical importance from ifs size, never one
that might be confounded with multilocular ovarian disease.
The disease we are now considering is simple parovarian cyst.
We are not at present concerned with complicated cases, or
cases not simple, whether the complication be inflammation of
the cyst, heemorrhage into it, or the occurrence of proliferation
in a malignant form, such as Olshausen has recently described.

Simple parovarian dropsy is an. important disease, and very
alarming, for it naturally excites suspicion of the presence of
the terrible ovarian cystoma, or multilocular ovarian cyst.
Twenty years ago, or even less, it was generally confounded
with this disease, and there can be no doubt that many of the
spontaneous or artificial cures of ovarian dropsy were not so, but
really cures of this disease—the simple parovarian cyst. It 1is
spontaneously cured by rupture, during pregnancy, or apart from
that state. It may, perhaps, be cured by absorption of the fluid.
It is often cured by one tapping: or rather, it does not become
refilled. But the present state of our knowledge indicates that
an ordinary ovarian cystoma 1s never spontaneously cured, never
entirely disappears, never becomes empty and collapsed and
remains so. Ovarian cystoma is generally cured, only by
ovariotomy. Yet there is no doubt that, in some very rare cases,

an ovarian cystoma gets smaller, its contents partially absorbed

or inspissated ; it is, indeed, sometimes thus virtually cured
spontaneously, but very rarely. *

Next to the truly unilocular condition comes, as an important
foature of this disease, the character of the fluid. It is almost
pure water, having a peculiar opalescence like that of lin{e
water, or of a quinine solution. Very little or no albumen 1$
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being completed by forceps. The catamenia began at seventeen
years of age, and have been generally reaular. Three weeks
after her last confinement she observed that her abdomen was
of the same size as before her delivery; and for two years it
continued to inecrease. Since then she thinks it has been
stationary, The abdomen is very large, semi-globose, distended
from pubes to sternum. Over its anterior surface, and well
backwards towards the flanks, there is absolute dulness on
percussion. Over every part of the dulness, and in every
direction, there is perfect fluctuation. The most prominent
part of the belly is three inches above the umbilicus, and here
the circumference is forty-two inches. At the umbilicus it is
forty-one. The distance from the ensiform cartilage to the
umbilicus is ten inches ; from the nmbilicus to the pubes seven
and a half inches; from the uwmbilicus to the right anterior
spine eleven inches; to the left ten and a half, There is no
fever or derangement of any kind.

You will observe that the disease was chronic, much slower
in its progress than an ordinary ovarian cystoma, lasting five
years before she sought advice; observe also—not a word of
complaint. In truth, the enlargement and the weight of
400 ounces of water produced no symptoms proper; and it
was plain the poor woman scarcely thought it worth while to
have anything done for herself. She felt no need of relief.
This absence of symptoms is a very important matter, for it
shows that this disease has no essential or necessary symptoms ;
and the same is true of ovarian cystoma. Many diseases have
essential symptoms, of which the most common is pain. Here
we have none. Every case is not without symptoms, even
varied kinds of suffering, But the utter absence of them in
our case shows that their absence is no indication of absence of
disease.

While there were no symptoms, the signs of disease were very
distinct, and in a great degree distinctive. The short statement
of the chief phenomena of this case that I have already given
describes the signs. The signs enable us to diagnose the nature
of the case. The direct diagnosis is, however, not so perfect as
to allow us to dispense with the differential diagnosis or
diagnosis by exclusion, but it is nearly so. 1t is only on the
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easy, a “ good ” case, or one likely to do well; you never know
when you begin an ovariotomy what difficulties you are to meet
with. I referred to another kind of selection, namely, the deter-
mination, among cases that are not urgent, of the time when the
operation should be done. Now, this question is at present sub
Judice, The pros and cons are—chance of survival for one or
more years, and then the danger of late ovariotomy, against the
danger of death now, in a few days, from early ovariotomy ;
chance of unexpected accident to, or disease of, the tumour
endangering life and increasing the danger of late ovariotomy,
against the alleged less danger of early ovariotomy, in a small
tumour in an otherwise healthy woman.

‘We need much more knowledge of the history of these tumours
and of the success of ovariotomy in the various circumstances,
before we can get this important selection subdued to law. Mean-
time, I only say that, except in the hands of the most skilled
ovariotomists, I would not sanction an operation till it was one
of urgency, or till it would probably be so within a period of
weeks or months, not of a year or two years. I would not recom-
mend the risk of losing two years of life till it was a very small
risk indeed.

Lastly, what alternative is there for ovariotomy? None, or
some only in rare and special cases. No cure but ovariotomy.
What, then, was the practice before the days of ovariotomy?
As a student, I saw nothing, heard of little, but tapping; and
now I merely mention it to you as students, to ask you to avoid
it. Done antiseptically, it involves very little danger ; but with
a view to cure, it generally does no good, rather the reverse, the
cyst generally refilling with great rapidity, a rapidity generally
increasing with the number of tappings. What good, then, does
it do? It relieves tension both of the cyst and of the abdomen,
so gives comfort to the patient: and, relieving tension of the cyst,
it diminishes immediate risk of inflammaftion and of bursting.
You may thus by means of it gain time, and in the midst of the
varied exigencies of actnal practice it is sometimes so 1mpm:l:ant
to gain time that you, do resort to it. Besides, it is sometimes
resorted to with a view to diagnosis. You find out the amount
awl quality of the fluid, and you get a good E:':amina:tion of the
abdomen after it is emptied, the abdominal wall being relaxed
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390 ON RUPTURE OF OVARIAN CYSTOMA.

old adhesions which had nothing to do with death, but which
had an important influence on the progress of the case, limiting
the diffusion of the irritating escaped ovarian fluid and the
consequent peritonitis. The ovarian cyst was lying in a perito-
neal, perio-ophorie, abscess; the parts around being matted
together by recent lymph, forming a great abscess cavity, in the
bottom of which lay the ovarian cystoma, nearly the size of a
man’s head. You observe she had an intra-peritoneal abscess as
the result of this rupture. The adhesions saved her from acute
diffuse suppurative peritonitis,

She did not die from peritonitis, nor from this peritoneal
abscess, but from putrefaction of the sloughing cyst and its
contents, which developed a quantity of gas in the sac of the
abscess, and thus gave rise to a form of abdominal tympanites.
Now this is not an ordinary condition, and the inquiry is
suggested: Why should a slough which is under antiseptic
conditions putrefy ¢ This is probably from the neighbourhood
of the bowels; and there are many analogous cases. I have
seen the same result in a case of pelvic hematocele, when
probably nothing had been effused into the peritoneum except
pure blood ; but we must dismiss this subject. Our patient died
of sapreemia and septiceemia, her blood becoming poisoned by
the absorption of putrid and septic matter. The intensely
strong smell of newly-mown hay from the breath was indicative
of this, as well as the whole progress of the case. The mere
burst eyst and the intra-peritoneal abscess do not account for
the case. She might have made good her recovery had there
not been septiciemia.

Ruptures oceur frequently in women, in the lower abdomen,
and especially during the child-bearing period of life. First
there is the periodical rupture of the Graafian follicle, from
which eseapes the ovum, in the fluid of the vesicle, and possibly
a little blood ; the rupture being sufficiently large to admit the
extremity of a good-sized probe. This is a physiological
rupture; but pathological ruptures in this situation are not
uncommon. There occurs rupture of the ovary itself, a lesion
which has occasionally led to fatal results; the ovary being
found split open as though it had been incised by a dissecting
knife, Well-known ruptures occur in the uterus in connection
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If the cyst bursts, what results? The woman may bleed to
death, if bleeding into the cyst be the cause of rupture. Rupture
of a cyst probably always'produces a certain amount of perito-
nitis, generally of a kind of which little is known. If a cyst
burst, the fluid of which is quite bland, often no pain is pro-
duced, but probably there is a low form of peritonitis, which may
last a long time without even producing adhesions. The peri-
toneum is red and raw-looking, sometimes with large areas
which are covered with a granular lymphy deposit. This peri-
tonitis produces friction, which may be sensible to the hand and
ear ; and the granular condition may even be felt when the
abdominal wall is very thin, as in an umbilical rupture.

But if the fluid be mixed with pus or with old grumous blood,
then probably acute peritonitis will come, and rapidly super-
vening death.

The case before us illustrates another danger, that of septi-
ceemia. It oceurred in conneetion with a vast peritoneal abscess
in this case ; but septiceemia may be caused in another way. If
the cyst burst into the bowel, generally relief follows; but ocea-
sionally from regurgitation and extravasation of feculent matters
into the cyst, chronic poisoning is set up, the woman dying
very slowly. I know of cases, well recorded, where women have
lived for years after an accident of such a kind, where at least
gases from the bowel entered the eyst. I have never myself seen
such a long survival ; but ordinary air is frequently admitted, by
misadventure, into cysts during tapping without any harm aceru-
ing. The air is rapidly absorbed.

The results of bhurst eyst depend greatly on the character of
the fluid effused. If it be pure blood it will not necessarily
excite acute general peritonitis; if it be thin and bland ovarian
fluid it will do little harm. It is alleged that, if it be very thick
and viseid, it will cause acute peritonitis; but from several ex-
amples, verified by post-mortem examination or observed during
ovariotomy, I can say this is, at least often, not the case. If,
however, the fluid be pus or grumous blood, or contain them, for
a certainty acute peritonitis will arise, and speedy death follow
unless ovariotomy be at once performed.

The escaped fluid generally passes freely among the bowels,
but not always ; for its progress may be restrained by old adhe-
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394 ON RUPTURE OF OVARIAN CYSTOMA,

be produced by intra-peritoneal putrefaction, as is also exempli-
fied in the case before us,

Diagnosis may be difficult if not impossible, especially if the
history of the case be not fully known. With a full history the
diagnosis will probably be easy, for then the fluid lying free in
the abdomen, will not be likely to be mistaken for ascitic fluid,
or hydroperitoneum, or for a collection of fluid in a case of chronic
peritonitis, as otherwise it might well be,

You know that, in all operations, you are advised to go over
the diagnosis once more just before you begin. In none is the
value of this more frequently exemplified than in ovariotomy
and ovarian tapping. I have been on the point of tapping a
large ovarian cyst, when I discovered that it had ruptured, that
there was no distended cyst, but an abdomen filled with the
escaped fluid (which was subsequently rapidly absorbed). I
have seen a case in which ovariotomy was just about to be done,
in which it was unexpectedly found that the cyst was tympa-
nitie, a large communication (as the antopsy too soon showed)
having formed between the chief cyst and the great intestine at
its sigmoid flexure.

Rupture of ovarian eystoma does not always prevent ovari-
otomy. Sometimes, indeed, as 1 have already said, it demands
immediate interference, Sometimes it only leads to delay of
the operation, as was the case in the instance of intended tap-
ping which I have just noticed ; and, as in a case of bursting and
evacuation of fluid through the vagina, which I have also men-
tioned in this lecture. Sometimes this bursting, when it takes
place into the bowel, prevents ovariotomy altogether; at least I
know no case in which ovariotomy has been successfully done
or even deliberately attempted when a eommunication between
bowel and cyst existed. This complication presents difficulties
which the great ingenuity of our operators has not yet vanquished.

Finally, rupture of ovarian cystoma is an accident, the
risk of which must be considered in deciding the very im-
portant question,—When should ovariotomy be done? Few
of you may ever become ovariotomists, but Pmlf'ﬂ*tjl]’ all of
you will be called to assist in the decision of this 1mp0rtar.1t
question, and you must not negleet this element—When i.‘—.m
arriving at a conclusion. Some ovariotomists prefer operating
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with the uterus displaced, the organ remaining so during the
early months,

There may be no symptoms caused by retroversion in the
first three months of pregnancy, and nothing to announce the
gradual ascent of the uterus into its ordinary position in the
abdomen. But a woman, especially if she is sensitive, may
have, as a consequence of retroversion in the earliest months,
disagreeable feelings of pressure, of bearing down, or of hemor-
rhoidal or vesical irritation. That these feelings are due to the
displacement is shown by their disappearance when the organ
is replaced. Somefimes such replacement is maintained by a
Hodge pessary; and if this is the case, and if at the same time
disagreeable symptoms are removed, the pessary should be worn
till the advancement of pregnancy renders it useless. I have
seen several cases where the pessary was inefficient. Sometimes
women themselves replace the organ, simply by a few minutes
of the knee-elbow position with a loose or bagged state of the
anterior abdominal wall; and this replacement is maintained
till the woman resumes the erect position. When the womb
goes up, a peculiar feeling announces the change of position to
the patient, and so also when it comes down. In cases of this
kind the womb gradually resumes its right position as pregnancy
advances ; or, it ceases to come down on the assumption of the
erect position, when its size gets large when compared with the
brim of the pelvis, through which it tends to prolapse. The
womb is sure gradually to grow up without causing disturbance
if retention of urine does not occur; and, if it comes down retro-
verted on assumption of the ereet position, it will cause no great
disturbance on condition that retention of urine does not occur.

You now can understand how great is the importance of
retention of urine in the third and fourth months of pregnancy.
Were I authorised to recast medical nomenclature, I would not
speak to you of retroversion of the gravid uterus, but of retention
of urine, in the third and fourth months of pregnancy. The
displacement of the womb is not the greatest fact in this matter,
but the retention of urine. It is the overfilling of the blad_der
which causes the grave symptoms, increases th‘e retruv_ersmn.
and leads into danger to life. Retention occurring during re-
troversion in the third or fourth months of pregnancy consti-
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400 RETROVERSION OF THE GRAVID UTERUS.

very large, and the urine fluctuates freely, Indeed, I have
known the distended bladder taken for a unilocular ovarian
eyst.

The urine, I have said, is passed more or less copiously. It
is limpid and of low specific gravity (ro1o), and is secreted in
great quantity, often up to 200 ounces in a day—polyuria.
There is enough to supply an ordinary, or even greater than
ordinary, amount passed in frequent urinations, and, in addition,
what overfills the bladder. The retention is not complete. This
polyuria persists for at least several days after the bladder is
regularly emptied artificially or spontaneously.

In this, as in healthy states of the bladder, evacuation is a
result not of contraction, but of collapse ; the bladder, measured
by sound from orifice of urethra to its fundus, may be eight
inches before evacuation, and it is eight inches after it; and
the regaining of natural dimensions of five or six inches is
aenerally a slow process, even if urination is spontaneous. The
urine may have to be drawn off only once or many times—it
may be, as in a case in “ Martha,” for six weeks.

I have said that the urine is limpid, and fortunately it
generally is so. But, when cases of refroversion are not properly
treated, the bladder becomes inflamed, the mucous membrane
destroyed and separated, and the muscular tissue exposed ; and
this evil begins at various times in the progress of the case.
Sometimes it is not till this takes place that the woman eom-
plains, and, before eomplaining, as in one of our recent cases,
there may have been combined retention and dribbling for
many weeks. The urine, then, is not limpid, but nearly opaque,
loaded with mucus, pus, and generally also with blood, the last
tinting it not pink or bright, but brown and dark. This state
of urine is always alarming, for it indicates the setting up of
inflammation and uleeration of the bladder. Here is a museum
specimen where the whole mucous membrane of the bladder
has separated and come away as a nearly complete sac or
bladder. You can easily understand thaf, in such inflammation,
suffering and danger are hoth very great. Yet exceptions to
this occur, for we have recently had a case, with copious bloody
urine loaded with pus and mucus discharged from a bladder
measuring eight inches, in which the woman required for a long







402 RETROVERSION OF THE GRAVID UTERUS.

and all this may be done in a fe w minutes. But let us suppose
we have a case of some duration, and in which there is some
difficulty.

The woman is sent to bed; the lower bowel is evacuated ; the
bladder is emptied by catheter. Then the patient is placed in
the knee-elbow position, and so as to have negative abdominal
pressure, the anterior abdeminal wall hanging loose or bagged ;
and this a woman can do on having the matter explained. In
the knee-elbow position, negative abdominal pressure is the
natural condition, and in this position gravity helps the fall of
the uterus from the pelvis into the abdomen. If it do not fall,
pressure is applied to push it into the abdomen. The axis of
the pelvic brim is nearly vertical, and the direction of pushing
is nearly in this axis, and it is effected by two fingers in the
vagina, or still better,in the rectum. You are not to expect the
uterus to be replaced at once; and you are not to use great
violence, for you may perforate the posterior uterine wall by
your fingers. You push strongly, nearly as strongly as you can,
by the ends of your fingers, and the womb gradually leaves the
pelvis. The patient is made to lie down ; the uterus is now felt
above the pubes, and a vaginal examination discovers the pelvis
empty and the cervix in its natural situation. Lest the womb
should come down again, the woman should lie quietly in bed
for some days. Care has to be taken that the bladder is regularly
and completely evacuated, spontaneously or artificially.

In cases where you fail to replace you may simply wait,
keeping the bladder empty, and the uterus may ascend spon-
tancously, as in one of our recent cases.

If. on waiting, the case becomes worse, symptoms of strangu-
lation of the uterus in the pelvis coming on, you proceed to
ovacuate the uterus. This I have never had to do. It is
offected in the same way as abortion is, in other circumstances,
induced, but with difficulty, in consequence of the position of
the os uteri, and the narrowness and length of the passage to it.
Sometimes it is induced by withdrawing the liquor amnii through
the vagina and posterior uterine wall by trocar and canula.

Abortion, as you might expect, not rarely oceurs spontaneounsly
in all cases of retroversion of the gravid uterus, and whether
replacement has been effected or not.
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though prevalent, are not the less untenable and highly in-
jurious. In a former lecture, on indirect symptoms, I gave
you some idea of those views, enumerating the evils attri-
buted to even slight displacement of the womb—the womb
“a little to the left,” as I was told by a physician lately, in
a case treated by years on the sofa and pessaries. Were
such doctrines well founded, life for woman would not be
worth having, for the position of no womb satisfies those
who entertain them, and treatment has, as its ordinary con-
sequence, failure and disappointment, and sometimes grave
disaster. -

Although, of late years, this subject has put on a new
phase, that of treatment, and especially by ingenious and
peculiar pessaries, it is not novel. Long before the present
generation of doctors, minor displacements were well known
and more correctly estimated than they are mow. A high
British authority of an early part of this century points out
that the “ante” or the “retro” are of little import compared
with the descent ; and I go further in the same direction,

A womb may be more or less rigid, and will keep its
shape against distorting or flexing forces if its rigidity 1s
sufficient ; and, in that case, it will become displaced in mass,
with shape nearly unchanged, or, in the words of the science,
be verted, not flexed or distorted. Congenital distortions or
flexions we are not considering, but only those cases where the
change in the womb is believed to be acquired, and in thesc a
distorting or flexing force is also a displacing force. An acquired
distortion or flexion is also a displacement, and, in the matter
under consideration, the displacement ineludes always descent
in some degree.

Version and flexion are very useful terms, and you find me
frequently using them, and thus recommending them to you;
put T should like you when studying a case to keep in mind that
all displacements are forms of descent, and that it is not only a
bit of the womb, or the womb alone, that descends, but the whole
abdominal contents as well, or, at least, the contents au::l part of
the soft tissues of the pelvis. The descent, so far as it affects
the womb, may move one part more than another, and then you
have a flexion ; or it may move the whole, and then you have a
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come *intm the one category of mechanical objects. But you
sometimes see what are called galvanic pessaries, wlhose object is
to act otherwise than mechanically, giving a homeeopathie dose
of gfflvanisrm These galvanic pessaries are used in amenorrhoea
and in virgins ; and to all this kind of meddling there are strong
objections, medical and moral. Till you know something more
precise in its favour than the vulgar talk of “ cures” you should
Lave nothing to do with it. Look upon pessaries as a surgeon
looks on a truss, not medicinal otherwise than as a mechanical
means of procuring healing, comfort, and safety to your patient.

Speaking of virgins, I may say that there is very rarely occa-
sion to examine such for displacement, and that, when examina-
tion is made, it can generally be done quite satisfactorily per
rectum. You get the knowledge of the condition of the pelvie
viscera that you want, and that is all you should require. If
you find only a minor displacement you had better let it alone,
not even trying a pessary. It is only in very rare complicated
cases with distinct mechanical indications that a pessary should
be tried or used. I do not remember myself using one on any
ground whatever in a virgin, for a minor displacement.

Intra-uterine or stem pessaries are the only instruments you
can rely on for straightening the uterus, or keeping a flexion
undone. ‘They do this as a male bougie straightens the urethra,
Some kinds have an outside or pubic part by which the
straightened uterus is fixed ; but the oldest and the most recent
kind respect the mobility of the uterns. They have been three
times introduced into practice within this century, but the
practice has never flourished. Many modifications have been

-ingeniously devised with a view to perfect them, but in vain. I
do not expect they will ever find occupation in the conditions
now under discussion. They are far iore injurious and
dangerous than the conditions they are intended to modify.
There is no such instrument in “ Martha.”

The evils of intra-uterine pessaries have led to great ingenuity
in attempts to undo flexions and keep them undone by vaginal,
not intra-uterine, instruments. This attempt is often successful
in retroflexion which does not occur as a congenital rigidly ﬁxe‘rl
condition, and can be dealt with just as a retroversion Is
managed. But the curious things are anteflexion pessaries;
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uterus, and keep it replaced by a pessary, and you may so relieve
or remove pains. You ecannot cure a displacement, though
ﬁnmetimes you can substitute one displacement for another, that
is, for example, change a retroversion into an anteversion. No
doubt a displacement may sometimes be, in a sense, cured—as
when an adhesive perimetritis ends in tying a uterus up to the
higher part of the sacrum. But all kinds of minor displace-
ments are incurable by any kind of instrumental treatment.
Remove the instrument, and the displacement is just as it was
before, or there is a new alternative one, and this, however long
the instrument may have been in place.

Displacements sometimes disappear, or are cured sponta-
neously, or by aid of proper treatment. Thus, a woman with
chronic inflammation of the cervix, and probably also relaxation
of the vagina, gets rid of these conditions, and then the uterus
ascends from its descended and perhaps flexed position. A
woman with a bulky uterus, perhaps containing a small fibroid,
becomes aged ; the uterus becomes lighter and lighter, and the
upper part of the vagina contracts, and the descended uterus
ascends. Any change in the constitution of the abdomen which
increases its retentive power will raise the uterus higher,
destroying displacement ; and such changes in the abdomen may
result from enlargement of the base of the thorax, or from
changes in the quantity and disposition of fat.

I have already said that a pessary often cures by its effect on
the mind. A patient recently said to me, “ You have quite
cured me. I can walk now, but not without that pessary.”
And she was not altogether pleased when I told her she had no
pessary—that I had removed it months previously without her
being aware of my having done so. I had omitted to tell her.
Had she known she had no pessary she would have found pains
arise from walking, and all this without any desire to be untrue.

A pessary often gives relief, even when small, and having no
discoverable function, doing nothing. Of the oceasional occur-
rence of such cases I do not doubt, and I am quite unable to
explain them. It is of such cases T was thinking when I told
you that practical success must overrule theory, or take the

place of a failure in theory. :
It is quite common to find a pessary give relief in what may
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tjne broad ligaments, is a most unfortunate one. They are not
ligaments at all. If they were they would prevent the womb
from moving, whereas their function is to give it unlimited
motion. They stretch and give to any extent, if a due amount
of time is allowed.

The next force which is said to keep the uterus in place is
the perineum, and the state of this is a very important matter
in the case of procidentia. In a healthy woman the labia are
separated only by a line, and between their junction posteriorly
and the anus is a considerable space, the perineum proper. In
procidentia it is quite different; instead of the labia majora meet-
ing one another, there is a great gaping orifice, into which you
might put your fist: through this the womb is easily protruded.

It is generally, and erroneously, stated, that rupture of the
perineum during childbirth is a great cause of procidentia.
There is a wide difference between causing and facilitating an
event, If you were to take a healthy woman and put a knife
in at her anus, and, eutting on, bring it out at the fourchette,
the womb would not alter its position. How do we know this ?
Because nature has demonstrated it by experiment. I have
seen many cases where even the recto-vaginal septum was torn
through, and there has not in any of them oceurred a prolapsus
of the womb. Therefore, rupture of the perineum has nothing
whatever to do with causing procidentia. But it has to do
with facilitating it. The birth of a child over the perineum
may be compared to the birth of the womb over the perineum.
In childbirth, the first thing that occasions waiting is the
opening of the mouth of the womb ; the next is the distension of
the rigid perineum. Take, however, a woman who is not only a
multipara, but whose perineumn has been lacerated ; in such, as
soon as the head of the child gets through the os uteri, there is
nothing to stop it. So it is with the womb when it reaches a
state of prolapsus; the perineum having been torn, there is
nothing to stop it, it is outside at once.

Procidentia is therefore more likely to occur in a woman who
has borne children than in a nulliparous woman; but even a
virgin may suffer from it, and T have seen it before menstrua-
tion had commenced. Of the peculiarities of this procidentia in
early life I have no time to speak to-day.
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within the pelvis. The uterine probe passes in five inches
instead of two and a half, as in the case we have under con-
sideration. The organ, therefore, that chiefly refuses to descend
is the womb, and yet it gives the name to the disease. It is of
great importance for you to know the ordinary anatomy of this
disease. Almost invariably the bladder comes down. It is so
closely connected to the uterus that, as the neck descends, it
pulls the bladder down with it. The bladder will be found in
front of the anterior cervical lip—not invariably so, but I have
never seen a case without it. The vagina is inverted. As
regards the rectum, it is seldom found down ; sometimes a little
pouch is formed in it anteriorly, which is of extreme importance
in connection with diffieulty of defwication. In this woman
there was no pouching of the rectum.

The prolapsed parts often return on lying down, and are thus
saved much of the evils of continued exposure. These evils are
ulceration of the vaginal mucous membrane, one or more ; and
I have, in one case, seen them covered by a white leathery
diphtheritic membrane. They are aseribed to friction or urinary
irrigation, but they own no such cause: a very cursory examina-
tion of them forbids such an explanation. Sometimes they are
deep and even perforating the bladder. Tong and constant
exposure to the air at last hardens the vagindl mucous
membrane, and it acquires a pale ivory or horn-like surface,
rather than skin-like. ; -

The neck of the womb is generally much hypertrophied, its
lips everted by the traction of the vagina on them ; and they
are generally abraded or superficially ulcerated. In a very
young, or in a very old, woman, you may see no cervix uteri,
but only a little hole, the external os leading into the uterine
cavity : and I have seen this condition arrived at, as senescence
progressed, in a woman who had persistent procidentia and
whose cervix was previously large and ulcerated.

The body of the womb, as already said, is generally stretched
to about five inches in length, from os externum to inside of
fundus ; this stretching affecting the cervix chiefly, which can
be felt as a hard finger-like cord passing from os externum into
the pelvis. Sometimes the uterus descends frankly, unchanged,
unstretched. Sometimes the stretching gradually pulls down
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hlei?-:ling when touched, but easily made to yield bloody
oozing.

L have said that the inverted uterus hangs through the cervix.
If the uterus is low down, or is pulled upon, then the cervix
becomes mvmteirl completely, even to the external 08, and this
leads me to an important matter which has practical bearings.
The disease is essentially inversion, not of the uterus but of the
body of Fhe uterus, The body is quite a different organ from
tl‘_m cervix, and it is the inversion of the body that gives the
disease all its important characters, There may be no inversion
of the cervix; and if there is even complete inversion, it is of no
moment; it can very easily be completely undone. It is,
indeed, to be regretted that the cervix is made a part of the
uterus, for this leads to many erroneous notions; it would be
advantageous to have for it a different name, for it is phy-
siologically and pathologically nearly as different from the
uterus proper or uterine body above it, as it is from the vagina
below it.

During the production of inversion, the uterus may be only
partially displaced; and a partial inversion of the placental
Insertion, with a cup-like depression on the peritoneal surface
may be felt in the third stage of labour; or a cup-like peri-
toneal depression may be seen on a womb which has expressed
a polypus from its cavity into the cavity of the cervix or into
the vagina. These are truly commencing inversions, not com-
pleted or real inversions, A chronie, partial, or not real, inver-
sion may be seen in some cases of continued hemorrhage after
delivery ; the placental area being relaxed and projecting into
the uterine cavity. But, disregarding the unimportant cervix,
the displacement in a chronic uncomplicated inversion is always
complete. I, at least, have not seen any partial inversion, and
it is difficult to imagine a pathology for such a state.

. A recently inverted uterus may be spontaneously replaced,
but such a fortunate issue very rarely comes to a chronic case.
The organ may be ulcerated, may be inflamed, may yield much
discharge, or may bleed freely. It has been known to die and
slough off, and it is natural to attribute this to constriction by
the cervix, or by the lowest layer of fibres of the body, a view
which seems to the practitioner to find support in the great
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ever chronic, as incurable by replacement, till experiment has
shown it to be so. Replacement should be done at once—as
quickly as may be—after the inversion ;of such interferences
we do not here speak, because the state is then very different
from that of chronie inversion. It is after a case has become
chronic that we now regard replacement as feasible, as the
regular practice ; and I am not aware that, when a case has
become chronie, there isjany more difficulty in replacement after
the lapse of years than after the lapse of weeks or months. It
is natural to suppose that peritoneal adhesions or cohesions may
render replacement impossible; but I am not of this opinion,
No doubt general chronic matting, or growing together, of
parts may produce insuperable difficulties; but cohesions will
in time disappear for the most part, and those persistent may be

-disjoined by the process of replacement: of this, however, I

have no proof to give you.

There is nothing new in the mere replacement : that is a treat-
ment occurring as naturally to the surgeon as reduction in a
case of dislocation of a bone. The novelty is in replacement
after the disease has lasted long; in the demonstration that a
uterus inverted for years is as easily reduced, or nearly so, as a
uterus inverted for only a few weeks; and this is the very
opposite of what was taught not long ago, the opposite of what,
for example, I was taught asa student by my great teacher.
Many women reap the advantage derivable from this novelty—
this great change in doctrine and practice.

Some changes, or novelties, in practice are little in them-
selves, but great from the wideness or extent of their applica-
tion and utility. Others are great in themselves, as artificial
anesthesia. Others are great from the importance of the
principle involved in the change. Some, like vaccination,
may have a combination of greatnesses. The change n
regard to inversion is great in itself and in the priucigle_ in-
volved ; but, unlike vaccination, the change has very limited
scope in practice. Inversion is rare: were it common, the
change would sound loud in the ears of mankind.

Now what is this great change or novelty in principle ? It
is the recognition that the result is to be attained, not by a
strong or violent effort, not by great force, but by a small force
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corresponding to the fundus uteri, and it had no ridge, or suleus
forming an edge. Its thickness was not specially measured,
but was about one half inch. Small fibrinous prolongations
from the clot corresponded to the Fallopian tubes,

| My first case oceurred several years ago in the Royal
Infirmary of Edinburgh, and the cireumstances of my removal
to London prevent my giving fuller details of it than I now
subjoin. I was called by Dr. Muirhead to see the sister of one
of the medical wards, who was flooding. She was a pallid,
black-haired lady, in whom the menopause was believed to be
at hand. She was unmarried, and examination revealed
virginal condition of the hymen. The flooding was copious,
like that of an abortion, and it had lasted so long as to produce
great anemia and its constitutional symptoms. The vagina
and uterus were filled with soft clot. The cervix uteri was
widely open, so that the finger could be passed through it into
the cavity of the body of the nterus, which was expanded so as
to be of dimensions equal to that of asmall hen's egg. The
uterus was natural in other respects, bi-manual examination of
a satisfactory kind revealing no deformation of it by tumour or
otherwise. Ordinary treatment was used, and she recovered.
The conditions found here had not previously been observed by
me ; they were so like those of recent abortion that, recognizing
the greatest improbability of pregnancy, I made such inquiries
as satisfied me that the risk of its occurrence had never been
incurred.

The second case oceurred in the practice of Dr. Pirie, of
Dundee, and T am indebted to hLim for valued notes regarding
it. Unfortunately, a post-mortem examination was not per-
mitted : but the case was so carefully observed and examined
by competent men that it has positive value, even without such
confirmation as an autopsy would have afforded.

This case was one of hemophilia; and, in that point of
view, it is worthy of study. I must satisfy myself by
referring those who take an interest in this aspect of it to
the work of Dr. Wickham Legg,® and especially to the chapter
entitled, “ On Certain Hemorrhagic Diatheses in Women.”

# A Treatise on Hemophilia. London, 1872.
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long axis parallel to the long axis of the organ or a clot from
I1—2"" thick, presenting the three-cornered form of the cavity,
and that projected more or less deeply through the internal
orifice into the cavity of the cervix, The characters of such
clots were less distinct in proportion as the death of the affected
individual oceurred at a more remote time from the last
monthly period, so that no healthy uterus has come before us,
in which fourteen days after last menstruation there was still
to be found a trace of the bloody effusion that had taken place.
We must, therefore, lay it down as a rule, certainly admitting
only most rare exceptions, that blood effused through a healthy
uterine cavity is always completely removed before the time of
the next catamenial period, so that the clot produced in a former
never can be enlarged by that of the next following period.”

In this passage there are two important statements: first,
that a menstrual clot never has been observed in the uterus by
Seanzoni more than fourteen days after last menstruation, and
that such a clot is always removed not later than next men-
struation ; second, that a menstrual clot is never augmented
by additions derived from successive periods.

Upon the second assertion of Seanzoni I make no comment,
It is a corollary from the first, and I know of nothing tending
to an opposite conclusion. Especially, I never saw or heard of
a menstrual clot having different layers of different ages and
corresponding degrees of decolorization.

Scanzoni does not even mention a decolorized menstrual
clot. Such a clobt T have seen; and the case affords an
example, which is one of the rare exeeptiens to what 1 have
called his first statement, regarding the shortness of residence
of menstrual clots in the uterine eavity.

Miss K., aged thirty-three (1856) ; has long suffered from
menorrhagia, and recently from a thin brownish discharge.
Hymen entire. Hymeneal orifice very small Hymen
ruptured by examining finger, which finds in the vagina a
body which is vemoved. It was in close apposition to the
cervix uteri. It is a rounded, scarcely triangular, blood-clot,
having the area of about a shilling and about a line and a
half in thickness. It is dark-coloured in the interior, and on
the surface completely decolorized at parts. No other morbid
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at a sitting, for the passing of a bougie; for here the shortness
of the time used exeludes vital relaxation or yielding, or nearly
excludes it. Now in practice I have found that the dilatation
of the external os uteri and of the cervical canal to the extent
of 1-50th or r-25th inch in diameter requires very little force

-—=so little, that, considering the rough methods of measuring

that can be applied, I think it best not to attempt exactness,

Dilatation of the cervix uteri is generally resorted to in
practice with a view to relieve or cure spasmodic dysmenorrheea,
or to remove sterility. For these purposes, dilatation of the
external os and of the canal of the cervix is probably of no
value. The practitioner may think it worth while to try the
dilatation of the internal os uteri. If he do this by a conical-
pointed bougie, he will find distinet resistance, often powerful
resistance, to overcome ; sometimes resistance invineible at the
time, by any force which he feels himself justified in using.
I am satisfied that in cases of great resistance, spasm of
muscular fibre is added to natural or mere mechanical rigidity ;
for the practitioner may find himself able on another day, in
the same case, to take the part as it were at unawares, and pass
the bougie before the spasm is excited. I have no doubt—
indeed, T know from my own experience—that frequently
when the resistance is great, the practitioner is deluded into
supposing he touches the fundus uteri with the point of the
probe or bougie when it has only reached the tight internal os,
and has not passed through this part; and this delusion gets
some support from the cervix, in these eircumstances, under-
‘going elongation, so that the instrument passes the external os
two and a half inches, a length of bougie sufficient under
ordinary circumstances to reach the fundus.

The force required to dilate the internal os of the cervix
varies greatly in different cases, and in the same case at
different sittings ; this latter variation in the same case being,
I believe, the result of spasm. In a healthy woman, the
dilatation by bougie is comparatively easy, and causes com-
paratively little pain; but in a case of dysmenorrheea, and in
some other conditions, the difficulty may be extreme. I am
satisfied that I have frequently applied a forward pushing force
at the point of a probe equal to 4 lbs., or even more, and with
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