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24 ANATOMY OF PELVIS.

this anterior border is called the hilum, and that the blood-vessels and
nerves enter there,

The position of the ovary will be discussed afterwards (p. 53), but at
present it is sufficient to consider it as lying behind the broad ligament
with its posterior border looking backwards, and its outer end farther
back than its uterine one,

Ligaments of the Ovary.-—In addition to the attachment which the
broad ligament gives to the ovary, two important ligaments are described
—the ovarian ligament and the infundibulo-pelvie ligament,

Fic. 24.

SEcriox throngh the CorTicas part of the Ovany (Turner).

Epithelivin ; s5 Ovarian Stroma ; 1, 1, large-sized Ovarian Follicles; 2, 2, middle-sized ; and
Em?:nx, Emﬁf'lu?:‘i.wd Graafian Follicles ;'n Ovum within Graafian Follicles ;'-:r, v, Blood-vessels in
the Btroma ; g Cells of Membrana Granulosa.

The Ovarian Ligament (fig. 22, f) is about 3 em. (1% inch) long, and
extends from the inner end of the ovary to the corresponding upper
angle of the uterus, just below the uterine origin of the Fallopian tube.
Tt is a longitudinal fold of the peritoneum into which the unstriped
muscular fibre of the uterus is prolonged.

The Infundibulo-Pelvic ligament (fig. 22, 1) 1s about 2 cm. long, and
runs from the outer end of the Fallopian tube to the side wall of the
pelvis. It is simply that part of the upper margin of the broad ligament.
unoceupied by Fallopian tube.

The Ovarian Fimbria (fig. 22, 7) prevents the separation of the ovary
and infundibulum tube. Thus the ovary is kept in position by its








































RECTUM. 37

left between it and the last 1} inch of the posterior vaginal wall,
an angular inter-space to be filled up by the structure known as the
perineal body.

Fig. 37, from Ruedinger, shows the arrangement of the voluntary and

Fia. 37.

PepreNpiovLan BeoTion through the enid of the Recrus enlarged (Ruedinger).
1 Mucous Mambrane of the Rectum ; 2 boundary between Mucons Membrane and skin of bnttock ;
& Fat; 4 Levator Ani; 5 Sphineter Ani externuns; 9 Fibres of Longitudinal Layer separating
external Sphincter into parts; T Bphincter Ani internus; 8§ Longitudinal Fibres of muscular

eoat, which radiate outwards at 9 ; 18 Longitudinal Fibres of Muscularis mueosac which radi-
ate outwards at 12: 11 Cireular Fibres of muscular coat; 6, 10, and 14 Slips of muscular fibre

passing into tissue 'heynnd.
involuntary muscle of the anus, The division of the external sphincter
into two parts, and the separation of the lower division (5) into compart-
ments by fibres from the longitudinal unstriped layer (9), are noteworthy.












Frozex Seermion showing Peritoneom (First). The dotted line indiecates Peritoneun in this and
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BLOOD-VESSELS AND LYMPHATICS OF PELVIS. 67

The following is a summary of the main facts as to the venous

supply of the female pelvis.
The Vesical plexus lies external to the muscular coat of the bladder.

The Hemorrhoidal plexus lies below the mucous membrane of the lower

part of the rectum.

geen from behind—(Luschko). S Fallopian tube; pp

form plexus,

pampini

Urervus and Vaaiva with their venous supply,

The veins of the labia correspond in distribution to the arteries, and
those from the ontermost parts drain into the pudic which opens info
the common iliac vein. TLarge veins from the labia minora open into
| the pars intermedia of the bulb.
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234 AFFECTIONS OF UTERUS.

The term congenital atrophy is applied to cases in which the propor-
tions of body and cervix are of the normal virgin type, while the organ
us a whole is atrophied (fig. 144). An excess of connective tissue is
present in the walls, which makes their consistence firmer. This mal.
formation oceurs in scrofulous and chlorotic patients, and is often
associated with hysteria and epilepsy.

ETIOLOGY AND CLASBIFICATION.

Malformations differ according to the period at which development and
growth are arrested, and the extent to which they are interfered with.
There are five periods in development and growth (Férst), which can be

F1a. 144,
Privary Arrorny oF THE Urenus (Firchow).

easily remembered when we bear in mind the division of the period of
intra-uterine life into ten lunar months. In the first period, which ex-
tends over the jirst and second lunar months (from fertilization to the
eighth week), the septum between the adjacent ducts of Miiller is as yet
unbroken. By the end of the second period, which corresponds to the
third month (i.e., eighth to twelfth week), the septum has entirely dis-
appeared ; but the upper portions of the ducts remain distinetly separate,
forming the horns of the uterus and the Fallopian tubes. During the
third period, fourth and fifth months, the angle between the uterine horns
disappears so that the base of the uterus becomes flat. In the fourth
period, last five months, the flattened end of the uterus, between the
Fallopian tubes, becomes arched through the development of the fundus.
The fifth period extends from birth to puberty. During this period no










MALFORMATIONS, 237

left hand on the abdomen make a careful recto-abdominal examination,
To do this last satisfactorily, we anmsthetise the patient. If we feel Ifwu

The gesta-

and congists thercfore of the

ormal relation to it.
terine Cavity (/). The left Ovary {0) and

i lignment {r)
d near the Round Ligament (r).

) Ligaments in n

Fra. 145.
rTH FCETATION I¥ THE DETACHED LEFT mony (Turier). The right horn (1) has

ximal gide of the left roun

Tube (1), Round (), and Broad (&
this does not communicate with the T

ita ovary (0},

tion sac (2) is on the pro
left hormn;

Tube (I') are attache

OnE-moRNED UTERDS W

bodies laterally without any distinet body between, it is impossible to
say whether these are rudimentary horns or ovaries.
The diagnosis of the one-horned uterus is not easy. The points to Diagnosis

e . - = of Uterus
rely on are the following : the fundus turns to one side of the pelvis, is Tiisaiis,






























STENOSIS OF THE CERVIX. 247

always carried out, the possibility of cellulitis and peritonitis is reduced
to a minimum. If the irrigation be not employed, the vagina should be
thoroughly syringed beforehand with 1 to 40 carbolic acid solution.
The anterior lip of the cervix is laid hold of with the volsella; the
scissors are introduced, the straight blade being passed within the cervical

Fia. 155.
Parovs Os Urent (Sir JJ. Y. Simpson),

canal ; the point or hook of the external blade is carried to about ome-
third up the cervix (see fig. 156 and fig. 148) and the section made. In
many cases, all that is necessary is to divide the ring round the os exter-
num ; when this is divided we find the cervical canal dilated above it.

Fia. 156.
SHOWING THE BILATERAL DIvISION oF THE CERVIX, with Kuchenmeister's Scissors [ Barnes)

In this respect this operation differs from that of dividing the posterior
lip (see under Anteflexion), in which it is essential to make the scissors
cut as far as the reflexion of the mucous membrane at the fornix.
Should the cervical canal not be patulous, it may be necessary to make
the incisions extend deeper—to the base of the vaginal portion. There
is generally not much bleeding after the section is completed, but we
watc‘h a few minutes to see. If there is none, a vaginal tampon is not
required.  Should hemorrhage occur, some perchloride of iron is swabbed
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264 AFFECTIONS OF UTERUS,

Douglas require to be considered. The bladder invariably descends for
a varying distance in relation to the front of the hypertrophied- cervix,
The peritoneum of the pouch of Douglag, inasmuch as it lines the upper
part of the posterior vaginal wall, will, when that wall is everted, dip
down alongside of the hypertrophied cervix, If the posterior fornix is

Fi1a, 171,
Provarsus UTERI WITH CERVICAL EvoNaaTion (Bernes); p,p, peritonen.

not obliterated, the peritoneum will not descend alongside of the pro-
truding cervix.

The relations of the bladder and peritoneum are represented diagram-
matically in fiz, 172. The line of reflection of the posterior vaginal
wall on to the cervix indieates how much is vaginal portion, and by
entering the needle below that line we keep clear of the pouch of
peritoneum. The sound passed into the bladder will show us how far






















LACERATION OF THE CERVIX. 2

ance, its vascularity, and the fact that it bleeds easily, it resembles an
ulcerated surface. For this reason it is often described as *‘ ulceration”
of the cervix, but it is no more an ulceration than is the inflamed
mucous membrane of the conjunctiva. By ulceration we understand a
destruction and loss of tissue. The epithelium and suhepithelia.l tissue
may be destroyed as an immediate result of injury during labour; but
the raw-looking surface, appearing secondary to and also independent of
lacerations (see Catarrh in Nullipare), is not an ulcerated surface and
should therefore not be treated as such.

For the appearance presented by the various forms of laceration when A.pp-en.;'a
seen in the speculum, the student should compare fig. 173 and fig. 174, ?::;21:11;1011
The difference between the colour of the everted cervical mucous mem- in Specu-
brane and that of the vagina is represented in plate VIIL., figs. 1 and 2. s
A beautiful series of chromo-lithographs is appended to Mundé’s article
(Am. Jour. of Obst., Jan. 1879), which illustrates the various degrees of
laceration. The most complete series is in Nieberding’s pamphlet which
gives representations of the cervix uteri before and after parturition, both
in primipara and multipare ; the colouring, however, is unnatural.

The microscopic changes which produce the appearance simulating
ulceration will be described under Cervical Catarrh.

The fenacula are a valuable adjunct in examination with the specu-
lum. If we place one in the anterior and one in the posterior lip, and
roll these in on one another, the raw-looking surface will in many cases
disappear. This easily demonstrated fact had not been recognised till
Emmet drew attention to it, and based on it the operation which will be
always associated with his name. By thus rolling the lips inwards, we
restore the laceration and see the extent of it so as to judge of the
possibility of approximating the lips with sutures.

We need not remind the student that he must not be satisfied with
finding a laceration of the cervix, however striking it may appear in the
speculum. The bimanual examination should be done with all the

greater care, to ascertain that there is not also present cellulitis or sub-
involution of the uterus.

TREATMENT.

Treatment, to be scientifie, must be based on correct pathology. This,

we think, is the strongest argument against the old treatment by
caustic.

Like every new method in medicine and surgery, the operation has





























































































300 AFFECTIONS OF UTERUS.

taken in the right hand, dipped in carbolised oil (1-20), and carried into
the uterine cavity (fig. 191). The anterior wall of the uterus is first
scraped from the fundus downwards ; only slight pressure on the instru-
ment is made, unless it be felt to slip over the irregularities of the
mucous membrane without removing them ; the detached fragments are
brought down to the cervix with a raking motion, and set aside for
microscopical examination: the posterior wall is seraped in the same
way. A sound, dressed with dry cotton wadding, is passed to clear

Fra. 191,

UTERUS DRAWN DOWN WITH THE VOLSELLA A%D CURETTE 1¥ posiTioN. The speculum is held and
the labinm drawn upwards by an assistant. The operator's hands are erossed (4. & Stmpson).

away the blood and mucus; the same process is immediately repeated
with a second, and with a third if necessary. A reserve sound, pre-
viously dipped in the carbolic acid so as to be ready for use, is carried in
immediately after the last of these has been withdrawn ; if there is much
bleeding or the uterine cavity is large, a second application should be
made ; our aim is to apply the carbolic acid to the whole of the raw
surface, without its being diluted with blood or mucus. The volsella























































































































































































INVERSION. 361

The Fallopian tubes and ovaries, with some coils of small intestine,
may (at first) lie within the inverted cup, which is lined with perifoneum ;
afterwards, they retract out of it. In longstanding cases, the rim of
the peritoneal cup is contracted by the muscular fibre of the cervix so as

L

I
i

_“

i
T
g

Fig, 2922,

IsvERSION oF }Imus + INVERSION oF VAGINA, oceasioned by a small sub-mucous fibroid
(A*Clintock). Sm F, sub-mucous fibroid. Other letters as befors,

li!ﬂal‘ﬂelj’ to admit a finger (fig. 223). In a case of six months’ standing,
in which A. R. Simpson performed Thomas’ operation before having
recourse to amputation, the contracted ring just admitted the finger; an
ovary was caught within it,

. Adhesions rarely form between the peritoneal surfaces; this is an
interesting fact and is of importance in regard to replacement. We
might have expected detachment of the peritoneal lining or tearing of



3602 AFFECTIONS OF UTERUS.

it by the sudden dislocation; the previous stretching of it during
pregnancy is perhaps the reason why this has not been noticed. Fritsch
says that the lifting up of the fornices by the tumour in the vagina,
diminishes the strain on the peritoneum.

The bladder, from its relation to the cervix (v. Chap. IIL), is not
altered in position unless there is prolapsus. When the latter oceurs,

Frg. %234,

[wversion or Urenus (Crosse). The inverted uterus () Iying in the vagina (V) is ent open to
show the peritoneal sne which does not contain the ovaries (1) ; bristles are passed into uterine
orifices of tnbes,

there is cystocele (v. fig. 222). We may therefore contrast the two
types of inversion as follows.
Inversion of uterus—ecervix and bladder normal in position ;
Inversion of uferus+ prolapsus (i.e., inversion of vagina)—cervix
inverted and cystocele.

ETIOLOGY AND FREQUENCY.

Inversion arises under two different conditions :
1. In the puerperium—puerperal inversion ;
2. Secondary to intra-uterine tumours growing from the fundus.
Inversion has also occurred independent of the puerperal condition and
of tumour growth ; this is quite exceptional.

























370 AFFECTIONS OF UTERUS.

against the operator’s chest, and the cup is steadied with the hand in the
vagina. It is evident that these instruments require a roomier vagina
than when the hand alone is used ; and if the cup slips unexpectedly it
may rupture the fornix. Counter-pressure is made over the abdomen
with the hand, or, if the abdominal walls are thin and there is a distinct
Thomas.  cup on the peritoneal aspect, with a cone of wood® which is used to dis-
tend the ring of the cervix; the traction can be taken off the vaginal
Courty.  walls by fixing the cervix with volsellae.? Counter-pressure may be made
per rectum in the following way :—Pass index and middle fingers of right

mm- 4._. e
nmmwwmm?nwﬂmmmmxﬁ 0

(fig. 224) until these i


























































SYMPTOMS OF FIBROID TUMOURS. 389

its pedicle. Trregular hemorrhages avise from uleeration of t].zte 111_111:4:-_11.:4
membrane covering the tumour, or rupture of the dilated veins in its
capsule. Fig. 246 shows a case' in which, through the rupture of a
uterine sinus in the lower part of the tumour, a sudden and fatal haemorr-

Fra. 246,

Uzenvs costaisme Fiarom TumouR, from a case which terminated fatally through hamorrhage.

;.;:ta th; large venous sinnses in the capsule, one of which ruptured af the point a (Matthews
ToaT

hage occurred. In subperitoneal fibroids menstruation is not increased,
and in certain rare cases is diminished,

2. Pain accompanies menstruation. In the submucous variety there Pains in
is often characteristic uterine dysmenorrhea, in which the pain resembles S ole

' Reported by Matthews Duncan—Edin, Med, Jour., 1867, p. 634, He also refers to
& case of Cruveilhier’s in which death was occasioned in the same way.
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414 AFFECTIONS OF UTERUS.

Atlee says this coagulation of the fluid—formation of colourless hlood-

clot—is diagnostic of the fluid from all fibro-cystic tumours, and may be

relied on to distinguish them from ovarian. Spiegelberg records a case
in which this spontaneous coagulation of the fluid was observed, but the
most careful mieroscopic examination could detect no epithelial lining of

the cavities. A transition case has been deseribed hy Rein, in which

Fii. 260.

LARGE TOREE-LOBED FIBROID EPRINGING FROM THE FUNDUS BY A SOMEWHAT THI¥ PEDICLE, of which
C F is eystic, while 88 F and the dark shaded mass behind the uterus are snbserous. This,
along with two emaller fibroids growing from the posterior surface of the nterus was nemoved by
Laparotomy (Schroeder).

the cavities were not themselves lined with endothelium but com-
municated directly with the lymphatic spaces.

Mucoid degeneration of a fibroid tumour has been deseribed by
Virchow as Myxomyoma. In this case the interstitial tissue contained
fluid rich in mucin and with numerous nucleated round cells.













418 ALFECTIONS OF UTERUS.

When a pediculated submucous fibroid lies in the cavity of the uterus, J
it sets up uterine contractions which lead to its expulsion : there is a
stage at which it lies partly within the uterus (fig. 262), partly in the
vagina (the portion constricted by the cervix has been mistaken for a
pedicle, and only the lower lobe of the hour-glass tumour removed) ;

Fia. 262.

INTRA-UTERINE BUBMUCOUS FIBROID WHICH 18 BECOMING VACINAL (Sir J. Y. Simpson),

finally, the whole tumour lies in the vagina but still maintains its con-
nection with the uterus through its pedicle (fig. 263). The congestion of
the fibroid excites uterine contractions specially at the menstrual period,
and thus favours its expulsion. At those times only, we may have the
cervical canal temporarily dilated and the polypus projecting through it;
after the period, the contractions pass off and the polypus is retracted














































CARCINOMA UTERI: PATHOLOGY. 433

as a chain of nodules running in the direction of the utero-sacral liga-
ments ; these nodules, probably, correspond to lymphatic glands.

EXTENSION TO NEIGHBOURING ORGANS.

In its further progress, the carcinomatous growth invades the sur-
rounding organs. Pushing its way forwards in the cellular tissue
between the bladder and the uterus, it involves the mucous membrane
of the former; it first produces vesical catarrh, then sloughing of the
walls, and finally vesico-vaginal fistula. The bladder “is affected in a
considerable proportion of cases ; of 311 cases of carcinoma this oceurred
in 41 per cent., fistula resulting in 18 per cent. (Gusserow). From the

Fi1a. 272,

SecTIoN OF A Frat CA¥CROID (EPITHELIOMA) OF THE CERVIX. ¢ squamous epithelium ; ¢ ¢ carcino.
matons cells, between these is seen some granulation tissue (Schroeder).

position of the ureters, they are frequently involved. The carcinoma-
tous growth may press upon the ureters near their point of entrance into
the bladder, or it infiltrates their walls and the consequent thickening
produces constriction at the part affected.  Dilatation of the ureter above
thus results, which produces hydronephrosis and finally atrophy of the
kidney. The frequency of this condition will be apparent from the fact
that Blau found it present in 57 out of 93 post-mortem examinations.
More rarely does the carcinomatous infiltration extend backwards into the
rectum and produce recto-vaginal fistula; of 282 cases the reetum was
affected 1n 18 per cent,, fistula resulting in 85 per cent. (Gusserow),
When both bladder and rectum have been opened into, a common cloaca
is produced as in fig, 273,

2E



434 AFFECTIONS OF UTERUS.

Perforation into the peritoneal cavity is rare. The peritoneum is not
simply pushed forward, but is taken up into the carcinomatous growth.

Fig. 273. '

Carciyonma beginning in the Cervix Urert, and ending in the production of recto-vesico-vaginal
fistula (Farre).

As this process goes on, adhesions are constantly being formed between
the walls of the peritonenm in front of the growth so that it does not %

S il
e A

Fig. 274.

VERTICAL MESIAL SECTION oF PELVIS, FROM CASE OF CARcINoMA UTemL a, Perineal body; b,
1his: e, Rectum ; d, Body of Uterns ; e, Small fibroid ; £, :Jm ﬂuﬁa .mu

Bymphysis p1
0y E‘ajdun A small tube passes between bladder and excavated

(Barbour),
project free into the cavity beyond. These adhesions further prevent the

peritoneal cavity from being opened into when the carcinomatous mass

breaks down.
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442 AFFECTIONS OF UTERUS.

of the nerve sheaths. Occasionally it is felt in the mammee or other seats
of uterine sympathetic pain. The intensity of the pain varies also in
different cases ; it is marked where there is more formation of new tissue
and less ulceration, that is when there is more pressure on the nerve end-
ings. Thus, if there has been much deposit between the uterus and the
bladder accompanied with an increase of pain, we find that the pain
diminishes when the mass breaks down and a vesico-vaginal fistula is
formed. We may distinguish between pain due to the development of
carcinoma, and that produced by the chronic peritonitis which accom-
panies it when the peritoneum becomes affected; the latter produces
great sensitiveness of the abdominal walls to pressure, and a board-like
rigidity from reflex spasm of the muscles,

GENERAL EYMPTOMS.

In addition to these local symptoms which are immediately due to the
carcinomatous infiltration and degeneration, there are more general
symptoms which arise secondarily.,

First we mention loss of flesh and general debility. The patient may
continue healthy and well-looking, in the early stages ; sometimes, one is
surprised to find that the disease is already well advanced in a patient
who to outward appearance is in perfect health. But, sooner or later,
the drain on the system produces great emaciation. The patient also
has a careworn expression, partly from this loss of flesh and partly from
the constant pain ; from this expression alone, known as the *‘ cancerous
facies,” the diagnosis may sometimes be made.

The wasting (marasmus) is occasioned not only by the drain of the
new growth, but also by disturbances of the digestive system which arise
in the course of the disease, Loss of appetite may amount to disinelina-
tion for food, and digestion is interfered with. This is produced at first
sympathetically, as in other uterine disorders; but latterly it is due to
gastric catarrh, constipation, the condition of the blood (an@mia and
uremia), and the unhealthiness of the atmosphere resulting from the
offensive discharges.

There is, further, painful micturition and defeecation according to the
extent to which the bladder and rectum are involved. The latter is
always present, as the rectum, whenever it is distended, presses upon the
carcinomatous growth. When fistule are produced, the urine and faces
pass per vaginam.

Pruritus vulve frequently results from the acrid and irmitating dis-


















Septi-

caemia.

448 AFFECTIONS OF UTERUS,

or septic peritonitis. The preparation shown at fig. 280 was taken from
a patient in whom the immediate cause of death was rupture of the
uterus. The case is reported and the preparation described by A. R.
Simpson (op. cit., p. 276). There was earcinoma of the cervix which
had contracted the lumen of the canal; the cavity of the uterus was
expanded, the walls being thinned out; at the fundus “was a small

Fra. 280.

CARCINOMA OF THE CERVIX LEADING T0 OCOLUSIUN OF 08 UTERT, dilatation of uterns and perforation
(4. B. Simpson). Uterus and vagina laid open ; a quill is passed through the perforation,
perforation about the size of a pea, with thin edges,” through which
fluid had escaped and set up peritonitis which rapidly proved fatal.-
Septicewmia suggests itself as a likely cause of death, We are
familiar with it as produced in the puerperal condition : it is explained
by the fact that, at that time, there is abundant means for absorption in
the numerous lymphaties and the large veins which have been recently
lacerated ; hence, whenever septic matter is present, there is great risk
of septicaamia. Similar conditions exist in carcinoma, during the pro-
aress of which the blood-vessels are eroded and their extremities bathed
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458 AFFECTIONS OF UTERUS.

round the cervix or the pedicle of the carcinomatous mass (fig. 285), as
far above the limits of the disease as possible, so as to cut through healthy
tissue, but not above the line of reflexion of the muecous membrane of
the posterior fornix upon the vaginal portion lest it should cut into the
pouch of Douglas. After the ecraseur has begun to crush the tissues,

work it slowly—shortening the loop at the rate of one notch in every
twenty to thirty seconds,

Frz, 285,

Breaionr ECRASEUR 1N posiTioN. i cervix drawn down to valva by Museux's foreaps ;
C' [ chain ; E stem of ecrasenr (Chassaignas).

In using the galvano-canstic wire place it in position cold, tighten it
up so as to constrict the cervix, and then make the current. To prevent
slipping of the wire, Thomas has devised forceps with shoulders, which
he uses in place of volsellae. Byme of Brooklyn, who has had a large
experience with the galvano-cautery, has pointed out that if gradual
traction be made on the cervix during the action of the wire the result
will be a funnel-shaped amputation ; by this means more of the cervix
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will be removed. Tighten the wire gradually, so as to burn through—
not cut—the tissue. After amputation, examine the surface of the stump.
If there is much hamorrhage, apply a styptic to the stump directly or on
a pledget of cotton wadding, and pack the vagina with carbolised lint or
wadding ; this packing should not be discarded for a week or ten days,
as the great after-danger is hemorrhage.

The results of this method of amputation, which is recommended
by Barnes, Byrne of Brooklyn, A. R. Simpson, Thomas, and others, are
so far satisfactory. Cases of complete eradication of the disease are ex-
tremely rare, and therefore the one recorded by Sir J. Y. Simpson' has a
peculiar interest. He removed the cauliflower excrescence seen at fig. 286

Fic. 286,

Cehvix UTERDI AMFUTATED FOR CAULIFLOWER EXCREsCENCE oF THE PosTERIOR Lir. o healthy
anterior lip, ¢ ¢ base of anterior lip, d  d portion of healthy mucons membrane removed along
with the cervix, e rod passed through cervical canal (Sir J. Y, Simpson).

from a patient who was much reduced by the hemorrhage and discharge.
Eighteen years after the operation she was still perfectly healthy, had
borne five children, and had had no return of the carcinomatous growth.
The diagnosis was confirmed by the microscopical examination of the

- tumour by Goodsir and Reid who found it to have the structure of an

epithelioma. This result is only to be accounted for on the supposition

that, by a happy accident, the extent of the disease was so limited that

the amputation could be made through healthy tissue. In two other
! Bimpson—Discases of Women, 1872, p. 180.
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482 AFFECTIONS OF VAGINA.

preparation represented in fig, 298, taken from a patient who died on the
same day as the operation for atresia was performed,

The seat of the obstruction is most frequently in the lower third of the
vagina. This condition may be mistaken for imperforate hymen ; as the
wall of the sac, bulging through the hymeneal orifice, becomes adherent
to the hymen which appears as a mere fringe on the bulging membrane,
There is not, however, the same distension of the vulvar orifice and

Fig. 298,

Case oF DovBLE ATREsTA.  The Iewer affects the hymen and was aoquired ; above this was a ecavity
one inch long which eontained Eu rulent debris : the wpper obstruction was one inch thick amd
Was ital ; above it iz the dilated uterns and cervix. The Fallopian tubes contain blood-
sacs with small rents in their walls (Hreisty, case reported hy Steiner

perineum as in atresia hymenalis. Atresia of the whole vagina is usually
associated with imperfect development of the uterus (Breisky).

Atresia may exist at more than one point in the vagina. The speci-
men represented in fig. 299 illustrates this. It has this further interest
that the lower atresia—at the vaginal orifice—was acquired, the. result
of a fall on a block of wood when the patient was two years old; the

upper atresia was congenifal. The accumulation of menstrual blood. in
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small cells ; these swell up and push before them the stratified squamons
epithelium, the superficial layers of which are shed (fig. 307). When

Fia. 307.
GRA¥ULAR Yaamsrris—acute form (Sehroeder).

the condition has existed some time, the surface becomes more equal
through the thinning of the epithelial covering (fig. 308).

Fia. 308,

GRANUEAR VacixiTis—chronic form (Schreeder).

Emphyse-  Associated with vaginitis in pregnancy, there is sometimes an emphy-

?“t‘.}“i. sematous condition of the vaginal mucous membrane. Winckel has
aginitis. '

CoLriTis EMPIYSEMATOSA (Schroeder),

described eysts containing gas and fluid ; according to- R&gw:iha:dr!'g
present in’ spaces among the cellular tissue (fig. 309) piifaoons @
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Fig. 339 shows Martin’s raw surfaces, and the relations of the parts
when stitched. Martin aims at restoring the posterior columns of the

vagina (v. fig. 26).
Emﬂ 2
i B A

Fia, 338,

Raw SURFACE AS MADE BY MamrTin. 1 2 8 4, raw surfaces om posterior vaginal wall; I IT, raw
surface round introitus. The surfaces 1-4 are united, A to A and B to B, The edge 4 3 is

turnad in, with the corresponding one of opposite side, along the line n. The surface I 1T, is
united by sutures, so that the English and Greck letters are in apposition.

3. Making a raw surface on mucous memnbrane of anterior vaginal
wall. The raw surface made by Sims is seen at fig. 330.

Fra. 339,

To snow Raw BURFACE A8 MADE By SiMs (Marion Sims).

Operations 1-3 aim at restoring the perineal body and rendering the
vaginal walls narrower and less easily everted.




























































EXTRA-UTERINE GESTATION. 557

tube at its uterine end where it passes through the substance of the wall
of the uterus: in these cases it was supposed that the ovam was gl*{nnn.g
interstitially, in the substance of the wall. This form of gestation 1s

seen at fig. 340.
The two structures which call for special notice are (1) the wall of

the gestation sac, and (2) the placenta.

o

Fia. 345,

ISTERSTITIAL GESTATION (Breschet) : Body of uterus ; b cavity laid open from the front; ¢ embryo
sac in wall of uterus; d ovum with branching villi; e place where the placenta is forming and
is still adherent to the wall of the uterns ; f Fallopian tubes ; g ovaries ; & broad ligaments ;
i cervix; & vagina.

The wall of the sac consists, in a tubal gestation, of the dilated Fallo- Structure
pian tube ; this does not develop with the developing feetus (as the uterine gi:"ﬂ:‘l
wall does) and hence, when the latter has grown till about the second
or third month, it ruptures from the strain. When the ovum is grow-
ing at the fimbriated end or in the abdominal cavity, the wall is formed
by adhesions ; these yield, and when they rupture new adhesions form
outside ; hence the sac is capable of increasing in size. Tubo-ovarian

and abdominal pregnancies go on for a longer period than tubal—even to
full time,



Placenta,

Changes in
Uterns.

558 DISTURBANCES OF REPRODUCTIVE FUNCTION.

The placenta. The mucous membrane of the tube hypertrophies and
forms a highly vaseular areolar tissue; a structure analogous to the
decidua serotina is thus formed, in which the chorionie villi are em-
bedded (Rokitansky).

The uterus itself undergoes some of the changes of pregnancy. It
becomes softer and larger, a decidua forms in its cavity (fig. 346); these
changes are most marked in interstitial, less constant in tubal, and still

F

Fic, 346,

FALLOPIAN-TUBE GESTATION WHICH HAS BURET : A, uterus with decidua; ¥, bladder; €, vagina ;
D, gestation sae which has ruptured at F ; E, posterior Iayer of broad lignment turned up so as
to show ovary with corpora Intes ; &, Fotus (IF, Wilson),

less so in tubo-ovarian. TFig. 347 shows the size of the uterus in a case
of tubo-abdominal gestation of seven months’ duration, deseribed by
Bandl. The vagina, cervix and mamma undergo the changes of preg-
nancy and thus aid in the recognition of the condition.

ETIOLOGY.

The cause must evidently be some mechanical obstruction to the
passage of the ovum through the Fallopian tube. Pelvie peritonitis,
producing adhesions, will constrict the lumen of the tube (Hecker).
Bandl explains the relatively greater frequency of extra-uterine gestation
in older patients by the fact that catarrh of the tubes (which produces
adhesions with obliteration of the lumen) is more frequent in them.

L


































EXTRA-UTERINE GESTATION, 565

the wall of the sac shows that this part consists of Fallopian tube. To
explain its absence in other parts we must suppose that it is either a
tubal gestation which has ruptured below into the broad ligament, or a
tubo-abdominal which has fallen down into the pouch of Douglas
(Barbour).

This case presents the following points worthy of note. The patient
was young and had had a series of normal pregnancies immediately be-

FiG. 349,

DraarAMMATIC REFRESENTATION OF AN EXTRA-UTERINE PREGNANCY OF SBEVEN MONTHS
puRATION (BandD),

B Bladder ; I7 uterus (anterior wall measured 12 em. long ; posterior 16 em. ; thickness at side-

walls was 2 cm.); anterior lip is at level of middle of symphysis S8, posterior lip is at level of
urethral orifice ; a gestation sac, which reached to the umbilicus.

fore this one: after two months’ amenorrheea, irregular hamorrhages
oceurred from the uterus ; there was no history of rupture of the sac;
feetal movements had never been felt and the auscultation gave negative
results ; pressure symptoms appeared at the fourth month as in retro-

















































































592 AFFECTIONS OF BLADDER AND RE CTUM.

mucous membrane of the bladder, then adapts the margins of the fistula
with silver wire, and drains the urine continuously per urethram through

Fic, 363,
BUTURES PASSED 1IN A CasE 0F Urixary FisTura (Simon),

Fia. 364.

' ¥ gTED ; Sims" is
AND GERMAN MrThnons oF Panmvc THE Ences oF FISTULE CONTRA :
Tnﬁﬂﬂﬁ‘gﬁuﬂm rlghiﬂl:mrgin of the ﬁutm, ﬁim?ﬂ;a ﬂﬂ E;Eniﬁirt‘he '%:]?.m?ﬂﬂ éggﬁ{ﬁﬂfﬂﬂsfiﬂg
i @, that of the vagina is below. 2
mrm:{fj, 1:]11{{31::-;'_“ 'ra'::" m?rrum: i;nglm thus obtained the tissue can be removed up to the fine line

(Kaltentoaok). : . g
a catheter ; Simon pares away the edges vertically not specially avoiding
the mucous membrane of the bladder, unites the edges with silk sutures,













steps of
Operation:
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596 AFFECTIONS OF BLADDER AND RECTUM.

which a convenient form is shown at fig. 368. Fixed needigs are re-
quired when the tissue is dense. Sir J. Y. Simpson used a tubular
needle such as that seen at fig. 369, which is sometimes of service,

(a.) The paring of the edges of the jistula. To produce union, it is
essential to have a confinuous raw surface all round the margin. To
procure this, we hook up with a tenaculum the portion of vaginal mucous
membrane to be removed and transfix it with the knife (v. fiz. 362 and
fig. 371). The knife should not pass through the mucous membrane of
the bladder, unless there be so much cicatricial tissue that a large piece
requires to be cut out ; the reason for avoiding the vesical mucous mem-

Fia. 31. ; Fia. 372

FisTona snows AT Fios. 870 axp 871 CLOSED
wirh SvTures (Sir J. ¥, Simpson).

TRARSFIXING WITH A KNIFE BOTH EDGES OF THE
FIsTULA AT OXCE (Sir J. ¥. Simpson),

brane is to prevent after-hezmorrhage into the bladder. In small fistule,

we can remove the tissue in a ring and thus ensure a confinuous raw

surface ; in larger fistule, we may have to clip portions away with scis-
sors (v. fig. 109). + _

Another method of making a raw surface is to split up the edge:s 50
that the vesical mucous membrane is separated from that of the vagina ;
the advantage of this method is that no tissue is lost, but the stitching
is less accurate. . .

Hemmorrhage is best checked by hot douche; large bleeding points

may require twisting or even ligature.
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fistula the closed wound will be Y-shaped, while a quadrilateral fistula
will give an I-shaped wound (figs. 384, 385),

e

Fic. 384. Fig. 385.
Four-coRRERED FisrvLa, fig. 384, closed by Sutures in fig. 885 (Hegar and Kaltenbach). 1
51‘:::‘11; In the case of fistule situated close to the cervix, we make use of the |
Cervix.

Fia, 3886,

SUTURES PASSED THROUGH ANTERIOR LIP OF CERVIX 80 A8 T CLOSE IN TRANSVERSELY A FISTULA
oF THE AXTERIoR Fonrxix (i, and K),

anterior lip to close the fistula; the result is a crescentic wound (fig.
386). Sometimes we have to excise a portion of the cervix to get a















VESICO-VAGINAL FISTULA. 605

(without appearing in the wound) and brought out through the vaginal
mucous membrane below ; it is difficult to prevent these sutures from
catching up either bladder or rectum but this should, if po‘ssible, be
avoided. Care is required in the introduction of the first mesial suture

as it is the guide for the others.
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Fia. 893.

Brvox's OrERATION FoR KoLPokrLEmsis, The patient is in the lithotomy posture; the gound has been
passed through the orethra and fistula, and is seen in the npper portion of the vagina; the
perinenm is drawn back with the speculum and the labin majora with spatole. A band-like piece
of tiasne has been removed from both the vaginal walls above the ostinm ; the raw surface is left
unghaded in the figure, The vaginal mueons membrane is held tense by four pairs of forceps
ontside the raw surface, the shaded area within the latter is the upper third of the vagina. An
emd of the last suture has been passed through one raw surface, the second end is being carried
through the other raw surface (H. and K.)

The results of this method are satisfactory as regards the production
of complete continence. There is no liability to stagnation of urine or
formation of concretions (Hegar and Kaltenbach). Hamatometra will
not oceur unless there has been atresia of the cervix uteri, If men-




























































































































































