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PREFACE.

IN preparing a paper on ‘‘ The Obstruction of Labour by
Ovarian Tumours in the Pelvis,” I accumulated much
collateral information in regard to the general subject of
pregnancy with ovarian tumour. During my investiga-
tions T was impressed with the divergence of opinion,
and consequent difference in practice, which obtained in
regard to the treatment of this complication, 1 was
further surprised to find that so important a subject had
failed to receive the consideration i1t deserved, and that
there existed in our own literature no full or satisfactory
account of 1t, while recent Continental writers dealt only
 with partial aspects of the question.
As there was clearly need for a more extensive ex-
- amination of the whole subject, I continued to pursue my
. inquiries, and was able to obtain what seemed sufficient
material for a tolerably complete natural history of the
complication. The results of these investigations were
embodied 1n a thesis which I submitted to the Medical
Faculty of Aberdeen University in 1898, and for which I
was awarded the degree of M.D. The large number of
cases since published, and the advances that have been
made in the treatment of the complication, have com-
pelled revision and enlargement of the original text.
The subject has been treated largely from a statistical
- point of view, and, though realising that figures, extend-
- Ing over a period in which the treatment has undergone
- vital changes, may be fruitful of erroneous deductions,
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I feel that, with the limits of personal experience so
restricted, the inductive method affords the best, if not
the only, means of reaching scientific conclusions.

The work 1s divided into three sections. While much
has recently been written on the complication of pregnancy
and of labour with ovarian tumour, the management of
ovarian tumour in the puerperium has been comparatively
neglected. Few writers or text-books even refer to it.
As a contribution to the literature of the subject, this
section 1s, therefore, the most important.

I have to acknowledge my great obligation to many
friends and others for kindly furnishing me with the
details of unreported cases, or with facts supplementing
the published records. To Professor Stephenson and to
Dr. Scott Riddell for valuable suggestions and for assist-
ance in revising the proofs, and to Dr. Howie for pre-
paring the index, I am particularly indebted.

ABERDEEN, April, 1903,
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INTRODUCTION.

Ovarian Disease as a Cause of Sterility—Frequency of the Complication of
Ovarian Tumour with Pregnancy—Number and Source of Cases on
which Deseription and Analysis based.

Diseases of the ovary oceur with so much greater frequency
#during the child-bearing period that it is not surprising to
find them occasionally complicating pregnancy and labour. It
might naturally be expected that ovarian disease would prove
a barrier to conception, but experience shows that this is not
ithe case. Where one ovary only is affected conception does
inot seem to be hindered to any great extent, while there are

many instances on record in which pregnancy—even repeated
pregnancy—has occurred with both ovaries the seat of advanced
disease. Spiegelberg, for example, reports that on two occasions
 he examined soon after labour cancerous growths of both ovaries,
'in which not a trace of healthy tissue remained. Similar cases
;ha.ve been published by others. Sir John Williams' records an
interesting case in which pregnancy occurred fifteen months
after one ovary had been removed for cystic degeneration.
‘Towards the end of pregnancy it was discovered that the other
‘ovary was the seat of a large cystic tumour.

It is even more surprising to find that pregnancy has
occurred after the removal of both ovaries—a fact established
by well-authenticated cases,” which have been explained by the

I Williams, Cavendish Lecture, 1897.

L *See paper by Alban Doran in Journal of Obstetrics and Gynacology
\of the British Empire, vol. ii.
| 1



2 PREGNANCY WITH OVARIAN TUMOUR.

incomplete removal of the organs or by the existence of a de-
tached portion of ovarian tissue. With these cases before us
we can only agree with the view advanced by Lefholz' that,
where even a small portion of healthy ovarian stroma remains,
conception is possible.

While this is so, the evidence goes to show that ovarian
disease is an undoubted cause of sterility. Heiberg,” who dis-
cusses its influence as an obstacle to conception, admits the

difficulties in the way of arriving at a trustworthy conclusion. .

It has been computed by Simpson® that of all married women
L out of every 10 is sterile, while in married women the subject
of ovarian disease 1 in 3 or 4 never becomes pregnant. West,*
combining 94 cases of his own with 97 observed by Scanzoni,
reaches a result very similar to Simpson’s. We may regard
their conclusions as to the deterrent effect of ovarian disease on
conception as probably approaching as near the truth as the
data permit.

It is not easy to determine with any degree of certainty the
frequency with which pregnancy is associated with ovarian
tumour. The large number of cases recently published clearly
shows that the complication is more common than was at one
time supposed. The question can be settled only by an examin-
ation of the collective records of lying-in hospitals, but as these
have not been available I have had to rely mainly on the in-
vestigations of Flaischlen® and Lohlein.” The former found
only 5 labours complicated with ovarian tumour in a consecutive

' Beitr. z. Complication der Geburt durch Geschwillste der Weichtheile
im kleinen Becken, Halle, 1881.

2 Heiberg, Om Ovariesvulsten som Complication ved Svangerskab, Copen-
hagen, 1881.

*Simpson, Diseases of Women, p. 411.

* West, Diseases of Women, p. 538.

b Zeitschr. f. Geburtsh. w. Gyndlk., Bd. 29,

5 Gyndkologische Tagesfragen, Heft iv,
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series of 1?,832 attended at the Berlin Frauenklinik. Lohlein
met with 2 in 1,300 pregnancies at the Frauenklinik in Giessen,
" but this undoubtedly exaggerates the frequency of the condition.

' In 1,738 cases attended during the year 1901 at Tarnier’s
('.}llmque1 only 1 instance of the complication with ovarian
. tumour was found.

These figures differ too widely to permit of any definite
conclusion. If we take an average of the three statistics we
get approximately 1 pregnancy in every 2,500 associated with
ovarian tumour. This, though probably underestimating it,
may meantime be accepted as representing the frequency of
the complication.

The combination of pregnancy with ovarian tumour is a
condition that involves great risk to both mother and child.
The extent of this danger varies according to the character and
site of the tumour, and according to the presence or absence
of complications, as will be seen when these points come to be
dealt with.

Owing to ifs importance this complication of pregnancy and
labour has not failed to receive occasional consideration, and

~ reference to it is to be found even among the earlier writers on
. midwifery. The methods of dealing with it, however, have within
- recent times been undergoing gradual change. Measures which,
until a few years ago, were unquestioningly adopted have now
been almost entirely discarded. Of those measures which have
taken their place, some are still on their trial and require further
practical experience before finally establishing their position.
Indeed, the evidence of recent scientific papers, as well as that
of recently published cases, goes to show that neither as regards
pregnancy nor labour has the treatment fully emerged from this
transitional stage; and it is this fact mainly that has led me
to direct attention to the subject and to review our position in
the light of increased experience.

VI Obstetrique, 1902,

e e e




4 PREGNANCY WITH OVARIAN TUMOUR,

Owing to the comparative rarity of the combination of
pregnancy with ovarian tumour, the experience even of those
who have had the most ample opportunities of observation
must form a oo restricted basis for a complete acecount of this
gerious complication. Indeed, few observers have had ex-
perience of more than a trifling number of cases. That being
so, a safisfactory description can be reached only by collating
and analysing the records of published cases. To do this is
the task I have set myself, and it has been greatly lightened
by the labours of earlier workers —more especially of Jetter and
of Heiberg, whose valuable treatises, published respectively in
1861 and. in 1881, are marked by careful research and are as
complete as the materials at the time permitted. Since these
publications, however, evidence has accumulated and much
progress has been made, more particularly in the methods of
dealing with the condition.

The proportionately large number of cases which have been
published during the last few years is proof of a growing neces-
sity for further evidence in regard fo this important subject.
At the same time it seems to show that many of the earlier
instances of the complieation have not been recorded, and that
the conelusions drawn from former collections underestimate the
frequency of its occurrence.

The following description and analysis are based on a series
of 1,290 eases. These have been obtained from various sources,
among the more important being Jetter's well-known disserta-
fion,! which includes 215, Heiberg's * series of 271 cases, and
Dsirne’s table of ovariotomies in pregnancy,” which furnishes
100.* The remaining 704 I have myself collected. For the

1 Jetter, Ueber den Einfluss der Fierstocksgeschwillste auf Conception,
Schwangerschaft, Geburt und Wochenbett, Tiibingen, 1861.

* Heiberg, loc. cil. 3 Dsirne, Archiv f. Gyndk., Bd. 43, Heft 3.

4 Dsirne’s table includes 185 cases, but 35 of these are in Heiberg’s
collection.
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most part these are to be found in the periodicals of the last
twenty years. Four cases which will be given in detail have
' come under my own observation, while for several unpublished
cases | am indebted to Sir John Williams, Professor Simpson,
' Dr. Herman, Dr. Dakin, Dr. Herbert Spencer, Mr. Bland-
Sutton and others. Although the total series includes 1,290
| cases, the actual number of patients is only 1,154, several of
the women being pregnant more than once while affected with
- the tumour.

While the records of many of the cases are of too meagre
a character to be of any practical value, the majority are re-
corded with sufficient fulness. All elinical histories have, where
possible, been carefully examined, and on these the following
observations are for the most part basel. The recent cases
have been more especially drawn upon, as they are on the whole
both fuller in defail and more reliable. In several instances

I have been able, through the kindness of the author, to supple-
ment the published record.

With the view of illustrating unusual or important points,
short abstracts of cases have been introduced, and these, it is
hoped, will prove interesting as well as instructive.




CHARACTER AND SITE OF THE OVARIAN TUMOUR,

TaHE character and site of the ovarian tumour have so im-
portant an influence, not only on the progress of pregnancy
and labour, but on the convalescence in childbed, that a
few observations on the subject may be desirable. |

Character of the Tumour,—All the usual kinds of ovarian
disease have been found associated with pregnaney, but the
relative frequency of the various forms differs in all published
collections from that found in the non-pregnant condition. Of
the cases in our series the character of the tumour may with
reasonable certainty be determined in 862. Cystic tumours, as
might be expected, are the most numerous, 594 being simple or
multilocular cysts. A few of the latter are deseribed as papillo-
matous, Of dermoid tumours there are 204, or nearly 1 in
4, a greater proportion than statistics in the non-pregnant
would lead us to expeet. This greater frequency in pregnancy
is not difficult to explain. Dermoid tumours are for the most
part small, giving rise to no or few symptoms until, from their
gituation in the pelvis during labour or from injuries which they
may sustain in the abdomen during its progress, they make their
presence felt. Save for their association with pregnancy they
would probably escape observation. Another reason assigned
by Herman' is that dermoids remain long in the pelvis, and
that thus pregnancy is more likely to occur than in the case
of a tumour early lifted up into the abdomen. Whatever the

! Herman, Miseases of Women, p. 763,

(6)




CHARACTER AND SITE OF THE OVARIAN TUMOUR. 7

explanation, the greater danger which, as we shall see, attaches
- to dermoids in pregnancy renders the fact important.

| Compared with the cystomata, solid tumours of the ovary
are rare. Knowsley Thornton found but ten instances, or
" nearly 3 per cent., in 338 ovariotomies, while Olshausen com-
. putes that they occur in about 5 per cent. of all cases. They
' are even more rare in pregnancy. Swan,! in an interesting
- account of the complication of pregnaney with solid tumours
- of the ovary, states that, after a careful examination of the
literature, he was ‘‘ able to find but 14 cases of undoubted solid
growths of the ovary in association with pregnancy . In our
- series fibromata or solid adenomata are recorded in only 19
. cases, or just over 2 per cent., but besides these there were 45,
or 5'2 per cent., in which the tumour was malignant, 25 being
- described as carcinomatous and 20 as sarcomatous.

_ In 65 cases the ovarian disease was bilateral, and in 55
. of these the character of the tumours is noted. In 22 both
| tumours were eysts ; in 17 both were dermoids; in 7 both
were malignant, 4 cancerous, 3 sarcomatous; in 7 a cyst of
one side was combined with a dermoid of the other: in 2
there was a dermoid of one, a sarcoma of the other ovary.

Size of the Tumour.—As the practice is now general to
remove ovarian tumours as soon as detected, it might be sur-
mised that only those of small or medium size would be found
associated with pregnancy. As a rule this is the case, the
average being from the size of a feetal to that of an adult head :
but tumours of *“ enormous ”’ size, which are of frequent occur-
rence in the earlier collections, have been met with even in
recent cases. In not a few instances the termination of a full
term pregnancy is stated to have left the abdomen inappre-
ciably diminished. Spencer? records a case in which a multi-

' Swan, Johns Hopkins Bulletin, March, 1898,
“Spencer, Obstet. Trans., 1901,
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locular tumour, the main cyst of which contained 31 pints,
ruptured on the third day after labour. The patient was
removed to hospital, but died of syncope immediately on ad-
mission. The tumour had been known to exist for two or
three years, but operation had been refused.

Tumours of medium size are the most common. Smaller
tumours more often escape recognition. Though equally liable
to complications they do not occasion the unusual size, shape
or rapid growth of the abdomen which leads to the detection
of larger tumours. Among the tabulated cases, however, will
be found several in which a tumour of the size of a hen's egg
or an orange was recognised either accidentally or from having
given rise to acute symptoms.

Situation of the Tumour.—As in the non-pregnant, a
tumour of the ovary may occupy either the abdomen or the
pelvis, or, rarely, it may lie partly in the abdomen and partly in
the pelvis. Its situation is determined mainly by its size and
weight. In the abdomen an ovarian tumour may oceupy almost
any situation according to the length of its pedicle. It most
usually lies at one or other side of the uterus, oceupying the
iliac and lumbar regions, It may, however, be found in front
of or behind the uterus, or lie like a cap above it. Uncertainty
in diagnosis has occurred from the tumour being fixed by ad-
hesions in one or other hypochondriac region.

While in the later months of pregnancy the ovary normally
rises into the abdomen, small and medium sized tumours are
often retained in the pelvis either on account of their weight or
from being incarcerated. This persistence of an ovarian tumour
in the pelvis is more common in pregnancy. In 327 of our
cases, or more than one quarter, the tumour was found in the
pelvic cavity. Of these 102 were simple or multilocular cysts,
and no fewer than 116 were dermoids. Thus nearly 3 out of
every 5 dermoids occupy the pelvis. Of 22 cases in Heiberg's
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collection, 14 were in the pelvis. The importance of this lies

~ in the fact that in the pelvis they usually escape detection till

the onset of labour, In the pelvis the usual situation of the
tumour is the pouch of Douglas, where it fills up the hollow of

‘the sacrum, pushing the cervix uteri forward and upward.

An abrupt change occasionally takes place in the position of

Ml the tumour. An abdominal tumour may be forced down into

the pelvis by increased intra-abdominal pressure. This most
commonly happens during labour,' when it may be spontaneous
or the result of abdominal manipulation in the third stage ; but
it may take place towards the end of pregnancy, In Breit’s
case it occurred before delivery of the placenta and interfered

. with its removal. On the other hand, a tumour in the pelvis

may be spontaneously dislodged during pregnancy, and the case
reported by Halliday Croom ? shows that this alteration of posi-
tion, if suddenly produced, may be attended with acute symptoms.

The distinetion between tumours in the abdomen and
tumours in the pelvis is an important one, as in the latter
situation the risks are greater, especially during labour when
they form an obstruction to the passage of the child, and
demand active treatment. This distinetion will be kept in
view throughout.

! See author's case, p. 171.
* Jetter, loc. cit., p. 23. ‘See p. 31,



INFLUENCE OF PREGNANCY ON THE ORIGIN AND
GROWTH OF OVARIAN TUMOURS.

Pregnancy a Preventive rather than a Cause of Ovarian Disease—Preg-
nancy neither accelerates the growth of Ovarian Tumours, nor favours
Malignant Degeneration of them.

Oxe of the first questions with which we are confronted in
considering the complication of pregnancy with ovarian tumour
is whether, as is sometimes asserted, pregnancy favours
disease of the ovaries. The question has from time to time
been discussed, and there exists a vague belief that pregnancy
predisposes to ovarian mischief. For this belief there is, as we
shall show, no proof. Indeed, the facts will be found to
warrant just the opposite conclusion and to bear out the
truth of Goodell’s assertion, that child-bearing women, and
especially the prolifiec ones, are less liable to cystic degeneration
of the ovaries’.! Goodell supports his argument by an
analysis of 840 cases of ovariotomy, in which he found that
there were 371 single women or widows to 469 with husbands.
Again, Sir John Williams,” taking the 1,000 cases of ovarian
tumour operated on by Sir Spencer Wells and dividing them
into groups corresponding to the age groups of the Registrar
General for married and single, finds that :—
Married. Single.

Between the ages of 20 and 25 years ; s 2B 50
" » 25 ipe B : . 188 138
" 7 35 TR : . 154 78
" » 45 e shby : . 168 65
1 " a5 5 8 . . T4 27
" 8 65 ,» upwards . ' T 6
! Goodell, Lessons in Gynecology, p. 430. 2 Williams, loc. cit.

(10)




INFLUENCE ON THE ORIGIN OF OVARIAN TUMOURS. 11

He compares these figures with the proportion of the
. married to the single women in the population, as found in the
Registrar General's Report for 1891, which shows that:—

Married. Single.

Between the ages of 20 and 25 years ; e 70
@ bR § SO RERE IR 33
! L SEEEH SRS, Sl 16
s 3 45 5 DAt = . a7 12
i . ad 2 s P . 89 11
o e 65 v upwards : ., B89 1L

A comparison of these tables shows that a disproportion-
ately large number of ovarian tumours occurs in the unmarried.,

The evidence is more conflicting, however, when we come
to consider the effect of pregnancy on the growth and course of
ovarian disease. It has been assumed—largely on a priori
grounds—that from the increased determination of blood to
the generative organs the growth of ovarian tumours receives
an impetus during gestation. This view has been advocated
by Hirsch, Jetter, Krause and Spiegelberg, and more recently
has found a supporter in Dakin. In his Handbook of Mud-
wifery the latter makes the statement that ‘‘the effect of
pregnancy on ovarian tumours, whatever their nature, is,
as a rule, to make them grow more rapidly ”. Spiegelberg
maintains that the solid tumours of the ovary are more liable
than the other forms to this rapid development, while Hirsch
and Jetter make an exception in the case of dermoids, in which,
they agree, no increase is to be observed during pregnancy.

The fact on which this assumption rests is well established,
but the inference is more than open to doubt. The argument
is based mainly on the analogy of uterine fibroids, which
undoubtedly grow pari passu with the growing uterus. As
Sir John Williams' points out, however, the conditions are

' Williams, loc. cit.
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different.  Fibroids form part of an organ which normally
grows during pregnancy, and are composed of the same tissues.
There is, on the other hand, no enlargement of the ovary
during pregnancy, as Thomson' has recently shown. The
analogy further breaks down in that ovarian tumours do not,
as fibromyomata, undergo involution after labour. In the
few cases that have been recorded where the ovarian tumour
diminished during, or after the termination of, pregnancy the
explanation is probably o be found in the existence of in-
flammatory changes in the tumour, or is to be sought, as
suggested by Lohlein,” in the disturbances of the circulation in
the tumour to which childbed, mainly through torsion of the
pedicle, exposes. It is possible also that some cases in which
there was no post-mortem verification were fibroids.

That a rapid increase in the growth of an ovarian tumour
is oceasionally developed in association with pregnancy cannot
be doubted. Many instances have been met with, but how far
this increase was the result of pregnancy, the result of some
complication, or was a mere coincidence, may be regarded as
an open question. In not a few of them, doubtless, the rapid
enlargement was indirectly the result of the pregnancy, being
due to the formation of vascular adhesions, which are more
liable to oceur in connection with pregnancy. In others it may
be ascribed to one or other of those complications to which
gravidity is known to expose ovarian tumours, for example,
inflammatory attacks or torsion of the pedicle with hemorrhage
into the tumour,

Although, then, an acceleration in the rate of growth of an
ovarian tumour is often coincident with pregnaney, the cases in
which this has been observed are far from as numerous as those
in which no unusual development was originated. There are
many cases in which the tumour is stated to have remained

| Thomson, Deutsche medicinische Wochenschrift, 1889, No. 44.
2 L,ohlein, loc. cit,
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stationary through several pregnancies. I may refer to two
cases related by Spencer Wells,! in one of which a woman
six times bore living children during the progress of an ovarian
eyst, which in the seventh pregnancy ruptured and was removed
- by abdominal section ; in the other the woman passed through
' several pregnancies without marked distension till the last,
which was a twin pregnancy, fifteen months after which the
tumour was removed.

I't must not be forgotten that a sudden increase in the rate
of growth of an ovarian tumour is not uncommon apart from
pregnancy. In most of the cases which are included in this
series it is possible to determine, directly or by inference, the
- behaviour of the tumour. In comparatively few—Iless than 15
. per cent.—is there any evidence to show that the rate of growth
was greater than is often observed in ovarian tumours when
- unassociated with pregnancy. Ldhlein’s experience agrees
- with this, for in eighteen cases,® observed and recorded by him-
'~ self, he found no increase in the rate of growth resulting from
pregnancy.

Complete disappearance of an ovarian cyst has in a few
instances been noted both during and immediately after preg-
nancy. The explanation of this is, no doubt, to be found in
rupture of the tumour into the peritoneal cavity or into a hollow
. viscus with absorption or removal of its contents. That this
termination is possible will be seen when we come to deal with
rupture of ovarian cysts in pregnancy. On the other hand, a
more rapid growth of the tumour is frequently reported to have
followed delivery, and this has been attributed to the sudden
diminution in the intra-abdominal pressure. Though this is a
possible factor, the enlargement was more probably the result
of injury to the tumour with consequent inflammation, or of
some degree of pedicle torsion.

The clinical evidence furnished by a larger series of cases

' Obstet. Trans., vol. xi., p. 252, 2 Liohlein, loe. cit.
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serves, therefore, to Euppc;rt the conclusion reached by Sir
John Williams,! who has discussed this subject at considerable
length. *‘ There is no uniformity,” he observes, ‘‘ in the conduct
of the tumour in different cases. The whole evidence, and the
small number of the cases in which the growth of the tumour was
rapid, appear to show that pregnancy exercises no influence in
accelerating the growth of ovarian fumours.”

The opinion may be here alluded to, which has been
expressed by Wernich® and supported by Spiegelberg, that
pregnancy occasions malignant degeneration in ovarian cysts.
It is entirely unsupported by proof ; and there is equally little
evidence in the history of published cases in favour of the
contention of Hirsch,® that pregnancy in a woman with one
ovarian tumour favours the occurrence of disease in the other
ovary. :

If, then, pregnancy favours neither the origin nor the de-
velopment of ovarian fumours, what, if any, are the reciprocal
effects of the two conditions when co-existing ? These differ,
both in character and frequency, according as they occur
during pregnancy, labour or childbed, and will be considered
under these three natural divisions,

! Williams, loc. eil.

2 Beitrige sur Geburtsh, w. Gyndlk., Berlin, ii., p. 146.

3 De Cystidum Ovarii in conceptionem, Graviditatem, partum efficacitate,
Berlin.




SECTION L

PREGNANCY WITH OVARIAN TUMOUR.

SUMMARY.

IsFLueNce oF OvariaNy Tumour on PrEGNANcY, 17.

INFLUENCE OF PREGNANCY ON OvariaN Tumour, 22.

SymMproMs OF PREGNANCY WITH OvaARIAN Disgasg, 29,

Diagrosis oF OvaAriaN Tumour witH PrEGWaxNcy, 34,
DiFFERENTIAL DIscNosis, 45.

Dragxosis oF THE CompricaTions oF OvariaN Tumour, 64.
ProGgwosis 1N PREGNANCY CoMPLICATED WITH OvariaAN Dismase, 70.

TREATMERT 0F PREGNANCY WITH OvaRIAN TuMour, 80.
Historical, 80. ‘
Non-Interference, 84,
Tapping, 89.
Induction of Premature Labour, 94,
Ovariotomy, 98.
Practical Observations on Ovariotomy during Pregnancy, 118,
General Summary, 124,
Tabulated Cases, 127,







INFLUENCE OF OVARIAN TUMOUR ON PREGNANCY.

' Tee more important influences exerted on pregnancy by an
ovarian tumour are those that arise from pressure. The
tendency of this pressure, as might be expected, is to cause
interruption of the pregnancy. ‘It might be stated as a
general truth that nature could not tolerate the double burden
of a growing uterus and a growing ovarian tumour ; the rapidly
increasing pressure must at some time cause such distress that
relief must in some way be obtained ; in most of the cases he
had seen this relief was found in the advent of spontaneous
premature labour " (Barnes).! The frequency with which this
termination occurs is not so great as might be expected, or as
the above statement of Barnes would lead us to believe. Jetter
found that in 215 pregnancies abortion or premature labour
occurred 36 times, or 16°7 per cent. In 174 pregnancies in
' which there was no surgical interference Heiberg found 34
premature interruptions, or 194 per cent. These observations,
- which correspond to the period of expectant treatment, repre-
sent the effect of ovarian tumour in causing abortion and
premature labour more nearly than do the later results when
ovariotomy was the rule. They are of interest only in so far
as they furnish the means of comparing the prospects of the
child from the old and from the new methods of treatment,
We shall have occasion to refer to them later when we come
to deal with abortion after ovariotomy,

In reading the history of patients the subject of ovarian

b Ohstet. Trans., vol. xi., p. 201.

(17) 9




18 PREGNANCY WITH OVARIAN TUMOUR.

tumour, I was struck with the frequency with which abortion
is stated to have occurred previous to the recognition of the
tumour. The question as to the causal relationship was
naturally suggested. Did the tumour exist and favour the
occurrence of these abortions, or were they factors in the origin
of the ovarian growth ? It seems reasonable to assume, as
pregnancy has been shown not to cause ovarian disease, that
the frequency of abortion was due to the presence of a small
ovarian growth which had escaped detection.

Large tumours are more liable to interfere with the normal
duration of pregnancy, and the larger the tumour the more
likely is gestation to be interrupted. Many cases show, how-
ever, that even very large tumours are not incompatible with
the birth of a fully developed child. Among others Saxinger'
and Bryant? report cases where the abdomen after labour
was larger than that of a full term pregnancy. On the other
hand, small tumours frequently cause abortion. A considerable
number of cases are recorded where the tumour was too small
to have interfered from its mere size with the growth and ex-
pansion of the uterus. In some of these the action of the
uterus was probably due to interference with its development
caused by the existence of adhesions between the tumour and
neighbouring viscera, more especially the uterus itself.

From their situation in the pelvis, small tumours tend to
cause incarceration of the uterus and abortion. A similar result
may be produced by tumours occupying the pelvie brim and
fixed by adhesions. Several observers record cases in which
the incarceration was detected and rectified, the pregnancy
going on to term, In illustration of this Liynch's case Y may be
mentioned.

Apart from the mechanical influence of pressure and ad-

I Herdegen, Dissert., Tiibingen, 1876, p. 22.
2 Lancef, 1879, ii., p. 45. ¥ Heiberg, loc. ctf.
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hesions, miscarriage frequently results from the supervention
of complications, such as torsion of the pedicle, inflammation or
rupture of the cyst, or peritonitis.

Another effect of ovarian tumour which will tend to influence
‘the course of gestation is that to which Schultze ! has recently
drawn attention, namely, torsion of the uterus. This is prob-
ably a more common result of ovarian tumour than the few
cases which have been recorded would lead us to suppose.
I find 6 cases in which uterine torsion is noted during
pregnancy or in the puerperal period. Schultze describes
several cases in which the rotation amounted to 180°. Torsion
to this extent will tend to affect the uterine ecirculation and
favour abortion. In a case reported by Halliday Croom*® saec-
culation of the uterus seems to have been due to the presence
of an ovarian cyst.

The opinion has recently been gaining ground that ovarian
- disease is a cause of cystic degeneration of the ovum. Baum-
gart ® has lately recorded a case in which a vesicular mole was
removed from a woman, twenty-two years of age, in the third
month of her first pregnancy. A tumour was at the time
 recognised in the abdomen. Laparotomy was performed four
- and a half months after and two cystic ovaries removed. The
following similar case came recently under my own observa-
- tion :—

Case I.—Mrs. L., married three years, no children ; last
period ended on the 2nd of June, 1901, followed by morning
sickness and other evidences of early pregnancy. From the
3rd of July she suffered from pain in the back, intermittent, but
for the last month so severe that she was confined to the house
and had frequently to lie down. On the 2nd of August sudden
discharge of blood from the vagina: treated for threatened

V Zewtschr, f. Geburtsh, w. Gyndk., 1898,
* Halliday Croom, Fdin. Medical Jowrnal, vol. xl.
¥ Baumgart, Cenfralbl, f. Gyndk., 1902, No. 4,




20 PREGNANCY WITH OVARIAN TUMOUR.

abortion. Occasional slight-discharges till the Tth of October -
on the afternoon of that day profuse heemorrhage set in and she
applied to the Maternity Hospital. She was seen by a nurse,
and then by Dr. Howie, who, recognising the characteristic
cysts of chorionic degeneration, sent for me. I found the
woman much reduced from loss of blood, blanched and with
quick, feeble pulse. The abdomen was enlarged to the size of
a six and a half months’ pregnancy. The uterus was hard and
tender, especially at the fundus and over the pubis: consider-
able hemorrhage : uterine contractions good. The vagina was
full of blood eclot and cystic masses. On removing these the
cervix was found high and difficult to reach from being pushed
to the right posterior quadrant of the pelvis, almost against the
brim. A cystic tumour, about the size of a large orange, occu-
pied the left side of the brim, dipping into the cavity of the
pelvis. Under chloroform the uterus was emptied, and a hot
uterine douche given. The tumour, which before could not be
well defined, could now be differentiated from the uterus. The
woman made a good recovery, though there was considerable
pyrexin for over a week, The tumour, evidently a cyst of
the ovary, remained unchanged during the puerperal period.
Operation was meantime refused.

In addition to the above I find 8 cases of vesicular mole
associated with bilateral ovarian tumours. No explanation can
yet be given as to the influence of the ovarian disease, but
the frequency with which the two conditions are associated
suggests more than a mere coincidence.

When the pregnant uterus escapes incarceration and rises
into the abdomen it may be prevented by the situation of the
tumour from assuming its normal position. It may be pushed
to one side or the other or thrown forward against the abdom-
inal wall. Deviations in the axis of the uterus are thus produced,
which may prevent the head from engaging the brim in the end
of pregnancy, as in Winckel's case, where, however, the tumour
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|
| was spontaneously pushed to the side during labour. The effect
of this uterine obliquity on the course of labour will be seen
| later.

i When an ovarian tumour is associated with pregnancy the
iﬁusua.l symptoms of the latter condition tend to be exaggerated,
| sometimes to a pathological degree. This may be the result of
| pressure on the uterus. In many cases the mechanical irrita-
| tion is so great as fo lead to chronic inflammatory attacks.
Indeed, the clinical histories of our cases seem to show that
| comparatively few women with ovarian ftumour escape some
degree of peritoneal inflammation during pregnancy.

Besides tending to produce adhesions, these inflammatory
attacks combine with the embarrassed respiration to favour the
- production of ascites, which adds to the abdominal distension
and discomfort, as well as to the difficulties of diagnosis.

Whether albuminuria occurs with greater frequency, though
5‘ probable, cannot be determined with certainty from the data.
| Puerperal eclampsia, however, is relatively more common than
' in uncomplicated pregnancy. It is noted in 6 cases, or about
1 in 130 (Jetter and Heiberg's cases not included).

Disturbances of nufrition result more readily than in un-

| complicated ovarian disease, and lead sometimes to great
| emaciation and exhaustion.
Notwithstanding the great pressure to which the growing
| uterus is exposed in the case of large tumours, the development
of the fcetus seems, as a rule, to be little interfered with, though
Langley ' records a case in which malformation of the cranium
was attributed to this cause. It is probable that, as in the case
of twins, the children have less resisting power.

* Jetter, loc, cit., p. 18.
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In a condition so liable to serious complications as ovarian
tumour it is difficult to separate the effects which are to be
attributed to pregnancy. While in many of our cases preg-
nancy exercised no influence either on the growth or on the
natural course of the tumour, the records of complications of a
more or less serious character are so frequent that one eannot
resist the conclusion that pregnancy does favour the oceurrence
of untoward changes in an ovarian tumour. The same changes
are, no doubt, met with apart from pregnaney, though, as will
be shown, with less frequency.

We limit ourselves here to the accidents and injuries arising
in or attributable to gestation ; but it must not be concluded
that these give the full measure of the danger attaching to preg-
nancy with ovarian tumour. TLabour and the puerperal period
are even more liable to produce dangerous complications.

Some of the effects to which pregnancy exposes ovarian
tumours have already been incidentally referred to. It has
heen mentioned that the pressure exerted by the growing uterus
tends to produce friction and irritation of the peritoneum. This
vesults in peritonitis which affects chiefly the covering of the
tumour and the contiguous peritoneal surfaces. It is more
likely to occur in those cases in which the tumour as well as
the uterus grows rapidly. [Peritonitis due to this cause 1is
usually chronic and attended with only a moderate degree of
pain and tenderness in the region of the tumour. Attacks of

this kind are of common occurrence in ovarian tumour assocCl-
(22)
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L ated with pregnancy. As a rule they do not materially affect
'the woman's health or interfere with gestation, but they lead to
| the formation of adhesions between the tumour and the adjacent
viscera or parietes. During pregnancy adhesions seem often
| to form without any subjective symptom of peritonitis. On the
4l other hand, existing adhesions may sometimes be broken down
| by the rapid growth of the uterus. As an instance of this
the following case, which in many respects is most instructive,
may be cited.

Case Il.—A woman in the second month of pregnancy
was found to have the right ovary adherent to the uterus, but
an operation was not thought necessary. Soon after there
oceurred sudden collapse with signs of fluid in the abdominal
- cavity. Laparotomy was performed, when both ovaries were
found healthy, but an adhesion of the right ovary to the uterus
had been torn owing to the growth of the organ, causing
hemorrhage. The torn adhesion was ligatured. The woman
made a good recovery, pregnancy being undisturbed.!

Besides these chronic attacks, inflammation of the peritoneal
covering of the tumour of an acute or subacute character is not
infrequently met with, apart from other complications of the
~ tumour. This is usually localised, but may be general. It is

rare, however, to find acute general peritonitis independent of
some pre-existing complication, such as rupture or torsion.,

An accident to which pregnancy undoubtedly exposes an
ovarian tumour is twisting of its pedicle. Several reasons have
been advanced to explain the frequency of twisted pedicle
during pregnancy, but into these 1t is unnecessary here to enter.
Of the faet, though it is sometimes disputed, there can be little
doubt. It may be of interest to mention that the first recorded
instance of torsion occurred in pregnancy.

Aronson,” in a disserfation on the complications of ovarian

1 Murphy, Lancet, 1895, vol. i.

_ * Zur Ruptur, Vereiterung, und Awendrehung von Ovarialcysten, Inaug.
Dissert., Zurich, 1883.
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tumours, points out that the conditions existing in pregnancy
favour the occurrence of this acecident. Of 72 instances of
torsion which he collected, 9 were associated with pregnanecy.
Taking into account the infrequency of ovariotomy in preg-
nancy and the often imperfect records, he concludes that
pregnancy is an important factor in the production of rotation
of the pedicle.

Petritschek,! on the other hand, though admitting that
most authors regard pregnancy as a cause of torsion, is inclined
to agree with Lihlein ® that it has no special influence in this
direction. He collected from literature all the cases of torsion
in pregnancy he could find, 32 in number, He accepted,
however, only those cases which were met with during
ovariotomy. This would represent the frequency of torsion
in pregnancy as about 12 per cent., while its general frequency
is variously estimated at from 6 to 10 per cent. In 375 cases
of ovarian tumour with pregnancy Sir John Williams* found
torsion in 21, or about 6 per cent., which he contrasts with the
2 per cent. found in Spencer Wells’ 1,000 ovariotomies.

The present series * furnishes no fewer than 60 instances of
torsion during pregnancy attended with well-marked symptoms.
There were besides several cases in which torsion, often of con-
siderable degree, was met with at operation, but had given no
clinical indication of its presence. If these are included it may
be computed that twisting of the pedicle occurs in 1 out of
every 8 cases.,” In the puerperium it will be found to occur in
22°T per cent. If the general average be taken at 8 per cent.,

| Zur Casuistik der Stieltorsion wvon Ovarientwmoren wdihrend der
Schwangerschaft, Inaug. Dissert., Miinchen, 1898.

? Liohlein, loe. cit.

3 Williams, loe. cil.

4 Jetter and Heiberg’s cases excluded: torsion is not mentioned by
the former: in the latter's collection only 4 instances are noted.

5Tn this analysis the cases of ovariotomy in which torsion was not
present are excluded.
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while in pregnancy and the puerperium it is from 12 to 22, it is
' obvious that the frequency of torsion apart from pregnancy will
be less than 8 per cent. It would seem, then, that pregnancy,
and the puerperium more especially, have an undoubted in-
' fluence in causing this accident, and that the statement of Sir
- John Williams (who probably has the puerperal cases in view
as well) may be accepted as not far from the truth, that * twisted
pedicle is found nearly three times as often in cases of ovarian
tumour with pregnancy as in ovarian tumour apart from preg-
nancy . |
The situation of the tumour, and to some extent its char-
acter, affect the frequency of torsion. Experience shows that
it is more apt to occur in abdominal than in pelvie tumours.
Our cases, however, do not support the coneclusion which
Aronson'! reached, that dermoid and solid tumours are more
liable than the cystic to torsion during pregmancy. In 8 only
of the above 60 cases was the tumour a dermoid. In 5 the
. tumour was in the abdomen; in 1 it was partly in the
- abdomen, partly in the pelvis. In 2 it occupied Douglas’s
pouch ; no symptoms were present in one, but on removal at
the sixth month of pregnancy the tumour was found deeply
congested. Their comparative immunity from torsion during
pregnancy 1is due to the fact that they so frequently oceupy the
- pelvis, where they are little subject to change of position. Kven
in the abdomen dermoid tumours do not seem more liable to
. torsion. Of 40 removed during pregnancy the pedicle was found
| twisted in only 5.
The effects of torsion are the same as in the non-pregnant.
- In most of the above cases the rotation was acute or subacute,
. and attended with sympftoms more or less severe, but in
. others it was chronic, in some giving rise to intermittent
. attacks of pain and discomfort throughout the whole course
of pregnancy.

! Aronson, loc. cit.
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Another complication of ovarian tumour favoured by the
coexistence of pregnancy is rupture of its wall; an accident
which is more liable to occur where the cyst wall is thin, and
is more frequently met with in tumours of small or medium
size. The causes of rupture concern us here only in so far as
they are affected by the pregnant condition. One of the
most common is torsion of the pedicle, and the liability to
torsion during pregnancy helps to explain the frequency with
which rupture occurs. Torsion leads to rupture either from
rapid distension due to hwmorrhage into the cyst or from
necrotic changes in its wall. Another cause of rupture will be
found in the rapid growth of the uterus and the consequent
tendency to tearing of the adhesions which so often bind the
tumour to neighbouring structures or even to the uterus itself.
That adhesions may give way from this cause 1s seen In
Murphy’s case,! where hmmorrhage with collapse occurred
from the tearing of an adhesion between the uterus and the
right ovary which was otherwise normal. Rupture may, again,
be the result of great mechanical pressure, and this will
obviously be increased during pregnancy by the enlargement
of the gravid uterus,

Though more common during pregnancy, rupture of an
ovarian cyst is not so frequent as the above considerations
would lead us to anticipate. Aronson® in a series of 257 cases
of rupture found only 16 associated with gestation; but even
this shows, if we accept the estimate previously given of the
frequency with which pregnancy is associated with ovarian
disease, that rupture is relatively more common during
pregnancy. Sir John Williams? arrives at the same con-
clusion. In his 375 cases he found rupture in 13, or in 3'5
per cent., while from Spencer Wells’ cases he estimates the
general frequency of rupture at 2'4 per cent.

1 Murphy, Lancet, 1895, vol. 1.
® Aronson, loc. cit. 3 Williams, loe. cil.
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| Our collected cases show that rupture oceurred during
~ pregnancy on 22 occasions (in 2 the result of external violence,

in another during vaginal examination), or in about 23 per
| cent.! The discrepancy as compared with Sir John Williams'’
figures is no doubt due to the more general adoption of ovari-
otomy in pregnancy. The cases of Jetter and Heiberg give us
more nearly the frequency with which rupture may be expected
to occur under an expectant treatment. In their combined series
of 486 cases rupture took place during pregnancy 18 times, or
over 4 per cent.!

Suppuration is a more rare complication of ovarian tumour
during gestation. How far the pregnant condition, apart from
increasing the liability to torsion of the pedicle, contributes to
produce it, is not easy to determine. Aronson,” who discusses
at length the causation of suppuration in ovarian tumours, while
| emphasising the effect of labour and the puerperium, does not
| seem to attach much etiological importance to pregnancy. In
| a series of 122 cases of suppuration he found only 7 in which it
'~ occurred during pregnancy, 3 of the 7 being dermoids. Indeed,
in his total series there appears a surprisingly large number of
{' dermoid tumours. In 65 of the cases in which the nature of
| the tumour was stated no fewer than 31 were dermoids. The
' proneness of these tumours to suppurate has long been recog-
nised, and this tendency, combined with the preponderance of
| dermoids in pregnancy, would of itself account for a somewhat
greater frequency of suppuration.

Our series furnishes 16 instances of suppuration during preg-
nancy, excluding those cases in which suppuration followed
aspiration. In most of the cases the condition was recognised
during pregnancy, but in a few the tumour was not detected
till the onset of labour or early in the puerperium.

On the whole, pregnancy would seem to favour suppuration

1 Cases of ovariotomy in pregnancy excluded.
® Aronson, loe. cif.
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in ovarian tumours. Though met with in less than 2 per cent.
of pregnant women it is found more frequently in the puer-
perium, and it is probable that in many of these cases the
process began in pregnancy without, as often happens in sup-
purating ovarian cysts, giving rise to any symptoms.

In the collections of Jetter and Heiberg 5 cases are noted in
which hemorrhage took place into an ovarian eyst during preg-
nancy, seemingly independent of torsion. In 1 of these the
h@morrhage was due to a blow in the fifth month of gestation.
On the eighteenth day after the injury the cyst ruptured and
death ensued without the pregnancy having terminated. In
the other 4 cases it is probable that the hsmorrhage was
the result of an undetected torsion of the pedicle.

Acute or subacute complications only are considered in the
above analysis. They number approximately 140 in a series
of about 870! cases, or 1 in 6. If the cases of chronie
peritonitis and torsion are added, it may be computed that
in every fourth case some complication is to be anticipated
during gestation,

I Cases in which ovariotomy was performed during pregnancy before
the occurrence of a complication are excluded.




SYMPTOMS.

TrE symptoms occasioned by the complication of pregnancy
with an ovarian tumour are extremely variable, and are
determined to a large extent by the size and mobility of the
tumour as well as by its situation and character. There are
many instances in our collection in which no symptoms beyond
those of pregnancy were present, and this immunity may exist
even in the case of large tumours, which have not infrequently
remained undiscovered till delivery was completed. Indeed, in
several cases so large was the tumour that the abdomen under-
went little sensible diminution and a second child was believed
to be present. In a case kindly communicated to me by
Dr. Haultain, a midwife finding the uterus, as she thought,
undiminished in size after the expulsion of the child sent for
assistance in the belief that a second had still to be delivered.

It is when the tumour is small, however, that we are most
likely to find a complete absence of symptoms, and more par-
ticularly when it occupies the pelvis and is in consequence less
mobile and less liable to injury during pregnancy. Of 263
cases which I have tabulated, where the tumour during labour
occupied this situation, there were over 80 per cent. in which
no suspicion of its existence was entertained till its presence
was revealed by vaginal examination in the course of delivery,
while in several others in which the tumour had been
recognised previous to the pregnancy, or been accidentally
discovered during it, no symptoms were observed.

Though in a large number of our cases there was thus

(29)
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nothing to indicate the existence of any complication, yet a
closer investigation shows that a complete freedom {from
symptoms is exceptional. Often, however, they will be found
to have been so slight that they were regarded as the natural
outcome of the pregnancy, and unworthy of mention, their
existence being elicited on inquiry subsequent to the discovery
of the tumour during or after labour. Neither were they of
a very constant character. In some they consisted of an
exaggeration of one or other of the ordinary symptoms of
pregnancy. Sometimes there was merely a sense of weight in
the region of the affected ovary; more often there was pain,
described by some as a continuous ache, by others as severe
but of short duration, returning perhaps at intervals during
the course of pregnancy. At times again the pain was of a
dragging character or resembled the pains of labour and was
attended with down-bearing. The latter was especially
associated with pelvie tumours.

Pains of the kind described, which are not infrequent in
pregnancy apart from ovarian or other recognisable disease,
are in this connection commonly dependent on peritoneal
irritation, on the stretching of adhesions, or on threatened
torsion of the pedicle of the tumour. Sudden, acute and
persistent pain has a more serious significance, and points to
some dangerous complication.

Another symptom, frequently noted in the records of
pregnancy with ovarian tumour, is irritation of the bladder.
This is due to pressure or dragging on the organ, and i1s most
troublesome and persistent where rotation of the uterus has
been produced. When the tumour lies in the pelvis constipa-
tion is generally complained of, but occasionally diarrhcea with
tenesmus has been present. In a few cases of abdominal
tumour symptoms of obstruction oceurred—the result, some-
times of adhesions, sometimes of direct pressure of the tumour
on the bowel.
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Any one or all of the foregoing symptoms may be met with
| in the course of an otherwise normal pregnancy, and for that
| reason are apt to be regarded as of little significance. From the
fact that they may form the chief or sole indication of serious
| pelvic or abdominal conditions, which it is important to recognise
| early, their presence, more particularly when persistent, should
suggest the advisability of a careful examination.

In many cases it will be found that the first thing to arouse
| the woman'’s suspicions and to lead her to seek advice was the
| unusual shape or large size and rapid growth of the abdomen.
| Pregnancy not infrequently brings into notice small tumours
| which were previously unrecognised. This may be due to the
growing uterus pushing the tumour in front of it from the pelvis
| into the abdomen, when it may be felt or seen by the woman.
| The rapid enlargement of the abdomen which may thus be pro-
| duced is often out of proportion to the size of the tumour.
Small ovarian tumours usually rise into the abdomen with
| the uterus, or are pushed up beforeit. When they remain in the
| pelvis they are liable from the narrowing of the brim which they
| occasion to prevent the ascent of the uterus, and thus give rise
.- to symptoms of incarceration. Several cases where this occurred
| are recorded. After the uterus has left the pelvis there is
little tendency for the tumour to be elevated. In some cases,
- however, a displacement into the abdomen has taken place,
- the result usually of some sudden movement or jolt. This is
- attended with severe pain from the tearing of slight adhesions
~or from the strain put on the pedicle. A case, reported by
Halliday Croom,' illustrates a sudden dislodgment of this kind
which was followed by severe symptoms.

Case IIl.—A woman, four months pregnant, was suddenly
- seized with acute pain in the right side. On examination an
ovarian tumour was found lying to the right of the uterus and

! Trans. Obstet. Soc., Fdin., 1899,
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partly in the pelvis. A fortnight later the patient had a fall,
and a few days afterwards the tumour was found lying under
the liver. On laparotomy the tumour showed signs of recent
hemorrhage in the sac, and already there were numerous ad-
hesions. “‘ The pedicle was markedly twisted, which torsion
no doubt occurred when the tumour was suddenly passed en-
tirely free of the pelvis. This accords with my previous
experience of a very definite cause of twisted pedicle.”
Provided the tumour escapes complications, it is unusual
for the woman’s health to be seriously impaired save in the
case of very large or malignant growths. In the former there
is at first only moderate discomfort, but later, owing to the
encroachment of the growing uterus, this becomes intensified
and is associated with well-marked digestive and rvespiratory
troubles, which may be so great as to render the woman
incapable of exertion or unable even to lie down, In these
circumstances, the woman becomes rapidly emaciated—more
rapidly than in the distension of simple ovarian disease—and
suffers so much from respiratory embarrassment that relief of
some sort becomes necessary. This may occur in the case of
even small tumours, if associated with ascites, the presence of
which in pregnancy is always suggestive of ovarian tumour.
When the tumour is malignant, emaciation is usually rapid, and
the woman quickly becomes cachectic. A good illustration of
this is seen in the case observed by Voigt.! On the other hand,
it is important to note that malignant disease has been unex-
pectedly found when there was nothing in the symptoms to
excite suspicion, as in the following case recorded by Murphy.”
Case IV.—A woman, aged thirty-two, was found in the
sixth month of pregnancy to have an ovarian tumour. Ovari-
otomy was performed ; the tumour proved to be a round celled

! Voigt, Archiv f. Gynik., Bd. 49.
2 Murphy, Lancet, 1895, vol. i.; see also Miinchmeyer, Centralbl. f.
Giyndik., 1890; Landau, table ii., case 24 ; and Pernice, table v., case 1,
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- sarcoma, weighing two pounds, with numerous adhesions.
- Labour pains commenced twenty-four hours after the operation
- and soon resulted in the birth of a boy who lived twelve hours,
Convalescence was uneventful. ‘‘ During pregnancy there were
no marked symptoms and nothing at any rate to indicate the
- malignant character of the growth."”

From what has just been stated it will be gathered that
there is no uniformity in the general symptoms, but some or
other of those described will be found in a large number of the
cases of ovarian tumour with pregnancy in which no more
serious complication arises. Though seemingly trivial they are
of importance in directing attention to the condition and per-
mitting of its early recognition, and for that reason should

- never be disregarded.

Ty
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DIAGNOSIS.

Tae dangers to which ovarian tumour exposes the pregnant
woman render the diagnosis of this condition a matter of great
importance—an importance which is increased by the growing,
and now almost general, opinion in favour of ovariotomy in
preference to expectant or palliative treatment,

Though easy, as a rule, and more especially when the
tumour is small and movable, the diagnosis may present ex-
treme difficulty or even baftle the most careful investigation.
The present collection furnishes many instances where ex-
perienced observers failed to satisfy themselves of the true con-
dition after prolonged examination. In several cases the sound
has been unsuspectingly passed into the pregnant uterus, while
in others ovariotomy has been undertaken in ignorance of the
coexistence of pregnancy. In 18 of Heiberg's 52 cases of
ovariotomy in pregnancy, the latter condition was not suspected
till the abdomen had been opened. But even opening the
abdomen has not always been proof against error.. Spencer
Wells ! records a case where, after removing a cystic ovary, he
tapped the pregnant uterus under the belief that it was a cyst
of the other ovary, while in a somewhat similar case McKee “
punctured what appeared to be a second eyst from which, how-
ever, a loop of the umbilical cord protruded on removal of the
trocar,

In reference to diagnosis in this complication Heiberg ®

1 Obstet. Trans., vol. xi. IN.Y. Med. Journal, 1893.

* Heiberg, loc. cit.

(34)
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advises that patients with tumours of the ovary should always
be examined with the possibility of pregnancy in view, and all
" the more because for the exact diagnosis of ovarian tumour the
- use of the sound is necessary.
Many of the mistakes which have occurred may be traced
' to the belief that ovarian disease arrests menstruation or pre-
vents conception. The clinical facts prove both beliefs to be
erroneous, The arrest of menstruation should suggest preg-
nancy, and the more sudden the arrest the more likely 1s
- pregnancy to exist. ““In all cases of ovarian tumour during
the menstrual age, it is safe to suspect the coexistence of preg-
~ nancy when, after menstruation has been previously regular, the
menses become suspended for a season "’ (Atlee).!

When ovarian tumour is combined with pregnancy the diag-
- nosis involves the separate recognition of the two conditions.
~ This must be based on their characteristic signs. Clinically,
 we know the physical signs of pregnancy may so resemble
.~ those of ovarian tumour, and vice versa, that the two conditions
- are only to be distinguished by careful examination. When
they coexist the physical signs of the one condition may modify
or conceal those of the other. This being so, it is easy to under-
stand that the difficulties which may be encountered may render
an accurate diagnosis impossible short of abdominal section,

The recognition of pregnancy is, as a rule, the more difficult,
. and especially is this the case in the early months, when it
" has frequently been found impossible to pronounce with any
~ cerfainty on its presence.
So many mistakes have been made from not attaching suffi-
- cient weight to the signs and symptoms of pregnancy which
- were present that it may be well very briefly to allude to some
of the more important, and at the same time point out how
their value may be affected by the coexistence of an ovarian
tumour.

! Atlee, Diagnosis of Ovarian Twmours.
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It has already been noted that the frequency with which
the signs of pregnancy are obscured gives a greater significance
to the various symptoms. When the arrest of menstruation
suggests the possibility of pregnancy, other symptoms of the
condition should be carefully inquired for. Morning sickness,
increased or capricious appetite, the existence of other digestive
disturbances, will each and all serve to strengthen the proba-
bility. As previously mentioned, these symptoms are some-
times aggravated by the presence of ovarian disease, but, on the
other hand, their diagnostic significance is lessened from the
fact that they may be found with ovarian tumour independently
of pregnancy. '

Where the situation or size of the tumour makes bimanual
palpation of the enlarged uterus difficult or impossible the most
relinble signs are the changes in the cervix, which in many
doubtful cases have proved of service, and in the shape and
consistence of the lower uterine segment; save exceptionally,
these can be readily made out. The mammary changes may
also help us, more especially in primigravide.

As the pregnancy advances the physical signs increase in
number and in diagnostic importance, though from the increas-
ing distension they may be more difficult to determine. If
the ease has been under observation the rate of growth of the
uterus, corresponding with pregnancy, will be important.  The
condition of the cervix becomes more characteristic. Ballotte-
ment, external and vaginal, ean often be made out, while the
movements of the feetus may be subjectively or objectively
detected. In most cases the heart sounds can be heard. These
signs are conclusive, and have the same value and the same
limitations as in simple pregnancy.

For the recognition of the ovarian tumour symptoms are of
little use. The history will sometimes aid us, though too much
reliance must not be placed on the statements of a patient, more
especially when they are in conflict with the physical conditions.
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The known existence of an abdominal enlargement antecedent
to pregnancy may indicate the nature of the complication where
the physical signs of the tumour have become obscured by
abdominal distension, Of more importance is the history of
peritonitie symptoms before or in the course of pregnancy, and
in several instances this has contributed towards a correct
diagnosis.!  Slight as well as severe attacks of peritonitis,
oceurring during pregnancy, point to the coexistence of ovarian
disease and should always be carefully investigated. Indeed,
when we consider the frequency with which definite indications
pointing to an abnormality are absent it cannot be too strongly
urged that any unusual symptoms, however slight in character
or short in duration, or even any persistent exaggeration of an
ordinary symptom of pregnancy, should receive attention. An
observation of this rule would have led in many cases to an
earlier diagnosis, and thus have facilitated treatment and some-
times have prevented serious consequences.

Routine examination towards the end of pregnancy, which is
rightly becoming more and more the habit of obstetric physicians,
has occasionally led to the detection of a pelvie tumour, which
gave no indication of its presence, and has placed the medical
attendant in a more favourable position in regard to treatment.*

Apart from the occurrence of complications, the symptoms
to which pregnancy with ovarian tumour gives rise are so
variable and uncertain that, beyond directing attention to the
condition, they are of little value in diagnosis. It is on
physical signs that we must rely. As a rule, these are un-
equivocal, but they may be so closely simulated by those of
other conditions that careful examination is necessary in order
to arrive at a correct conclusion. In all cases the examination
should be systematic.

! See Lewer's case, Lancet, 1893, vol, ii.
* See two cases reported by Duncan, Lancet, 1899, i., p. 801,
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Inspection will usually show an abdominal enlargement out
of proportion to the duration of pregnancy, though if the tumour
is small or lies in the pelvis nothing abnormal may be observed.
In many cases inspection will reyeal a characteristic shape of
the abdominal swelling which at once suggests the nature of
the complication. The symmetrical appearance which the
abdomen presents in pregnancy is seen to be altered. Provided
there is not excessive distension, two tumours may often be
clearly distinguished, separated perhaps by a distinet groove.
According as the tumour lies at the side of or above the uterus,
the groove is vertical or horizontal ; occasionally it has an
oblique direction. The existence of this groove may be decep-
tive. Atlee! and Howitz ® record cases where two separate
tumours were simulated by a large semi-solid multilocular eyst.
Where the tumour is large, and especially when associated with
ascites, the abdomen will be seen to be enormously and uni-
formly distended—to a size out of proportion with the duration
of pregnancy. This obliteration of the line of demarcation is
liable to oceur towards the end of gestation even with tumours
of moderate size.

Palpation affords more valuable evidence. In the simpler
cases we can often readily ascertain the existence of two distinet
swellings. Where the abdominal wall is lax, as in early preg-
nancy, the two tumours may be independently movable, while
the fingers can be pushed into the furrow between them. In
most cases the two tumours lie side by side, the gravid uterus
occupying the more central position. Sometimes the uterus
lies behind the ovarian tumour, which has become fixed by ad-
hesions to the front of the abdominal wall. Palpation will then
reveal only the ovarian swelling. Where the tumour has a long
pedicle, it may be found in almost any region of the abdomen,
where it may be fixed b}r' adhesions, or, as is more usual, remain

' Diagnosis of Ovarian Tumours, 2 Heiberg, loc. cif.
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movable. In one of my own cases it lay in the right hypo-
chondrium,! but could be easily pushed down, while a case is
" vecorded 2 in the Medical Record of 1897 in which, in the
. fourth month of pregnancy, the left hypochondrium was oceu-
pied by a ‘‘ rather flat, globular swelling, tender on pressure and
dull on percussion ', From the unusual situation of the tumour
no positive diagnosis was ventured on. Lewers® describes an
interesting case where the tumour lay like a cap over the uterus
but permitted the hand to be pushed down between it and the
uterus to the promontory of the sacrum.

Even when no line of demarcafion can be made out the
nature of the complication may be suggested by some irregu-
larity in the shape of the tumour or by its extension into one
or other loin,

A difference in consistence in the two fumours, or in the
different parts of the abdominal swelling, may be made out by
palpation. In the more central tumour it may be possible to
recognise the characteristic consistence of the pregnant uterus,
while, if gestation be advanced, the limbs and movements of the
feetus may be felt. In the intermediate months abdominal
ballottement may be made out. The intermittent contractions,
characteristic of the gravid uterus, have often contributed to a
correct diagnosis. -

The ovarian tumour will usually be harder and more elastic,
and if cystie, fluctnation may be perceptible. The existence of
fluctuation is especially valuable in those cases of enormous
distension in which the usual physical signs are obscured.

While, for the most part, merely corroborating the informa- -
tion which palpation yields, percussion may furnish independent
evidence. It is most valuable in those difficult cases where
abdominal distension renders the results of palpation uncertain:

1 See p. 171. =Jones, Med. Record, 1897,
¥ Lewers, Lancet, 1893,
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Dulness will be found over both uterus and tumour with occa-
sionally an intermediate zone of resonance indicating the line of
demarcation. In some cases this line of resonance has been
found to be due to an adherent coil of intestine. Dulness ex-
tending into one flank and practically unaltered by change of
position will tend to corroborate the suspicion of some com-
plication.,  Percussion also will enable us to determine the
presence of free fluid in the peritoneal cavity, which is not un-
commonly met with in cases of ovarian tumour with pregnancy.

In doubtful cases the use of the stethoscope must not be
omitted. The other signs of pregnancy so often fail us in the
presence of ovarian disease that the detection of the feetal heart
sounds acquires more than usual importance. Though often
difficult it is generally possible to make them out. Where great
ascites existed, however, or where the uterus lay behind the
tumour, it has usually been found impossible to detect them, so
that in this complication of pregnancy their limitations as an
ald to diagnosis are increased, and too much reliance must not
be placed on negative stethoscopic evidence. From the fact
that it has been heard over ovarian tumours, the uterine
souffle is not of much value.

It is seldom that abdominal examination alone suffices for
diagnosis. The information obtained has to be supplemented by
internal exploration, which alone, or combined with abdominal
palpation, furnishes important dliﬂ,gﬂﬂﬂtiﬂ evidence,

In the early months, and especially when the ovarian
tumour is so large as to interfere with bimanual palpation
of the uterus, vaginal examination gives us the most reliable
signs of the existence of pregnancy. The situation and character
of the cervix uteri are ascertained. The cervix varies in position
according to the duration of pregnancy and to the site and size
of the tumour, It is comparatively seldom normal in position,
a fact of much diagnostic significance. In the case of pelvic
tumours which oceupy their usual position in Douglas’s pouch,
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it is pushed forward, lying usually in the middle line, less often
" to one or other side. In the latter half of pregnancy it may
be so high as to be inaccessible to an ordinary examination,
. being situated well forward above the pelvic brim or behind
- the upper part of the symphysis pubis.

With abdominal tumours the position of the cervix is even
more variable. According to the situation and size of the
tumour it may be pushed back into the hollow of the sacrum
or forward behind the pubis, but the most usual displacement
is lateral. It may be pushed to the side of the pelvis or even
into an iliac fossa. These abnormal positions of the cervix uteri
in pregnancy are always suspicious of some complication.

The changes in the cervix uteri characteristic of pregnancy
can usually be readily made out, and in not a few of our cases,
where early gestation was accompanied by great abdominal
distension, they have furnished the chief evidence of its exis-
tence. They are of most importance in early pregnancy when
the abdominal and other vaginal signs are more likely to fail us.
In the later months, again, the diagnosis of pregnancy has often
been assured by the perception of the presenting part of the
feetus.

Pelvic tumours are seldom suspected till a vaginal examina-
tion is made. Ovarian tumours in the pelvis vary much in size,
sometimes being as small as a Tangerine orange, sometimes as
large as a feetal head. The latter fill up almost the entire
pelvis, leaving only enough room to push up one or two
fingers between them and the pubis, and thus rendering palpa-
tion of the uterus and cervix difficult or impossible. They are
usually tense and elastic, though ovarian fibromata have been
met with and been mistaken for a feetal head! or pelvic
exostosis.” On the other hand, purely cystic tumours may be

' Griffith, Obstet, Trans., vol, xxxiii.
* Kleinwachter, Archiv f. (iyndk., Bd. iv,
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so tense, especially towards the end of pregnancy or during
labour, as to give the impression of being solid.

As in all abdomino-pelvie conditions bimanual examination
forms our most important means of diagnosis. It seldom fails
to contribute valuable information even where it does not enable
us to reach a positive conclusion.

It may seem unnecessary to point out that the bladder and
rectum should first be emptied, but mistakes have ocecurred
from neglecting this ordinary precaution. Fwecal accumula-
tions at the upper part of the rectum and a distended bladder
have each been mistaken for an ovarian tumour, an error
which can only be attributed to want of care.

The shape, character and consistence of the uterine and
ovarian tumour can best be made out by the bimanual method.
The independence and relation of the two tumours may also in
most cases be readily established. Movements imparted to the
uterus from the abdomen will be communicated to the cervix
which will remain unaffected by corresponding movements of
the ovarian tumour, provided no adhesions exist, and these are
seldom so close that impulse to the tumour is in the same
degree imparted to the cervix. The greatest difficulty will be
experienced in the case of large tumours with great abdominal
distension. The bimanual evidences of an early gestation may
then be obseured, and we must rely for the diagnosis on the
less certain vaginal signs and on the symptoms. On the other
hand, when in the later months the existence of pregnancy is
assured, there may be difficulty in determining the nature of
the accompanying abdominal condition. In these ecircum-
stances an anwsthetic will permit of a more satisfactory
examination, but cases will always be met with in which an
absolute diagnosis is possible only after an exploratory
laparotomy.

It has been found possible under chloroform to make out
bimanually the attachment of the tumour, and the detection of
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the pedicle has contributed to the diagnosis in cases in which
the tumour was at first thought fo be a myoma.

A useful extension of the bimanual method has been sug-
. gested independently by both Schroeder ! and Professor Howitz *
of Copenhagen. They recommend that the cervix be pulled
' down by a hook or volsellum. By this means movements may
be more readily communicated to the uterus in the abdomen,
which in this way will be differentiated from the adjoining
~ tumour. The volsellum should be held by an assistant while
the tumours are manipulated from the abdomen, and this
is best done by attempting to lift or push them up. The
fear which might be entertained that this interference with
the cervix would bring on labour seems to be unfounded. In
Howitz's clinic, where this method was habitually employed,
no such result followed.

Information, which may help towards a diagnosis in obscure
cases, will sometimes be derived from a rectal examination. A
higher exploration of the pelvis is obtained, and the uterus or
the tumour may thus be palpated when it proved inaccessible
to vaginal examination. It may be ecombined with abdominal
examination, and in one or two cases it has been possible by
this means to ascertain the attachment of the tumour. In this
bimanual examination Herman advises that two fingers should
be introduced into the rectum under anmsthesia.

Rectal examination is especially valuable in the case of
pelvic tumours. In these it should be employed as a matter of
routine. -From neglect of rectal exploration an ovarian tumour
was In several instances regarded as a bony outgrowth from
the pelvic wall. This happened in a case recorded by Klein-
wachter,” where Cwmsarean section was performed with fatal
result, and it was found that what had been regarded as a pelvic

P Zewtschr, f. Geburtsh. w. Gyndk., Bd, v., Heft 2.
* Heiberg, loc. cil. * Kleinwachter, loc. cif.
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exostosis was an ovarian fibroma which was non-adherent and
could have been pushed above the brim. A more excusable
mistake which has been made is to regard the tumour as an
extra-uterine pregnancy.

Jetter ! recommends simultaneous rectal and vaginal exam-
ination with a view to ascertain the character and consistence
of the tumour, a not unimportant point when it has to be
decided during labour whether tapping may be resorted to with
advantage or not.

The importance of arriving at a correct diagnosis is so great
that in obseure cases an an@sthetic should be employed when
the greater relaxation of the abdominal wall and freedom from
pain will permit of a more satisfactory examination.

Where the abdominal distension is great, tapping may prove
useful by diminishing the tension and thus allowing the two
tumours to be recognised as distinet, The chemical character
of the fluid withdrawn may enable us to distinguish an ascitic
collection from an ovarian cyst. In tapping the greatest care
must be taken not to injure the uterus, several cases being
recorded where the trocar was pushed into the uterine fumour,

1 Jetter, loc. cif.
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DIFFERENTIAL DIAGNOSIS.

Ix dealing with the differential diagnosis, I propose to rely
more on illustrative cases than on a lengthy analysis of the
differential signs, which will be found enumerated in text-books
of gynecology.

The diagnostic problem presents itself clinically in one or
other of the following forms:—

1. The presence of pregnancy may be readily determined,
but the nature of the complication is obscure.

2. The evidence of ovarian disease may be clear, while the
coexistence of pregnancy is uncertain.

3. The existence of pregnancy and the nature of the ab-
dominal enlargement may both be doubtful.

The first only of these need be considered. The second
group, though furnishing the largest number of cases, is re-
latively unimportant. The existence of pregnancy makes
operation only more imperative ; but this must not be held to
relieve the practitioner from making every effort to solve the
problem. It is important for the operator to be aware of the
existence of pregnancy, and it is only fair to the patient to in-
form her of its possibility before submitting to operation. The
diagnosis of pregnancy in association with ovarian tumour has
already been considered.

Cases coming under the third category are now seldom met
with, though they were of common occurrence when ovarian
tumours were allowed to run their course without operation.

The earlier literature furnishes many instances where the
(45)
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abdominal distension had become so great that the condition
could not be definitely ascertained. Inthese circumstances the
presence or absence of pregnancy will seldom alter the treat-
ment. The important point is to determine the nature of the
complication. The clinical problem is thus practically the same
as in the first group. |

Pregnancy Certain or Probable, Complication Ob-
scure.—Cases coming under this head are distinguished less
by their frequency than by the variety of the conditions which
may simulate ovarian tumour in association with pregnancy.

Fibromyoma Uteri.—Uterine myomata are not in-
frequently associated with pregnancy. Although the diagnosis
is as a rule easy, the clinical characters of the condition may
so resemble those of pregnancy and ovarian tumour that
diagnosis is impossible, This is most likely to be the case
where the myoma is pedunculated, soft and cedematous, or
partially cystic, or, on the other hand, where a multilocular
nodulated ovarian cyst is adherent to the uterus,

The differential diagnosis is important, unless, indeed, the
startling recommendation which has recently been made' to
operate at once on all cases of uterine myomata were to be
extended to myomata in pregnancy. We are still, however,
far from even a limited acceptance of this attitude.

The difficulties that may be experienced in distinguishing
an ovarian tumour from a myoma of the uterus are largely
increased by the coexistence of pregnancy, Not only does the
most distinctive symptom fail us in the suppression of the men-
strual flow, but we are debarred from a valuable diagnostic
method, the use of the uterine sound. If, in addition, the
physical characters of the tumour are of uncertain import

! Bland-Sutton, Obstet. Trans., 1889,

i
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the diagnosis will at best be conjectural. ~The tumour may
" be inferred to be ovarian, however, when it possesses great
- mobility, is tense, elastie, or fluctuating. A myoma, on the
other hand, is less movable, seems to form part of the uterus, to
which its movements, even when pedunculated, can generally
be communicated, and gives an impression of greater weight
- and solidity. Ovarian fibromata may be equally hard, but are
. comparatively rare and are often combined with ascites,

In distinguishing the two conditions, Schroeder’s method of
pulling down the uterus by a hook fixed in the cervix is of use,
By this means the more intimate connection of a myoma with
the uterus will be demonstrated, while the point of origin of the
tumour may be ascertained and the diagnosis decided. It has
. sometimes been possible to palpate the ovaries and thus de-
- termine the tumour to be uterine, but this can only be done
exceptionally and at an early period of pregnancy.

Where the physical signs are insufficient the previous
mensftrual history may help us to a decision.

When the tumour occupies the pelvis the differential
diagnosis may not be easy, as several published eases prove.
If 1t shows fluctuation it is almost certainly ovarian, but the
absence of fluctuation does not preclude the possibility of the
tumour being cystic, for in not a few cases a cyst of the ovary
in the pelvis has been found so hard that it was regarded as a
uterine fibroid. In this situation the differential diagnosis is
of less importance, as in either case operation is indicated.

When the ovarian tumour is fibromatous the greatest diffi-
culty may be experienced in distinguishing it from a uterine
tumour., Free fluid in the peritoneal cavity so often associated
with fibromata would favour an ovarian origin.

Two cases ' are recorded in which pregnancy was complicated

' Worrall, Med. Press and Circular, May, 1900 ; Downes, dmer.
Crynecol. and Obstet. Journal, 1898,
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by uterine myomata as well as by an ovarian cyst. In neither
case was the latter diagnosed till the abdomen was opened.

In doubtful pelvic cases it is a good plan to push the tumour
above the brim. If this can be effected, the diagnosis will often
be rendered easier.

I add abstracts of two cases ; in one a fibroid outgrowth of
the uterus was regarded by both Spencer Wells and Knowsley
Thornton as an ovarian cyst, in the other the converse mistake
was made.

Case V.—Uterine outgrowth operated on during pregnancy
in the belief that it was an ovarian tumour ; premature labour ;
death. (Knowsley Thornton, Obstet. Trans., vol. xxi.)

H. A., aet, thirty-nine, married two years, enjoyed good
health previously ; menstruation regular and painless till a few
weeks after marriage, when she had a severe illness, seemingly
peritonitis, but the account of it indefinite, After this attack
menstruation irregular, profuse, and attended with much pain,
During illness patient’s attention was first directed to two
lumps in the lower abdomen, one in the situation of each
ovary,

Iarly in August, 1878, catamenia ceased and vomiting after
meals began, but no morning sickness: She became rapidly
worse and was confined to bed. On 2nd May she was admitted
to the Samaritan Hospital much exhausted with troublesome
sickness and high temperature. When she could be examined
the os and cervix were found in the condition of advanced preg-
nancy ; the position of the uterus could not be accurately
defined owing to a hard round adherent mass in the pelvis, On
18th May fewtal heart sounds heard and movements detected in
the mass occupying the left side of the abdomen. There was
a distinet groove between this mass and one on the right.
The tumour was believed to be ovarian, and operafion was
decided on. In this Spencer Wells concurred. Operation on
22nd May. It was not till the tumour was almost separated
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that any doubt of its ovarian character was entertained. It
proved to be a uterine fibroid weighing nearly six pounds.

Case VI.—Ovarian ¢yst complicating pregnancy mistaken for
a uterine fibroid ;: Porro’s operation ; recovery. (Debaissieux,
Report of Congress of Gynecology and Obstetrics, 1892.)

Patient, aet. forty, for two years the subject of a tumour
which was regarded as a fibroid of the uterus. She became
pregnant and passed through pregnancy without trouble.
Labour began at term. Debaissieux concluded that delivery
in the ordinary way was impossible, and performed Porro’s
operation. The tumour proved to be a cyst of the ovary. Not-
withstanding an attack of secondary haemorrhage the woman
recovered.

Retroverted Gravid Uterus.—In the early months of
pregnancy an ovarian tumour in the pouch of Douglas may be
mistaken for a retroverted gravid uterus. Several illustrations
of this are to be found among our cases. Such mistakes can
be avoided by a systematic examination.

Although the constitutional and local symptoms of incarcer-
ation of the gravid uterus are usually more severe than where
a pelvic ovarian cyst complicates early pregnancy, this cannot
be relied on. The physical conditions resemble each other, but
it is seldom that an ovarian tumour presents the soft consistence
of the pregnant uterus. In the case of a cystoma the tumour is
more tense, elastic, and fluctuating, while with solid tumours
their unyielding hardness will distinguish them from the uterine
fundus. With care also the intermittent contractions character-
1stic of the pregnant uterus can be made out in the retroverted
organ.

The position of the cervix, which in both conditions is high
and pressed against the symphysis pubis, does not help us
so much as its direction. In the case of an ovarian cyst in

Douglas’s pouch this is practically unchanged, whereas in retro-
4
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version the cervix is directed forward and upward. This
difference is of great diagnostic significance.

The diagnosis will be further assisted by ascertaining the
relationship of cervix to tumour. While in retroversion the
cervix will be felt to be continuous with the pelvic mass, of
which i1t clearly forms a part, in an ovarian cystoma the
vaginal roof can usually be invaginated between cervix and

Fia. 1.—Retroverted gravid uterus, Fra. 2.—Showing cervix in author's
showing- position and direction case of extra-uterine gestation.
of cervix, (After Dakin, by per- A = uterus, B = gestation sac.
mission.) The physical condition is similar

to that of intra-uterine pregnancy
with ovarian tumour in the pelvis.

tumour, the two being thus partially isolated. If the vaginal
examination be now combined with abdominal palpation, the
enlarged fundus will be found, in the latter condition, lymng
above the pelvic brim and reaching a somewhat higher level
than would correspond with the duration of pregnancy, while if
the abdominal wall be lax the uterus can be grasped and isolated
and ascertained to have a mobility distinct from that of the

p—
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pelvic tumour. In retroverted gravid uterus, on the other
hand, the whole mass occupies the pelvis and is of a size
corresponding to the pregnancy. The accompanying diagrams
illustrate the different physical conditions.

In doubtful cases an attempt may be made to push the
tumour above the brim, either from the vagina or rectum. If
this can be done all uncertainty will disappear.

Floating Kidney.—It is only rarely that a floating kidney
can simulate ovarian disease during pregnancy. However,
several cases have been recorded where this has occurred.
Winckel ! collected six such, and a few others have since been
published.

A displaced normal kidney may resemble a small ovarian
tumour, or the latter may simulate a kidney, as in a pregnant
patient of Howitz's,” where a small tumour was found which
presented many of the characters of a movable kidney, but
was determined to be ovarian from its long pedicle being traced
to the left cornu of the uterus.

When the displaced kidney is cystic the difficulties of
diagnosis will be greater. Cases have been recorded where
during pregnancy a cystic kidney has occupied the brim or
cavity of the pelvis and presented more than a superficial
resemblance to an ovarian tumour, Cragil (Academy of
Medicine, N.Y., 1899) mentions that he removed a cyst per
vaginam in a pregnant woman under the belief that it was
ovarian. To his surprise it proved to be a cystic kidney.

The diagnosis must rest on the history and on the character,
shape and attachments of the tumour, which in the pelvis can
best be made out by combined vaginal and reetal examination.

In the two following cases a cystic kidney was associated
with pregnancy. In one it was mistaken for an ovarian tumour,

U Lehrbuch der Geburtshitlfe. * Heiberg, loc. cit.
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in the other the diagnosis was doubtful till the abdomen was
opened. :

Case VII—Pregnancy in fourth month : hydronephrosis
of the right kidney mistaken for an ovarian eyst. (Fehling,
Waehmer's Inaug. Dissert., Halle, 1900.)

B. B., aet. twenty-eight. Since her first confinement in
January, 1899, patient under treatment for prolapse and a
tumour in abdomen ; last period 28th June, 1899 : examined
on 28th October, when the abdomen was found to be uni-
formly distended by a cystic thin-walled tumour reaching a
hand-breadth above the umbilicus. There was dulness over the
hypogastrium extending to the right ; elsewhere tympanitic ; no
change produced by change of position : vulva relaxed, both va-
ginal walls prolapsed; portio soft ; uterus corresponding to fourth
month of pregnaney, soft and pushed forward and to right. In
right broad ligament a firm band ; cyst nowhere distinetly to
be felt ; ovaries and tubes not to be made out ; urine normal.
A diagnosis of pregnancy with an ovarian cyst made, but at
operation the tumour proved to be a cystic right kidney., It
was removed ; recovery good; pregnancy uninterrupted.

Case VIII.—Pregnancy in fifth month ; dermoid cyst of
right ovary ; kidney displaced and partly in the pelvis ; ovari-
otomy ; pregnancy uninterrupted. (Runge, Avrchiv f. Gyndk.,
Bd. 41.)

A woman, badly nourished and supposed to be in the fifth
month of pregnancy, was found to have three distinct tumours
in the abdomen. To the left lay what was regarded as the
pregnant uterus, the fundus two finger-breadths under the
umbilicus ; to the right a tumour about the size of a child’'s
head, very movable and elastic, which was diagnosed a right
ovarian cyst; the third tumour was detected only on vaginal
examination ; it lay in front of the promontory and upper half
of the sacrum and showed a distinet notch. In a day or two
from first examination pregnancy was placed beyond doubt by
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the detection of the heart sounds and movements of the fcetus.
Laparotomy was performed and a dermoid of the right ovary
removed. The pelvic tumour proved to be a displaced kidney ;
good recovery. At the seventh month premature labour in-
duced on acecount of the encroachment of the kidney on the
pelvie brim. A living child was delivered and the convalescence
of the mother was satisfactory.*

Combined Extra- and Intra-Uterine Gestation.—The
physical characters of an ectopic gestation are similar to those
of an ovarian tumour. In the early months, from the simul-
taneous enlargement of the uterus, the condition may closely
simulate intra-uterine pregnancy with a small ovarian cyst. 1
had recently an opportunity of examining a case of this kind.
A diagnosis of extra-uterine gestation was based on the rapid
growth of the eyst and on the size of the uterus which was too
small to correspond with the duration of amenorrhcea. It was
thought also that the feetal heart sounds could be heard over
the eystic tumour. In either case operation should be advised,
but the possibility of this being refused increases the impor-
tance of a differential diagnosis.

It is easy to illustrate by actual cases the difficulties that
may arise. Our series furnishes several instances in which an
ovarian tumour associated with pregnancy was regarded as an
extra-uterine gestation, notably that of Griffith,' and the two
which are quoted below. The converse mistake has been
made, but is not so common.

It is, however, when an extra-uterine is combined with an
intra-uterine pregnancy, which conceals the more important
symptoms of the former condition, that the resemblance to
pregnancy with an ovarian tumour is greatest. Of this there
are several instances on record. In most of them the extra-

' Grriffith, Obstet, Trans., vol, xxxiii,
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uterine pregnancy had become arrested before the oceurrence
of the intra-uterine, but the two may originate about the same
time and proceed concurrently. Bland-Sutton® has tabulated
six cases of this kind. All went to term and with one exception
ended disastrously for the mother. In Ludwig’s case® not
only the mother but both children were saved. Owing to
its dangerous character the di‘agnasis of this condition is of
great importance. Where the extra-uterine conception is of an
earlier date than the intra-uterine and has been blighted and
arrested in its growth the history of the case will often be of
service. From the physical signs alone it may be impossible to
distinguish it from an ovarian tumour.

When an extra- and intra-uterine pregnancy proceed con-
currently the symptoms which usually direct attention to the
former, and aid in its diagnosis, are absent. We must then
rely, in the early months, on the shape and character of the
tumour and on its growth, which is more rapid than in an
ovarian cyst. In the later months the parts of the extra-
uterine child may be felt or double feetal heart sounds heard.
Where, as may happen, the extra-uterine feetus dies before
term, the shrinking of the sac which takes place will favour
the diagnosis of extra-uterine pregnancy.

If the extra-uterine sac ruptures, the case will be difficult to
distinguish from strangulation or rupture of an ovarian cyst.
Symptoms of hmmorrhage will be more prominent in the
former ; but in view of the necessity for operation the distine-
tion is not of practical moment, and so need not be further
dwelt on.

The following cases, in which the clinical features were
equivocal, may be of interest :—

Case IX.—BExtra-uterine gestation mistaken first for retro-

! Bland-Sutton, Lancet, 1901, vol. i.
? Ludwig, Monats. f. Geburts, u. Gyndk., 1899,

R R —— pr—




DIFFERENTIAL DIAGNOSIS. 55

verted gravid uterus and then for pregnancy with ovarian tumour.
(Unpublished.)

Mrs. (., admitted to the Aberdeen Maternity Hospital on
9th January, 1903. She was recommended by her medical
attendant in the country, who thought she had incarceration
of the gravid uterus.

She was thirty-eight years of age, the mother of one child
eleven years before ; no miscarriages ; last period ended in the
middle of September, 1902; two weeks after she was seized
with eramp-like pains in the abdomen, which conti nued off and

Fi1c. 3 shows condition on abdominal examination. A, gestation sac; B,
uterus, differentiated by contractions; C, indentation at upper margin ;
dotted line shows increase in height of uterine fundus.

on and were accompanied by sickness. She was much troubled
with constipation and with difficulty in micturition, and towards
the end of November had retention of urine.

On admission the woman looked ill, being thin, an@mic
and sallow. There was persistent sickness with subfebrile
temperature for the first few days. On examination the hypo-
gastrium was found to be occupied by a rounded swelling
reaching almost to the umbilicus, and of tolerably uniform
consistence save that the right portion felt more cystic; no
sulcus could be made out, but at the middle of the upper
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margin there was a perceptible indentation or notch. During
examination the left half was felt to become harder: it beecame
distinctly prominent. Over the right portion of the tumour a
souffle was heard. Internal examination showed a cystic swell-
ing in Douglas’s pouch, filling up the upper half of the pelvis
and reaching to within 1} inches of the vulva. Between this
and the right portion of the abdominal tumour fluctuation
could be made out. The cervix uteri could be reached with
difficulty ; it was pressed forward, lying in the middle line
behind and on a level with the upper margin of the symphysis ;
it was directed downwards (see fig. 2, p. 50); it was neither
so large nor so soft as would have been expected for the period
of pregnancy. During the examination crepitation, indicating
recent peritonitis, was felt,

Though keeping in view the possibility of extra-uterine
vestation, which was suggested by several facts in the case, I
concluded that the condition was intra-uterine pregnancy with
ovarian tumour, for the following reasons: (1) the occurrence
of suppression of urine at the end of the second month; (2)
the absence of vaginal discharge; (3) the unusually large size
and globular shape of the uterus, and the vigour of the uterine
contractions ; (4) the elevated temperature and the evidence of
peritonitis. In this diagnosis Dr. Scott Riddell, who afterwards
saw the case with me, agreed. As influenza was prevalent in
the hospital operation was deferred. An examination on 29th
January showed the uterus to have enlarged, the fundus being
now distinetly higher than the upper margin of the cyst. This
was looked on as corroborating the diagnosis; but on 2nd
February ballottement was made out per vagimam.

3rd February : laparotomy by Dr. Riddell. The eyst proved
to be an extra-uterine gestation sac. A fortnight afterwards
a five months' feetus was removed per vaginam. At the time
of writing the woman was progressing favourably.

Case X.—Pregnancy in fourth month complicated with a
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dermoid tumour of the right ovary; diagnosed extra-uterine
gestation. (Denny, Boston Med. and Swrq. Jowrnal, 1896.)

The patient was twenty-five years of age, and the mother of
six children : she had had two miscarriages, the last in August,
1895. Her period ceased on 2nd November, 1893, and she
had all the symptoms of early pregnancy. On 1st February
she had a sharp attack of pain in the abdomen, and tenderness
- which was so general as to preclude a satisfactory examination.
‘ Opiates, ice-bag and rest relieved her so rapidly that in forty-
eight hours she could be examined. A soft mass was found In
the right side of the pelvis. Bimanually the uterus was found
- deflected to the left and somewhat enlarged, though not o an
extent corresponding with the probable length of feetation. No
effort was made to depress the mass towards the finger. A
' diagnosis of extra-uterine gestation was made, and this was
- corroborated a few days later by Dr. Ohage. Operation was
iperfcrrnmei:l on 19th February, when the supposed extra-uterine
' sac proved to be a dermoid of the right ovary, which was
removed without interrupting pregnancy.

Case XI.—Pregnancy in second month associated with a
large cystic tumour ; diagnosis doubtful till abdomen opened.
(Hirst, Amer. Journal of Obstetrics, vol. xxxii.)

Mrs. K., married five years; one child four years ago;
miscarriage in second month ten months ago; good recovery,
but for eight months after had slight pain in left groin from
time to time. Last period in February ; during March pain in
left groin, gradually inereasing, but with intervals free from
pain. She was first seen on 22nd April; a week before she
- had such a violent attack of pain during a walk that she was
' temporarily disabled ; similar attacks followed ; once there
was a discharge from the vagina of a small quantity of dark
blood with a small clot. Examination showed a cystic tumour
reaching half-way to umbilicus on left side of abdomen, filling
Douglas’s pouch and pushing the womb close against the
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symphysis. “ Not so sensitive nor so adherent as one would
expect from an extra-uterine pregnancy, but perfectly possible
to be so ; perhaps an adherent inflamed ovarian cyst; possibly
a retroverted womb, twisted on the cervix, adherent and
pregnant.”  Operation revealed intra-uterine pregnancy and a
dermoid cyst with one twist of the pedicle.

Ascites.—In his well-known work Atlee ! describes several
cases where it was found difficult or impossible to distinguish
between ovarian dropsy and fluid in the peritoneal cavity.
There are two conditions in which ascites associated with
pregnancy may so closely simulate the latter condition with an
ovarian tumour that the diagnosis can be determined only after
the most careful examination. The first of these is where the
ascitic fluid is so confined by peritoneal adhesions that its
position 18 unaltered by any change in the position of the
patient. The area of fixed dulness would suggest an immobile
ovarian cyst. The diagnosis will be difficult only in the case
of great distension. The absence of any well-defined tumour
will otherwise be readily made out. The second class of cases
is where the quantity of fluid is so great as to fill up
the peritoneal cavity and produce enormous distension with
practically universal dulness. It may then, as in several
recorded cases, be diffieult to decide whether the pregnancy is
complicated by ascites or by a large ovarian cyst., 1t must not
be forgotten that ovarian tumours, more especially the small
papillomatous growths, often occasion ascites, and that thus
the two conditions may be found combined with pregnancy.
Several cases have been met with where the existence of an
ovarian tumour was in this way completely concealed, and
only discovered on withdrawal of the ascitic fluid. In all cases
of great distension from ascites this possibility should be kept

I Diagnosis of Ovarian Twmours,
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| i
| in view, and where doubt exists as to the exact condition,

I tapping should be resorted to. By the greater relaxation of the
| abdominal wall the true condition of matters may then be
revealed.

As a rule the abdominal signs of fluid in the peritoneal
- cavity are sufficiently characteristic, but where this is not so,
- vaginal and rectal examination will often assist us to a correct
- diagnosis. The position of the uterus and cervix is important.
In ascites this is usually little altered from the normal, while
in the case of a large ovarian tumour, which alone can be con-
founded with ascites, there is, as we have seen, almost always
some obliquity of the uterus and displacement of the cervix.
Atlee ! attaches importance in the diagnosis to the greater con-
stitutional disturbance in ascites, which usually has its origin
in some grave pathological condition, such as tubercular peri-
tonitis or renal disease.

_ Hydramnios.—The rapid enlargement of the uterus in
| dropsy of the amnion has occasionally been mistaken for
pregnancy, complicated with an ovarian cyst. The eclinical
. features of the two conditions present an undoubted similarity,
I and the difficulty of diagnosis is increased by the fact that
advice 1s usually not sought till the distension is so extreme
that the demarcation of the abdominal tumour is far from easy,
An inquiry into the history, along with repeated physical ex-
. amination, will usually serve to prevent error. The history is
important, In hydramnios the early months of pregnancy
show nothing abnormal, the rapid growth beginning after
mid-term, while in an ovarian cystoma, of a size to interfere
with the physical examination, there is almost always observed
by the patient an unusual enlargement from the beginning,
The other important diagnostic points are the uniform

! Atlee, loc, cit,
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globular shape of the abdominal tumour, the tension of the
membranes felt through the opened cervix, the thinning and
tension of the lower uterine segment, and the facility with
which abdominal and vaginal ballottement can be elicited.
Abdominal ballottement is especially valuable, as it will be
perceptible over the whole area of the tumour, proving it to
be entirely uterine. The position and character of the cervix
are important. In hydramnios the eervix is normal in position,
or directed slightly backward ; the portio vaginalis is obliterated,
the os somewhat dilated, its edges thinned, ring-like and more
or less tense—conditions not found in the complication with
ovarian tumour. Further, if the abdominal tumour is formed
entirely of the enlarged uterus any movement communicated
to it will be imparted fo the cervix, and conversely the tumour
will be affected in its whole extent by impulses to the cervix.
In hydramnios the uterine contractions characteristic of preg-
nancy will be felt over the whole area of the tumour,

If, even after careful examination, doubt should exist, the
case should be regarded as one of hydramnios, when time will
quickly clear up the diagnosis,

Of several instances in which difficulty was experienced,
I may refer to the case of Florentine,' where the simultaneous
combination of hydramnios, ascites and ovarian tumour pre-
sented a clinical problem of obvious complexity. Lewers ?
records a case in which the symptoms and abdominal signs
simulated those of hydramnios, but he was led to the diagnosis
of pregnancy with ovarian cyst by the history of two well-
marked peritonitic attacks,

The importance of a proper interpretation of the early
history is seen in the following case in which an observer of
acknowledged experience was led into serious error.

! Florentine, Amer. Gynecol. Jowrnal, 1892, vol. ii,
* Lewers, Lancet, 1893, vol, ii,

_—
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Case X1I.—Pregnancy with ovarian cyst ; diagnosed hydram-
nios: labour induced; a week later ovariotomy. (Fehling,
- Waehmer's Inawg. Dissert., Halle, 1900.)
| M. 8., aet. twenty-seven ; i. gravida ; last period in beginning
of September, 1896 ; six weeks later abdomen large, and there-
after rapid increase with pain in the side, and dyspneea on lying
‘down. Tth February, 1897.—(Bdema of ankles, and urine
found to contain a trace of albumin ; circumference of abdomen

130 em. ; fundus uteri reached ensiform cartilage ; feetal parts
- not to be felt. In both flanks tympanitic note, unchanged on
change of position ; dulness elsewhere with distinet fluctuation
in area of dulness ; colostrum to be expressed from the breasts ;
external genitals very cedematous; cervix conical and hard ;
- external os dimpled ; presenting part of child not to be felt.
Diagnosis, hydramnios. 9th February, 1897.—The cervix was
dilated and the membranes ruptured, but not much liquor
amnii, Two days later puncture in the right hypogastric
region with removal of twelve litres of yellowish clear fluid ;
' labour began on the 12th ; child born on the 13th, followed by
| fever and pain in the abdomen; successful ovariotomy on the
19th.

In a case of hydramnios which came recently under my
own observation several of the features were so unusual as to
- suggest the possibility of ovarian tumour and pregnancy.
| Case X1II.—On 9th February, 1903, I was asked by her

medical attendant to see Mrs. K., who was suffering from
extreme abdominal distension in the sixth month of pregnancy.
- She was twenty-three years of age and had had one child two
: years before, which died soon after birth. Menstruation after-
- wards was regular till the middle of August, when it ceased.
. From the outset she felt ill; and before the end of November
- there was so obvious enlargement of the abdomen that it was
remarked by her friends. She complained of abdominal dis-
. comfort and dragging pains. The abdomen grew so rapidly
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that in the beginning of January she was larger than at full
term. There was great and almost continuous pain. By the
end of January the distension was so great that she was unable
to move about with comfort; latterly she could not lie down,
and for a week before I saw her she was unable to sleep.

On examination the abdomen was found to be enormously
distended by a central tumour. There was dulness over the
whole tumour but resonance in hoth flanks. Fluctuation could
be made out over nearly the whole extent of the tumour. No
fetal parts could be felt. During examination an alteration
in the consistence of the tumour was perceptible. The feetal
heart sounds were indistinetly audible to the right and just
below the centre of the tumour. On internal examination the
cervix was found normal in position; the vaginal portion was
not obliterated ; the os admitted the fip of the finger ; what
seemed to be a portion of the feetus could be felt through the
anterior fornix, but it could not be made to ballotte; no
fluctuation between anterior fornix and tumour. ' The finger
was pushed through the os and at once came on the membranes
and part of the feetus; the former were not tense, and there
was little liquor between them and the foetus, which was
pressed firmly down on the lower uterine segment and could
not be pushed up.

Though the vaginal examination was begun in the belief
that the condition was one of hydramnios, the freedom from
tension of the membranes, the immobility of the presentation,
and the early appearance of the abdominal enlargement raised
a suspicion of ovarian tumour and pregnancy. On reviewing
the facts, however, I concluded that the distension was due to
hydramnios, and that the laxness of the presenting membranes
was due to the existence of multiple pregnancy, the upper
amniotic sac alone being affected with dropsy. The membranes
were ruptured ; only about 6 to 8 ounces escaped. The finger
was pushed up past the feetus when a second tense bag of

P o
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membranes was felt; this was ruptured with a Playfair's
probe ; the quantity of liquor amnii which escaped was enor-
mous: 13 pints were measured, but some was lost, probably
1 to 2 pints. Labour began twelve hours after and was com-
pleted in a few minutes; a small, compressed, pulpy feetus
was first expelled ; it had evidently been dead for about six to
eight weeks ; its expulsion was followed by the birth of a six
months’ child, which lived for twelve hours.

Pelvic Exostosis.—Solid tumours and even tense cysts of
the ovary, lying in Douglas’s pouch, have been mistaken for
bony sacral growths, an error which can only be attributed to
negligence. Rectal examination will at once enable us to ex-
elude a sacral attachment. In a case recorded by Kleinwachter !
Ceesarean section was performed during labour with fatal result
for a supposed pelvic exostosis, which proved to be an ovarian
fibroma without adhesions, which could readily have been
elevated out of the pelvis.

There are other conditions which may simulate pregnancy
and ovarian tumour, for example, vaginal, gall bladder, or
echinococeus cysts. All these are exceedingly rare in associa-
tion with pregnancy, and, where they have ocenrred, the
differential diagnosis has usually been easy or devoid of
. practical significance. The general principles of diagnosis,
. which have been laid down and illustrated, will serve to dis-
. tinguish the majority of these unusual complications.

1 Loc. eil.



DIAGNOSIS OF THE COMPLICATIONS OF OVARIAN
TUMOUR IN PREGNANCY.

TeE diagnosis of the complications of ovarian tumour,
though at times rendered more difficult by pregnancy, is
essentially the same as in the non-pregnant, and will be briefly
considered only in so far as it is influenced by the coexistence
of gestation.

The more important symptoms are the same in all the com-
plications. Pain and peritonitis are the chief. Both vary in
intensity and duration with the acuteness of onset. Sooner or
later .t.hey tend fo bring on premature labour, which aggravates
the pain often to an excruciating degree. A considerable but
variable interval—often several days—usually elapses before
uterine action is set up, and in many of our cases it was fore-
stalled by operation.

The similarity in the clinical features of the different com-
plications is due to the accompanying peritonitis. If the case
is not seen early this may so mask the distinctive signs that a
differential diagnosis is impossible. A further cause of difficulty
is to be found in the fact that the complications frequently
occur in combination, Torsion may give rise to rupture or to
suppuration, which in turn may cause rupture, and all give
rise to peritonitis, The distinetion is of less moment, however,
as in all cases operation is indicated. It is of more importance
to distinguish the different complications from other conditions
which may simulate them. To do this we must know their

differential signs.
(64)



COMPLICATIONS OF OVARIAN TUMOUR. 65

Peritcnitis.—The symptoms of both acute and chronie
| peritonitis are so essentially the same as in the non-pregnant
‘. that discussion of them is unnecessary. The condition with
. which peritonitis due to ovarian disease is most likely to be
confounded is appendicitis. Though not a frequent complica-
tion of pregnancy, appendicitis has occasionally been met with,
and, as Mundé' suggests, is probably more common than is
generally suspected. It should, therefore, be kept in view when
the symptoms are limited to, or originate in, the right iliac
fossa. The differential diagnosis is important, but not always
easy. The value of the earlier history will at once suggest
itself : an ovarian cyst may have been known to exist, or the
patient may have had previous attacks of appendicitis; but
that the history may be misleading is seen from an interesting
case reported by Mundé,! where a woman known to have a
small ovarian cyst had a sharp inflammatory attack. This was
thought to be due to twisting of the pedicle of the cyst; but on
opening the abdomen the cyst was seen to be unaffected, while
an abcess was found in the pelvis connected with a gangrenous
appendix.

In appendicitis there is no well-defined tumour, at first at
least, but the pain and distension may be so great, when first
seen, as to make the determination of this difficult. In these
cases it is well to regard the attack as due to ovarian disease,
which is more common in pregnancy than appendicitis, Ex-

# ploratory laparotomy is not only legitimate but advisable.

- Should it prove to be appendicular no harm will result.

Torsion of Pedicle.—The symptoms produced by torsion
of the pedicle of an ovarian tumour during pregnancy depend
more on the rate than on the degree of the twisting, Con-
siderable twisting may exist, if slowly produced, without any

' Mundé, Amer. Gynecol. Trans., 1897, vol. 22,
D
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evidence of disturbance, but more usually there is some dis-
comfort or pain in the region of the tumour, which will be found
tender on pressure. In chronic forsion the pain is of a dull,
aching character, marked, it may be, by exacerbations, which
are sometimes described as resembling the pains of labour.
Thes woman’s health is unaffected. The pain gradually dis-
appears, but may recur at intervals during pregnancy.

In subacute torsion the attack is more sudden and severe in
its onset, but constitutional symptoms are at first absent or
slight. Pain, severe at the beginning, is soon replaced by
a dull ache ; chronie or subacute peritonitis supervenes, and
the temperature may be elevated. In a few cases rigors have
heen noted. The symptoms last for a few days or for several
weeks, in the latter case being usually intermittent. In the
more severe forms the woman is usually confined to bed ; her
strength becomes much reduced, but pregnancy, as a rule, 1s
not interrupted.

When torsion is acute the condition is much more serious.
The woman is suddenly seized with violent pain in the abdomen,
accompanied usually by vomiting. The pulse is small and
quick. There is marked pallor from hemorrhage into the cyst,
which rapidly enlarges. The symptoms of pedicle forsion
during pregnancy have been so well described by Cullingworth !
that I shall state them in his own words: “ Sudden, severe
abdominal pain, followed by increase in the size of the abdomen
and such extreme tenderness as almost invariably to give rise
to the suspicion of general peritonitis. These symptoms are
accompanied by vomiting and a greater or less degree of collapse.
The surface is cold and moist, the features are pinched, the
face is anxious, the urine is scanty, the pulse small, feeble and
rapid, and the temperature is usually at first subnormal.” He
concludes that when these symptoms make their appearance

! Cullingworth, Practitioner, April, 1900.
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during pregnancy, the possibility of their being due to twisting of
the pedicle of an unsuspected ovarian cyst should immediately
suggest itself to the mind of the practitioner in attendance.

The two conditions which most resemble this are rupture
of a cystic tumour and acute appendicitis, The existence of a
definite and rapidly increasing tumour would serve to distinguish
torsion, though the diagnosis between the three conditions may
be very difficult unless the patient is seen early before peri-
tonitis has obscured the differential signs. Free fluid in the
peritoneal cavity would point to rupture, a high temperature to
appendicitis, the temperature being at first subnormal in cases
of torsion. Aronson ! attaches great importance in the diagnosis
of torsion not only to the evidence of collapse, but to the re-
peated oscillations between febrile and collapse temperatures,

Rupture of Cyst.—When an ovarian tumour ruptures
during pregnancy, the symptoms vary according to the
character of the contents and according to the cavity into
which the cyst opens. If, as rarely, it opens into the vagina,
rectum or bladder, constitutional symptoms may be entirely
absent, though as this occurrence is invariably the result of
inflammation or suppuration of the cyst, symptoms of the
latter may be found to have preceded rupture.

Rupture most frequently takes place into the peritoneal
cavity. In simple eysts with non-irritating contents no trouble
- may be occasioned beyond a sharp burning sensation at the
. moment of rupture. In cases recorded by Schauta? and
- Mighels® rupture occurred in two successive pregnancies which
. continued undisturbed to term. This is exceptional ; usually
peritonitis and premature labour result. In the case of dermoid
:. or suppurating cysts the peritonitis is of a very virulent

! Aronson, loc. cif.
?Schauta, Wiener Med. Blatt, 1882.
* Mighels, American Journ. of Med. Sciences, 1829,
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character. Death may rapidly follow rupture. Of the cases
of sudden death during pregnancy five were due to this cause,

The diagnosis of eyst rupture will rest on the onset of severe
pain, accompanied by a sudden alteration in the shape of the
abdomen, which is increased in its transverse but diminished in
its antero-posterior diameter. In most cases there is collapse,
the temperature being at first normal or subnormal. Signs of
peritonitis soon appear.

Little difficulty will in general be experienced in the diag-
nosis if the case is seen early, and more especially if an ovarian
tumour was previously known to exist, On examination of the
abdomen no tumour other than the gravid uterus can be made
out, unless, as may happen, the rupture affects only part of a
multilocular cyst. Besides the alteration in the shape of the
abdomen, the most important diagnostic point is the existence
of fluid in the peritoneal cavity. For the accumulation of
inflammatory exudate several days are required.

Cyst Suppuration.—Suppuration may take place in an
ovarian cyst during pregnancy without any symptom to indi-
cate its occurrence. There may be little pain and no rise of
temperature. Fortunately, this insidious form of suppuration
is exceptional, More usually the process is attended with
fever, with wasting, and with pain due to localised peritonitis.
The characteristic symptoms are fever and wasting.

The diagnosis of suppuration is of great importance, more
especially so in late pregnancy, when temporising measures
are more likely to be adopted than in the earlier months.

When fever and wasting are absent diagnosis is impossible,
unless percussion reveals the presence of air in the cyst—a
rare occurrence found only in suppuration. Angemia and wast-
ing without fever would suggest malignancy, but malignant
tumours are more solid and rarely ave eystic. Where tapping
has been employed as a palliative measure and febrile symptoms
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follow, suppuration may be assumed. For the diagnosis of
sappuration in abdominal tumours aspiration should not be
employed owing to the danger of peritoneal infection ; in
pelvic eysts, in which this danger is less, it may sometimes
prove useful.

Apart from other complications of the tumour, the condition
which most closely resembles suppuration is appendical abscess,
The case already quoted ' shows the difficulty in distinguishing
between the two. As in either case operation is indicated the
diagnosis is of less moment. |

1 See p. 65,
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THE serious nature of the complication of pregnancy with
ovarian tumour has already been alluded to. At the same time
it has been seen that many women, the subject of this compli-
cation, may pass through pregnancy without any disturbance,
and without even being aware of the existence of a tumour,

In a discussion that took place before the Obstetrical
Society of London in Oectober and in December, 1869, con-
siderable difference of opinion was manifested as to the
dangers attanching to pregnancy associated with ovarian disease.
Braxton Hicks stated that ** as far as his own experience went
he had never seen any serious trouble occur, but thought that
it would be highly desirable before coming to any definite
conclusion to ascertain the percentage of cases in which
serious trouble arose . Dr. Barnes, on the other hand, citing
illustrative cases, expressed the opinion that during pregnancy
“there was no security against some formidable catastrophe .
Spencer Wells, who introduced the discussion in December,
related several cases where ovarian disease and pregnancy had
progressed and terminated favourably, but added, “I must
regard these cases as exceptional, for I cannot remember one
other case where pregnancy, complicated with ovarian disease,
has gone on to its natural termination in the birth of a living
child ; or where, in consequence of non-interference, great
sulfering has not arisen during or after labour, or very grave
danger from rupture or rotation of the cyst '

These views were the expression of individual opinions,
(70)
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based on personal observation, which was necessarily limited.
Since that time our knowledge of this complication has been so
largely increased by the publication of cases that we are able to
determine with a fair degree of accuracy the danger involved
. and “ the percentage of cases in which serious trouble arose ™.

In attempting to place the prognosis for mother and child
on a statistical basis, I would first draw attention to some
sources of fallacy which must be kept in view. To begin with,
an analysis of published cases is apt to exaggerate the dangers,
for the reason that the complicated cases are more likely than
the uncomplicated to be placed on record. This, at any rate, is
suggested by the unpublished cases which I have obtained. As
an example, I may point to Dr. Bruce's case ' of labour obstructed
by a dermoid tumour in the pelvis, which remained unpublished
for sixteen years, when I accidentally heard of it and obtained
the details, which had fortunately been noted in a private
journal. Again, many cases escape recognition. This seems a
legitimate inference in those cases in which an ovarian tumour
of considerable size has been first detected several months
after an apparently normal pregnancy and labour. On the
other hand, a study of the symptoms attending the puerperal
complications of ovarian tumour, and of the circumstances in
which ovariotomy was sometimes undertaken, will leave little
doubt that death in the puerperium may not infrequently have
been ascribed to puerperal infection when in reality it was due
to an ovarian tumour which had undergone some complication.
To some extent, then, these tendencies to error will correct
each other.

When a woman, the subject of an ovarian tumour, becomes
pregnant, the prognosis for the most part depends on how far
the tumour escapes serious complication. Although compli-
cations are of frequent occurrence, it is seldom that even the

LY, p. 174,
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most serious prove fatal before the termination of pregnancy,
for the reason that peritonitis, which is in most cases the
immediate cause, excites uterine action, the fetus being
expelled before death ensues. Sir John Williams, in his series
of 461 cases, notes only 5 deaths before the onset of labour, all
the result of ecyst rupture. Only one other instance occurs in
our collection.!

The infrequency of a fatal termination during pregnancy
inadequately represents the dangers, for it will be found
that many of the deaths which took place after labour were
attributable to causes originating in pregnancy. But before
proceeding to inquire into the risks associated with or de-
pendent on the pregnant condition it may be well to consider
the general mortality of the complication.

The early collection of Jetter shows a maternal mortality of
64, or almost 30 per cent. in 215 pregnancies, This corre-
sponds to the time when ovariotomy was in its infancy, and,
during pregnancy, unknown. Though of little value in enabling
us to determine the dangers under the newer methods of
dealing with the complication, Jetter's results furnish us with
a means of comparison, and are the measure of the mortality
where the cases were left to nature or palliative measures were
adopted ; and this is the more valuable from the fact that so
many cases escape recognition, or are detected only on the
onset of some serious complication.,

The statistics of Heiberg, which correspond to the twenty
years following the publication of Jetter's Dissertation, show
a marked improvement in the mortality—the result of a partial
adoption of operative measures. In his 271 pregnancies there
were 66 deaths, or a mortality of 24'3 per cent. So recently as
1897, Sir John Williams, in an analysis of 461 pregnancies,

I Oases in which death occurred after ovariotomy without interruption
of pregnancy are not included.
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found a maternal death rate of 251 per cent., a rate which
suggests that Jetter's cases are included in his collection.

In our total series of 1,290 pregnancies I find that 198
deaths occurred, or 15°3 per cent.; but owing to the totally
different principles which governed the treatment at different
times these figures are not of much practical value. With a
view to determine the prognosis under the methods at present
employed, I have separated and analysed the cases which have
been reported since 1890. The division is an arbitrary one ;
and there is little doubt that several cases are included which
belong to an earlier time, but where no date is given in the
report these must be accepted as falling within the period
selected. No fewer than 543 cases have been recorded in this
comparatively short time—a number so large that we are
forced to the conclusion that the association of pregnancy with
ovarian tumour is not so rare as was supposed. In these 543
cases only 34 mothers died, or 6'2 per cent.,, a remarkable
result when compared with the mortality of the earlier
collections. A glance at the accompanying table will show
to what this improvement is chiefly due.

CASES OCCURRING OR PUBLISHED SINCE 1890,

Recovered. | Died. Mortality.

| Per Cent. |

| 299 cases of ovariotomy in pregnancy . r2le M s 1 | T

| 94 cases of labour obstructed by a peluL I

ovarian tumour . . 85 9 95 |

| 150 cases of abdominal tumour not upemt&d ‘

j on during pregnaney . . . . . . . 135 15 1O,
|

|

S ——— e

It will be seen that the removal of the ovarian tumour
during pregnancy is the most important factor. This was
carried out in 299 cases—or considerably over half—with a
mortality of only 10, or 3'3 per cent. Of the 244 cases in
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which no ftreatment was attempted during pregnancy, 24 of
the mothers, or nearly 10 per cent., died, but this number
would have been greatly increased if operative measures had
not been undertaken during labour, or on the onset of com-
plications in the puerperium. Post-partum ovariotomy has
had an important influence in reducing the mortality, and
has saved many women who would otherwise undoubtedly
have perished.

It may be noted that the mortality in the case of tumours
situated in the pelvis during labour is less than where the
tumour occupied the abdomen. This is the reverse of what
we find in the total series. There are two reasons for this.
One is to be found in an improved management of the former
class of eases. The other is that abdominal tumours are apt
to escape detection till the onset of some acute complication.
We have here another proof of the importance of early diag-
nosis.

Such then is the mortality in cases of ovarian tumour
complicating pregnancy, and to borrow the words of Sir John
Williams it is the *‘ record of a mortality that is appalling in
childbed . A closer examination of the results reveals the
fact that in the majority of cases death was due to changes
or injuries which the tumour sustained during gestation, or
more usually in the course of labour or the puerperium.

The share which pregnancy itself bears in this mortality is
not inconsiderable, nearly 25 per cent, of the total deaths being
due to causes traceable to gestation,

While the mortality of this complication of pregnancy 1s
thus great, it cannot be regarded as the full measure of the
danger to which the woman is exposed. In a larger pro-
portion of cases trouble of a more or less serious character
arose, but recovery took place either spontaneously or, more
usually, as the result of operation. The frequency with which
this may be expected has already been mentioned, and if
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. reference is made to the section dealing with the influence of
pregnancy on ovarian tumour, it will show that a complication
of one kind or other may be anticipated during gestation in 1
out of every 4, or, if we include malignant disease, in almost
1 out of every 3 cases which are treated expectantly. No
period of pregnancy is exempt from this possibility, though
- complications are more likely to be met with in the inter-
mediate months,

The tendency of all these complications is to lead to a fatal
issue, but the interval which elapses before death ensues is
variable. In some cases it may be weeks, in others only a
few days, though a few instances of almost instantaneous
death have been recorded. The importance of this lies in
the fact that the danger may usually be averted by operation,
which has rescued many women from otherwise inevitable
death. The earlier the operation is undertaken the more
favourable are the prospects of success. At the same time
.~ the records of ovariotomy, post-partum more particularly, show
' that a successful result may attend operation performed after an
' interval of several weeks, but, as a general rule, it may be said
' that the prognosis of the various complications depends on the
- promptness with which they are recognised and operated on.
The most rapidly fatal of the complications is rupture, and
. more especially rupture of a suppurating eyst, into the peri-
 toneal cavity. It has been mentioned that all the cases of
- sudden death during gestation were due to this cause. Of
92 cases in which rupture occurred during pregnancy 15
- recovered, and 7, or 31°7 per cent., were fatal. Of the
former 5 were operated on, but in none of the fatal cases
. was an operation attempted.
| Suppuration is little less serious than rupture, from the
tendency to cause adhesions and from the liability of the
cyst wall to give way either spontaneously or during opera-
tion. Of 16 cases in which suppuration occurred, 5, or 31°2
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per cent., were attended with a fatal result. Of the 5, 3 were
operated on, 1 in pregnancy, 2 in the puerperium. One of the
oreat dangers of suppuration lies in its insidious character.
Symptoms may be absent or so slight that they do not seem
to demand investigation, and the tumour may thus escape
detection till rupture occurs.

Twisting of the pedicle is, from its frequency, the accident
most to be apprehended during pregnancy. It is a dangerous
condition, in its acute form more particularly. Of the 64 cases
of torsion in pregnancy 52 recovered, but a fatal issue was often
prevented only by operation. Indeed, torsion is, of all the
complications, the most amenable to operative measures. In
the tables of ovariotomy in pregnancy cases will be found in
which operation has not only saved the mother, but prevented
the otherwise inevitable interruption of gestation.,

We may now inquire as to how far the prognosis is affected
by the size, site and character of the tumour, It is generally
thought that the larger the tumour the greater the danger, a
belief which has often led practitioners to advise an expectant
treatment in the case of tumours of small size. There is
certainly greater pain and discomfort when the tumour is large,
but that the danger of serious complication is greater does not
seem to be borne out by the actual facts. To begin with the
small tumours usually occupy the pelvis, but apart from this
danger they are seen to have an equal liability to complica-
tion., Among the cases more recently published I find 12
which occupied the abdomen, and are described as from the
size of a hen’s egg to that of a large orange. Five of these
terminated without any serious symptom to the mother, but in
3 early abortion occurred. In the remaining 7 an acute com-
plication supervened, 4 times in pregnancy, during which the

I Heiberg's cases included,

i
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tumour was removed by laparotomy, 3 times in the puerperium,
1 proving fatal, while 1 was only prevented from a fatal ter-
mination by operation. With these figures compare the results
of 10 cases—in the same period—in which the tumour is
described as “ very large " or ‘“ enormous . Six of these gave
rise to serious symptoms, while the remaining 4 were attended
merely with the discomfort due to distension. The comparison
shows that the dangers attaching to the small tumours are at
least as great as to tumours of large size. At the same time the
former are not exempt from troublesome symptoms during
pregnancy.

While thus in pregnancy the small tumours involve equal
danger, during delivery they are even more to be feared from
the tendency which they have to occupy the pelvis and obstruct
the parturient passage. The increased risk is seen from the
following comparison. In the case of tumours in the pelvis
during labour the mortality is 24'5, while, as has been noted,
the general mortality is only 15'3 per cent. Large tumours
seem but little more liable than the small to cause abortion.

The situation of the tumour influences the prognosis,
During pregnancy abdominal tumours are more dangerous
owing to their greater liability to torsion of the pedicle and to
rupture into the peritoneal cavity. One of the chief dangers of
tumours in the pelvis lies in the fact that they are more likely
to escape detection till the onset of labour. It will be seen
later that their removal during pregnancy is in no way more
hazardous than in the case of abdominal tumours.

The character of the ovarian tumour is not unimportant.
Those of a malignant nature constitute a more serious compli-
cation. The fact, which has already been noted, that tumours
of this character may be found without any symptom to suggest
malignancy must be kept in view in forecasting the issue to the
patient or her friends; but even malignant tumours have been
successfully removed, and a permanent cure effected. Again,

L]
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dermoid tumours are more dangerous than simple cysts, and
for the reasons which have already been given, namely, their
greater tendency to occupy the pelvis, their increased liability
to peritonitic inflammation, and their proneness to suppuration.
The irritating character of their contents makes spontaneous
rupture of dermoids exceptionally dangerous, and renders their
rupture during operation a thing to be guarded against.

So far I have said nothing in regard to the prognosis for
the child. I will now inquire to what extent the life of the
child is endangered by the complication of pregnancy with
ovarian tumour,

The statistics of Jetter show that 76 out of 216 children
perished, and that 86 were born alive, while the fate of the
others is not mentioned in the reports of the cases. The
known mortality is thus 36 per cent. In Heiberg's cases we
find the fate of the child noted in 219, and of these 66 died,
24'3 per cent. of the total number of pregnancies, or 30 per cent.
of those in which the result for the child is given. In our total
series it 18 noted that 711 of the children were saved, and that
350 were still-born or died soon after birth, a mortality of 27
per cent. of the whole, or nearly 33 per cent. of those in which
the result is stated. Taking the more recent cases, I find that
in those published during the last twelve years 61 per cent. of
the children survived, while the known mortality is less than 20
per cent, Of the 111 cases in which the issue for the child is
not recorded the great majority were instances of post-partum
complications in which the labour is stated to have been normal,
so that it is probable that if the fate of the child could be ascer-
tained, the mortality would be found to be further diminished.
It is clear then that recent methods of treatment have done
much to rob this complication of its dangers for the child as
well as for the mother.

The causes which contribute to the death of the child in
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this complication of pregnancy are various. The most common
is premature interruption of the pregnancy, and the frequency
with which this oceurs under the influence of ovarian tumour
has already been shown. It is reasonable to assume also, though
no distinet evidence can be adduced, that in the case of large
. tumours the children suffer somewhat in their intra-uterine
development, and at birth, as in twins, have less resisting power.
Another factor in the feetal mortality is to be found in the more
tedious character of the labour. As this protraction is greatest
in the case of tumours situated in the pelvis, it is to be expected
that the feetal death rate will in these cases be higher. In a
series of 263 cases nearly half of the children perished.!

The more important deductions from the above inquiry may
be briefly summarised :—

1. *“When an ovarian tumour complicates pregnancy, the
life of the woman is imperilled throughout the whole of the
term."” *

2. The danger lies mainly in the liability to complications
having their origin in the tumounr.

3. During gestation some complication is to be anticipated

I in 1 out of every 3 cases.

4. Small tumours are as dangerous as those of larger
 size.

| 9. As the frequent latency of ovarian tumour constitutes one
of its dangers every untoward symptom occurring during preg-
- nancy should be carefully investigated.

: 6. Barly recognition is the best safeguard against complica-
| tions and is an important element in the prognosis.

7. If the tumour is recognised and operated on before the
onset of a complication, the prognosis for the mother is little, if
- at all, greater than in ovarian tumour apart from pregnancy ; af;
| the same time the prospects of the child are improved.

! See p. 180.
® Bland-Sutton, Lancet, 1901, vol. i.




TREATMENT OF OVARIAN TUMOUR IN PREGNANCY.

THr treatment of pregnancy complicated with ovarian tumour
has within recent years undergone remarkable changes, the
history of which forms an interesting chapter in obstetrie
medicine. On the evolution of these changes it is unnecessary
to dwell. At the same time it must be noted that recent
literature on this subject, as well as the latest recorded cases,
bear evidence that the transition stage has not been passed, and
that the views which experienced observers have been led to
adopt have not as yet received general adherence; and that,
though the treatment in vogue little more than twenty years
ago has been largely superseded, the relative value and scope
of the newer methods are still far from being definitely
determined. To place the treatment on a more settled and
scientific basis by a study of published records and of the views
from time to time expressed by obstetric authorities is one of
the objects of this work.

Obstetric writers in the early part of last century either
ignore this complication or confine themselves solely to the
consideration of the treatment during labour. The few who
refer to the management during pregnancy recommend infer-
ference only where, from overdistension, urgent symptoms are
produced. This attitude need not be wondered at, when it is
recalled that the treatment of ovarian disease, uncomplicated
with pregnancy, was entirely palliative, and may be fairly
described in the words of Hunter, *‘that the dropsy of the
ovarium is an incurable disease, and that the patient will

(80)
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 have the best chance of living longest under it who does the
least to get rid of it .

In a discussion which took place in the Obstetrical Society
' of London in October, 1869, on the complication of pregnancy
' with an ovarian tumour, the president, Graily Hewitt, in
summing up, remarked that ‘ with reference to the general
' question of the proper treatment of cases of this kind, he in-
ferred from what had been said that the feeling of the society
would be in favour of inducing premature labour whenever the
size of the ovarian tumour was such as to render it likely that
the labour would be interfered with to a serious degree by its
presence at full term ",

It is curious to note that, of all those who took part in
the discussion, Dr. Wiltshire alone referred to ovariotomy as a
possible treatment. At a subsequent meeting in the same year
Spencer Wells narrated two successful cases of ovariotomy
during pregnancy from his own practice, at the same time
citing a few cases in which the operation had been done
by others. Af that time, as in his work on Diseases of the
Ovaries, published three years later, Spencer Wells advised
operation only in the presence of a serious complication or in
the case of tumours unsuited for tapping. In large single cysts
he recommended puncture and withdrawal of the fluid, remark-
ing that ‘‘ there is no proof that tapping an ovarian cyst is
more dangerous during pregnancy than at any other time ; and
it will generally afford immediate relief to distension at a very
slight risk to the mother, and lead to the natural termination
of pregnancy in the birth of a living child . Previous to the
discussion on Spencer Wells” paper a series of cases was pre-
sented by Braxton Hicks with the view of showing that ovarian
diseagse and pregnancy may in most cases be safely left alone.

A further advance towards the present position is to be
observed in a paper on ‘‘ Ovariotomy during Pregnancy,"”

contributed in 1880 by Dr. Wilson to the American Gyneco-
6

e
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logical Society. The writer, after contending for ovariotomy °
in urgent cases, in preference to any of the other methods,
conecludes, “ Tappings and expectant treatment will not, in my
opinion, produce so good results as prompt removal of the
ovarian tumour under antiseptics”. This view was not
allowed to pass without criticism. Several of the speakers
raised a note of warning, which showed that the older methods
had still strong advocates ; indeed, each of them was in turn °
recommended, and, save that ovariotomy received a larger
support, the discussion was practically a reflex of that which
took place in the Obstetrical Society of London eleven years -
before. The meeting derives interest and importance from the
fact that it was presided over by the greatest of American
gynecologists, Marion Sims. In summing up he remarked,
“I am satisfied that we should not interfere when the tumour is
small, no larger perhaps than twice the size of the fatal head,
but when it becomes larger I believe that operative procedures =
are the safest course to pursue . ,

It will be seen, then, that so late as 1880 opposite opinions
were held as to the treatment which should be adopted when an
ovarian tumour complicates pregnancy. In a condition so rare
experience accumulates slowly, but with the introduction of
antiseptics and an improved technique, the advantages of
ovariotomy over all other methods became year by year more -
and more apparent, till it is now the opinion of almost all
obstetric authorities that immediate removal of the tumour is =
not only the soundest treatment but is even more urgently =
called for than in the case of uncomplicated ovarian disease.

The records of pregnancy with ovarian tumour aré now
sufficiently numerous to enable us to compare the results
obtained by the various methods which from time to time have =
been employed, and to determine whether the superiority
claimed for ovariotomy rests on a basis of fact. Hitherto the
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welfare and safety of the mother have been the primary object
- of treatment, and have formed the test of success, but in this

condition the obstetrician cannot forget that an additional
- factor—the existence of a living child—is introduced, as com-
- pared with uncomplicated ovarian disease. ~Though the life of
' the mother must be our first consideration—save where we are
dealing with intractable malignant disease—that method will
be the best which most tends to conserve both lives. To this
practical test I propose to submif those measures which, up to
the present time, have held a position of recognised utility,
namely, non-interference in the absence of urgent symptoms,
tapping the tumour, the induction of premature labour, and
ovariotomy.




NON-INTERFERENCE.

THAT many patients the subject of ovarian tumour pass through
pregnancy and the puerperal period without inconvenience, and
even in the case of large tumours without much apparent
danger, has been seen. This fact, not unnaturally, led many
authorities to advise non-interference in the absence of trouble-
some or dangerous symptoms. Indeed, fill recently this ex-
pectant method claimed the largest number of supporters. At
the present time, though largely discarded, it is advocated
under certain circumstances in most text-books. Playfair,
for example, in the last edition of his Treatise on Midwifery,
states that ““ the question of interference will only have to be
considered with regard to the large tumours " ;! while Galabin,
in the fourth edition of his Manual, issued in 1897, leaves it
to be inferred that active measures are to be resorted to only
where troublesome symptoms demand: *“In the case of a
tumour likely to require interference before the end of pregnancy,
the choice will be between ovariotomy, induetion of premature
labour or abortion, and tapping the tumour .

In an American text-book of gynecology, just issued, a
similar attitude is adopted. The author dismisses the whole
subject of treatment in a single sentence. ‘‘In the early
months of the pregnancy operative interference for the re-
moval of the tumour has but little influence on the progress of

I Playfair, The Science and Practice of Midwifery, ninth edition, 1898,

vol. i., p. 273.
2 Galabin, 4 Manual of Midwifery, fourth edition, 1897, p. 390,
(84)
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' the pregnancy, and should be considered whenever the size and
situation of the growth threaten the successful termination of
the pregnancy.”!

That the older methods are still recommended in text-

- books, in which traditional views are but slowly abandoned,

s scarcely to be wondered at, but it is surprising to find that
so eminent an obstetrician as Fehling advoeates expectant
treatment in preference to operative interference. At a meet-
ing held at Aix-la-Chapelle in 1900, at which the subject of
pregnancy with ovarian tumour was discussed, he expressed
the opinion that, unless the indications were pressing,
ovariotomy was not justified on account of the great risk
of abortion or premature labour,

There is another aspect of this question, however, which
the practitioner may have to face, namely, that patients may
be met with who refuse to submit to operation, or whose
distance from a practised operator leads them to prefer ex-
pectant treatment in full knowledge of its increased risk.

In view of these considerations it becomes necessary to
ascertain the dangers which non-interference involves, and
for this purpose there is ample material at our disposal. It
will be shown that, apart from the discomfort due to distension
or to slight peritonitic attacks, serious trouble is likely to arise
during pregnancy or the puerperal period in at least one out of
every two cases which are treated expectantly.” These do not
necessarily prove fatal, but they entail risks which have been
referred to, and, in a large proportion of cases in which the
complication arises during gestation. lead to the death of the
child.

In 720 of our cases, or considerably over half, pregnancy
was allowed to run its course without interference. Of the

! Montgomery, Practical Gynecology, 1908, p. 753,
*Bee p. 281,
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mothers no fewer than 152 died, or over 21 per cent. This
mortality, high though it be, would have been greater but
for operation undertaken during labour, or necessitated by
the occurrence of an acute complication during or immediately
after the puerperal period. Of the children at least 30 per
cent. perished, but many of the reports make no mention of
the fate of the child, otherwise, there can be no doubt, this
death rate would be increased.

These figures suggest the important practical question of
whether in any circumstances expectant treatment is to be
advised, There are authorities who still recommend non-
interference where no symptoms exist, and where it is believed
that excessive distension will not be produced before the end
of pregnancy. With many, again, it is the rule to advise ex-
pectant treatment in the case of small tumours which remain
stationary in growth, or increase but slowly during pregnancy,
on the ground that tumours of small size are comparatively free
from danger. It has been shown, however, that small tumours,
besides tending to obstruct delivery, are as liable to serious
complications as those of large size.!

A difference of opinion is manifest also in regard to the
treatment which should be adopted where an ovarian tumour
is first detected towards the end ol pregnancy. A few urge
removal, but the majority seem disposed to regard operation
as unnecessary, in the belief that there is little likelihood of
trouble arising in the remaining period of gestation. To some
extent this is true, though the later months are not exempt
from complications ; but even if pregnancy be safely passed,
there is still the more dangerous periods of labour and the
puerperium. Bvery patient is not so fortunate as in a case
reported by Dr. Jardine,” in which symptoms of torsion oc-
curred in the eighth month of gestation. As the symptoms

I See p. 76, * Glasgow Medical Jowrnal, vol. liv., 1900,
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' had passed off before he saw the woman he decided not to
operate. The woman was safely delivered at term, and made
a good recovery. In contrast to this I may select from several
instances a case mentioned by Battey.! A woman was found
‘in the fifth month of pregnancy to have a moderate-sized
' multilocular ovarian eyst. Battey was inclined to operate,
but ultimately decided that it was safe to allow her to go
to term. She passed through pregnancy without trouble, but
died shortly after labour with symptoms of cyst rupture.

I't may be well here to anticipate an argument which might
be advanced by the advocates of non-interference—that, in the
event of a complication supervening, the danger would be re-
moved by immediate operation. In many cases it has been
so, but the risks of operation are greatly increased in the
presence of an acute complication. In several of the cases of
post-partum ovariotomy it will be found that the condition of
the woman at the time of operation was such as to cause the
- greatest anxiety as to the result. That fatal symptoms may
- develop with such rapidity that the patient’s condition is hope-
less before operation can be undertaken is shown in a case
- recently reported to the Obstetrical Society by Professor
- Spencer.*

Case XIV.—A woman, twenty-eight years of age, had an
- ovarian tumour which had been known to exist for two or three
~years. She had refused to have it removed. She became preg-
- nant, and during pregnancy the abdomen was enormously dis-
tended, but the labour took place without difficulty, and the
progress of the patient was quite satisfactory until the third
day, when the cyst ruptured and the patient became collapsed.
She was removed to hospital, but died of syncope immedi-
ately after admission. Dr. Spencer remarked that this case
showed * the advisability of removing all large ovarian tumours

' American Gynecol. Trans., vol. v, * Obstet. Trans., vol. xliii., 1901,
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at whatever period of pregnancy they are discovered, and the
danger of delay in removing them after labour”

Sufficient evidence has been adduced to show that there
is ‘““no security against some formidable catastrophe,” while
a comparison of the effects of non-interference with the results
of ovariotomy during pregnancy leaves no doubt of the grea.ter
safety of the latter.

The facts which have been presented permit of but one
conelusion, namely, that the oceasions in which non-inter-
ference is to be advised are few, if, indeed, they exist, and
that an expectant treatment should be limited to those cases,
fortunately rare, in which the woman refuses operation, or
where from exceptional difficulties attending ovariotomy in the
later months, such as uterine adhesions, she desires to run the
additional risk in preference to endangering her offspring. If
for either of these, or for other reasons, interference be decided
against, it becomes the duty of the medical man to exercise a
close supervision of the case. The onset of torsion and of
suppuration is often insidious and marked by ill-defined symp-
toms, When the tumour is small an examination must be
made at intervals to ensure that it has not descended into
the pelvis. If found in this situation it must be elevated.
Should reposition be impossible, it should be represented to
the patient that an operation is imperative.




TAPPING.

TAPPING an ovarian tumour, so common a procedure before
and in the early days of ovariotomy, has now been practically
discarded. At best it is only a palliative measure, while it
carries with it certain well-recognised dangers, besides tending
to render more difficult the subsequent removal of the tumour,
 In pregnancy, however, there are circumstances in which it
' may have to be undertaken, and in which it may be, on the
. whole, the best treatment to adopt when consideration is had
. to the life of the child as well as to that of the mother.

Though seldom curative, tapping rapidly relieves distressing
. symptoms at little risk to the mother, while it usually allows
. pregnancy to run its course in comfort. The objections fo it
are the same as in the non-pregnant, namely, that it may
permit the escape of cyst fluid into the peritoneal cavity with
| resulting inflammation, that it may cause adhesions which
' make ovariotomy more difficult, and that it predisposes to
suppuration of the eyst, to rupture, and also, as seen in the
- cases of Veit and Thornton, to torsion of the pedicle. In
. uncomplicated ovarian tumour nothing is to be gained by
. tapping, as the tumour must sooner or later be removed ; but
in pregnancy there is a different problem, arising out of the
fact that the child as well as the mother must be considered.
It is the duty of the practitioner to select the method of treat-
ment which is likely to give the best result for both. The
problem is one that is not always easy of solution. ~Though in
each case the treatment must be determined by the existing

(89)
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circumstances, it will help us to a decision if we examine the
results which tapping has given in the past.

~ The earliest investigation into the results of puncture was
made by Cohnstein,’ who collected 22 cases in his paper on
“ Surgical Operations in Pregnancy . In 15 labour took place
at term, in 3 during the ninth month, in the others from the
fourth to the sixth months. Deducting 2 cases in which the
pregnancy was multiple, he found that interruption of pregnancy
oceurred, as the result of puncture, in 4, or 18°1 pef cent, One
puncture sufficed in 11 cases, and the guantity of fluid removed
varied greatly. In 1 case iodine was injected. Cohnstein
finds that *“ the repetition of the operation shows no distinctly
unfavourable influence on the pregnancy, although interruption
is relatively more frequent than after single evacuations”.
Where the punctures were repeated, however, the maternal
mortality was higher, 5 of the 6 who died having been sub-
jected to more than one operation ; in the remaining fatal case
iodine was injected. While the maternal mortality in Cohn-
stein’s series was 27 per cent.,, the results in regard to the
child were relatively good.

I find that in 51 of our cases tapping formed the sole
treatment., It was usually followed by great relief of the
distressing symptoms, and in most cases allowed the pregnancy
to proceed with comfort and to terminate in the birth of a
living child. Of the mothers 12 died, or 23'5 per cent. ; in 10
the fatal result was preceded by abortion or premature labour.
The fatal cases would have been more numerous had not
the influmed or suppurating cyst been removed during the
puerperal period. In only about one-third of the cases did one
tapping suffice.

As a direct or indirect result of the tapping, abortion or
premature labour occurred 15 times, twice being due to injury

L Klinischer Vortrdge, Volkmann (Gyndkologie, No. 20), 1872,
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' to the uterus: in the remaining cases, with two exceptions, the
. children seem to have been born alive.

The operation was followed by suppuration of the cyst in at
least 11 cases, and probably in others which proved fatal, but
in which the records do not state the cause of death. These
- do not, however, constitute all the cases in which suppuration

followed tapping. Besides the above 51 cases tapping was
employed in 24 others, but was followed by further treatment
during pregnancy, usually ovariotomy. In 4 of these suppura-
tion occurred, in 2 rupture, and it is necessary to include these
in endeavouring to ascertain the risks of the operation. We
thus find that suppuration or rupture followed tapping in at
least 23 per cent. of the cases. Where ovariotomy had subse- .
quently to be undertaken during pregnancy, whether for sup-
~ puration or not, the mortality was high (25 per cent.), while
only 7 out of 24 children were born alive.
| The results yielded by tapping will be found to be very
unfavourable when compared with those of ovariotomy during
' pregnancy ; but it must be borne in mind that the comparison
18 not a fair one, and for two reasons. First, the majority of
' the cases belong to pre-antiseptic times, which accounts for the
' large number of cases in which suppuration followed. Better
. results might be anticipated under present aseptic methods.
Secondly, tapping is limited to a small class of cases in which
' the tumour is so large as to cause distressing symptoms and in
. which operative removal during pregnancy would be attended
with greater difficulty than usual. Discounting these facts, I
am satisfied that tapping is attended with as muech direct
risk as ovariotomy, while the woman is still left with the
tumour, which will ultimately demand removal in circum-
stances nowise more favourable. Unless then it can be
shown that tapping gives the child a befter chance, it must
give place to ovariotomy. What are the facts ? It is usually
stated, in considering the effects of this operation, that the
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pregnancy terminates in the birth of a living child, but when
we examine the results more closely we find that, of the 75
cases in which it was employed, 34 of the children, or over 45
per cent., were lost. On the other hand, among the cases of
ovariotomy in pregnancy, which were not first treated by
puncture, are 11 in which the tumour is deseribed as very large
or enormous. The operations were performed from the third
to the seventh months of gestation. All the mothers recovered,
while of the children, if we deduct one case in which abortion
was threatening at the time of the operation, just one half were
born alive. It will thus be seen that even in those cases specially
suited for tapping, the major operation saves almost as many
children, and gives not only better immediate results for the
mother, but at the same time relieves her of her diseased ovary.

Though thus proved to be less successful than ovariotomy,
tapping will continue to occupy a place in the treatment of
pregnancy complicated by a large cystic ovarian tumour. The
practitioner, as has often happened, may not be consulted till
late in pregnancy, when the surroundings and position of his
patient make immediate operation impossible, or, again, may
find his advice in regard to ovariotomy disregarded. Palliative
measures will then have to be adopted, and as tapping is the
most important of these it may be well if I summarise the
conclusions to which the above facts lead :—

1. Tapping does not give so good results for the mother as
ovariotomy, no matter what the period of pregnancy or the size
of the tumour,

9. For the child the results are less fayourable in the early
months : little, if at all, more favourable in the later months.

3. With few exceptions, the radical operation should be
preferred.

4. Where extensive uterine adhesions are believed to exist
tapping gives the child, in the later months at any rate, an
improved chance of life,
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5. When the circumstances of the patient, or her decision,
prevent operation, tapping will relieve the distressing symptoms
which arise in the later months.

6. Tapping should be employed only to relieve symptoms
due to distension. When inflammatory symptoms occur in the
. eyst ovariotomy should be performed at once.

7. Tapping is most likely to be successful in the case of
- simple eysts. It should never be advised when the tumour is
in large extent solid.

8. The two great dangers of tapping are :—

(@) Suppuration of the eyst cavity: this should be guarded

against by antiseptic precautions.

(6) Injury to the uterus: with care this can be avoided ;
when the uterus cannot be defined by palpation,
the area of the feetal heart sounds may guide us
as to its position,
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WHILE there is evidence that the treatment of pregnancy with
ovarian tumour by the induction of premature labour is practi-
cally abandoned, only three cases having been recorded in the
last twenty years, there is still to be found in many of the
standard works on midwifery, to which the practitioner looks
for guidance, an echo of the teaching of Barnes. At the meet-
ing of the Obstetrical Society which pronounced in favour of
this method, Barnes,! who was its strongest advocate, remarked
that * the rapidly inereasing pressure must at some time cause
such distress that relief must in some way be obtained, In
most of the cases he had seen this relief was found in the
advent of spontaneous premature labour. He thought we
should accept this indication as a guide in practice.” In the
second edition of his Lectures on Obstetric Operations, which
appeared in 1871, he still more strongly affirms this view,
stating his reasons in the following propositions : First, in a large
proportion of cases Nature solves the problem, takes the case
into her own hands, and finds relief by the spontaneous induction
of premature labour. Secondly, in another series of .cases, where
labour has been induced artificially, immediate relief and safety
have been attained. Thirdly, in another series, where labour has
not occurred spontaneously or been induced by art, formidable
catastrophes and even death have happened.

An analytical study of our cases fails to support these
assertions. As a matter of fact we find that the cases in which

1 Barnes, Obstet, Trans., vol. xi., p. 201.
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| Nature solves the problem by spontaneous premature labour are
. relatively infrequent. Heiberg in his collection found only 16
 instances, while our own collection shows that premature labour
" occurred in less than 6 per cent. of the cases. Further relief

and safety have not always been obtained by the artificial in-
| duction of labour, in proof of which I may refer to the cases
of Hecker,! Sixinger® and Playfair.?

Seeing that the Obstetrical Society, in 1869, pronounced in
favour of premature labour, a verdict which it has not yet in
definite terms recalled, it is not difficult to understand how this
practice continues to be recommended in several widely used
text-books. Playfair, for example, while inclining to ovariotomy
as the best treatment, mentions the induction of premature
labour as the alternative, indicating that the selection of one or
| other must be determined by the skill and experience of the
| operator. ‘‘If the medical attendant has not gained that ex-
perience which is so essential for a successful ovariotomist, the
| interests of the mother would be best consulted by the induction
| of abortion at as early a period as possible.” Galabin adopts
- the same attitude, giving ovariotomy, the induction of premature
- labour or abortion, and tapping as alternative methods of treat-

ment without clearly defining the cases to which he regards
each as applicable,

In this respect the profession has been wiser than its
teachers. Itis truly a curious commentary on the finding of
the Obstetrical Society in 1869 that, notwithstanding the large
number of cases since recorded, artificial interruption of preg-
nancy should have been undertaken in but 12—indeed, in only
11, if we deduct 1 in which abortion was criminally induced.
In all, I find 30 instances in which this treatment was
adopted, 5 being in consecutive pregnancies in the same patient.

' Hecker, Monats. f. Geburtsh., Bd. vii., p. 98,

*Siixinger, Herdegen, Dissert., Tiibingen, 1876,
* Playfair, Obstet. Trans., vol. xix., p. 198,
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Of these, 5 mothers died, or 16°6 per cent., but there were others
in whom acute symptoms supervened after the uterus was
emptied and in whom operation alone prevented a fatal issue or
a protracted illness. Only 6 of the children were born alive,
that is to say 80 per cent. perished. No doubt the mother’s
life must be our first consideration, but are the results in this
respect such as to justify so excessive a feetal mortality ? The
maternal death rate is certainly smaller than that following the
methods just considered, but more than double that of ovari-
otomy in pregnancy, while the woman 1s still left with her
tumour which sooner or later will require removal.

The induction of premature labour has been recommended
as a prophylactic measure, in the belief that the elimination of
the pregnancy would remove the risk of complication. We
have seen, however, that it is not the pregnancy alone that carries
danger ; there are risks incidental to the puerperal processes, at
least as many and as great, which are not removed by this method.

As a palliative treatment it has been occasionally employed
when there have been rapid enlargement and distension, but the
relief which emptying the uterus affords is usually slight and
of short duration. In many cases of spontaneous and artificial
premature labour I find that there was little sensible diminution
of the abdomen. The actual measurements have been given in
a case reported by Williams,! who induced abortion in the sixth
month, reducing the cirecumference of the abdomen from 52 to
47 inches. Again, it is expressly stated in not a few cases that,
even after delivery at term, the size of the abdomen seemed to
be unaltered, while there was little, if any, relief of the distressing
symptoms. Olshausen refers to several such instances.

These facts are more convineing than the figures which we
have quoted. Both ecombine to show that the elimination of
pregnancy, when that condition is superimposed on an ovarian

I Williams, Lancet, 1878, vol. i., p. 381.
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tumour, is a purely temporising method of treatment which
“almost certainly sacrifices the child without corresponding
;beneﬁt to the mother.
| Before stating the conclusions to which I have been led as
to the value of premature labour I may refer to the following
case recorded by Travers,!

Case XV.—A woman was found during her second confine-
ment to have an ovarian tumour, which to some extent ob-
structed labour. During her third pregnancy she was advised
to have abortion induced with a view to the tumour being
removed. She refused, went to term, and was delivered of a
living child. She had three further pregnancies which ter-
minated successfully and with no disturbance of the puerperium.
In the fifth month of her seventh pregnancy acute torsion of
the pedicle oceurred. The tumour was removed, and gestation
was uninterrupted.

An analogous case is to be found in the Transactions of the
Obstetrical Society, in which premature labour was induced at
the seventh month, on the advice of Barnes. The woman
passed through three subsequent full-term confinements without
any untoward result.

A review of all the facts confirms the opinion which is now
almost universally held, and, for the most part, is expressed in
recent works on Midwifery and Gynacology, that premature
labour is contra-indicated in the treatment of pregnancy with
ovarian tumour. The exceptions to this rule are few, and are
limited to the rare cases in which there is advanced malignant
disease, or in which the conditions are such as to contra-indicate
operative removal in simple ovarian tumour,

Where this treatment is resolved on, for whatever reason,
1t should be undertaken as early as possible, the hope of saving
the child by delay being, as our figures show, illusory.

' Travers, Lancef, 1894, vol. ii,

7




OVARIOTOMY.

History and Early Operations—Investigations into the Effects of Injuries
and Operations during Pregnancy —Previous Statistical Collections and
Reasons for adding to these—Analysis of Total Series and of more
Recent Cases with a view to ascertain the Prognosis for Mother and
Child—Bilateral Ovariotomy—Vaginal Ovariotomy,

TraE circumstances surrounding the origin and progress of
ovariotomy during pregnancy form an interesting study, among
other reasons for the light they throw on the accidental way in
which important advances are sometimes made in practical
medicine. Of this no better illustration could be found than
the fact that the first six operations were all performed in
ignorance of the existence of pregnancy. It is practically
certain that operation would not have been undertaken had the
real condition been recognised, so strong at the time was the
belief in the danger of surgical interference during pregnancy.
The objections to operation were largely based on a priori
reasoning. It was held that the physiological changes which
accompanied pregnancy, more especially the altered and
hydremic condition of the blood and the increased arterial
tension, were calculated to promote hemorrhage and suppura-
tion and to interfere with the progress of vepair. It was
further believed that the danger to the child—the danger of
producing abortion—was so great as to contra-indicate any
but the most urgent operations. These were the views that
prevailed in the early days of ovariotomy and for some time
after the operation had won an assured position. Ovariotomy

(98)
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was then held to be unjustifiable during pregnancy, and this
attitude would, without doubt, have been longer maintained
but for the fortunate circumstance that the operation was
several times undertaken in ignorance that the ovarian tumour
was complicated by pregnancy. Unexpected success attended
these operations, and in this way did much to remove the
erroneous beliefs formerly entertained.

Although the abdomen had on previous ocecasions been
opened during pregnancy with a view to extirpating a diseased
ovary, the merit of performing the first completed operation
must be ascribed to Burd ! of Shrewsbury. On 15th Septem-
~ ber, 1846, he removed a multilocular ovarian cyst from a
. woman who was in the third month of pregnancy, though no
suspicion of that condition had been entertained. Abortion
 followed two days after, but the woman recovered. Four years
later Atlee * removed, in the second month, a large ovarian cyst
. which had been repeatedly tapped. Pregnancy, which was
first diagnosed at the operation, was not disturbed, but the
.~ woman died one month after, apparently from persistent
. vomiting. We find no other case recorded till 1862. In that
year Marion Sims,* in removing a large ovarian tumour, found,
. to his surprise, that the uterus was enlarged and seemingly in
the third month of gestation. The woman made an uneventful
recovery, and the case is historically interesting as being the
- first in which the pregnancy continued to term and ended in
. the birth of a living child.
| Spencer Wells,* in his second case—the seventh recorded
. instance—appears to have been the first to perform ovariotomy
- an full knowledge of the existence of pregnancy. The operation,
. which was done on 14th August, 1869, was rendered necessary

I London Medical Gazetle, 1847.

t Diagnosts of Ovarian Tumowrs, Case 63,

% Medical Times and Gazetle, vol. ii., p. 859,

8 Lancet, 1869, vol. ii., and Obstet. Trans., vol. xi.
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by rupture of the ovarian cyst towards the end of the third
month of pregnancy. Though not undertaken for a fortnight
after rupture the woman made a good recovery, and gave birth
at term to a living child.,

The next three years saw 7 further operations, making 14
in all, with a maternal mortality of 4, indeed of only 3 if we
exclude Atlee's ease, in which death resulted from causes
independent of the operation, while 6 children were born alive
—a most gratifying result in a disease for which, even when
uncomplicated by pregnancy, treatment was only a few years
before considered hopeless.

One important effect of these successful results was to
awaken a doubt as to the truth of the belief, which we saw
was almost universally held, that surgical operations of even
a trivinl kind were attended, during pregnancy, with special
danger. Inquiry was stimulated, and medical literature was
found to furnish many instances which showed that the
pregnant uterus was markedly tolerant not only to severe
bodily injuries, but to operations of a surgical character as
well. Owing, however, to the prevailing prejudice against
interference during pregnancy the significance of these had
heen overlooked,

The first investigation on the subject was published by
Coornillon! in 1872 in a paper entitled Des accidents des
plaies pendant la grossesse et létat puerpéral. In the fol-
lowing year there appeared an elaborate statfistical inquiry by
Massot.? He collected 214 cases of accident or operation
during pregnancy and found that in the greater number
sestation was not interrupted. About the same time Cohn-
stein # published a valuable paper in which he classified a large

I Qornillon, “ Des accidents des plaies pendant la grossesse et Udtal
puerpéral,’” Paris, 1872,

2 Massot, * De linfluence des traumatismes sur la grossesse,” Paris, 1873.

 Cohnstein, Klinischer Vortrdge, Volkmann {{r’yrmﬁ'ofogie," No, 20).
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number of operations of various kinds, undertaken during
pregnancy. From an analysis of these he reached the con-
- clusion that surgical operations less often interrupt pregnancy
than allow it to run its course. In 54'5 per cent. of his cases
- labour occurred at term. In regard to the wound Cohnstein
notes that, though first intention was rare and suppuration
occasionally profuse, healing was not, as a rule, delayed.

An even more valuable contribution, in so far as we are here

concerned, is to be found in a paper published by Dr. Mann?! in
the Transactions of the American Gynecological Society in 1882,
§ on “ Surgical Operations on the Pelvie Organs of Pregnant
| Women". Of 83 such operations he found that 16 only were
| followed by abortion, while 3 of the mothers died. He
mentions an interesting case in which he performed Emmet's
operation for lacerated cervix at the third month without
| interrupting pregnancy, which ended at term in the birth of
living twins,
: A further addition to our knowledge, and the last to which
| I shall refer, was made by Dr. E. Thoman® in a dissertation
which appeared in 1889. He collected all the published cases
of abdominal and other operations performed during gestation,
and from an analysis of these was able to demonstrate the
safety with which surgical operations of every kind might be
undertaken in pregnant women,

These investigations did much to further the progress of
ovariotomy in pregnancy, pointing as they all did to the same
general conclusion, that, so far from being intolerant, the
pregnant uterus is an exceedingly tolerant organ, and that
pregnancy is of itself no contra-indication to any necessary
surgical operation.

With the improvement in technique which resulted from

' American Gynecological Transactions, 1882, vol, vii,

*Thoman, * Schwangerschaft und Trawma: zur Frage ilber die ¥ uldssig-
keit chirurgischer Eingriffe bei Schwangern,” Wien, 1889,
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increasing experience in ovariotomy, and especially with the
application of antiseptic prineiples, even more favourable results
were soon obtained. Spencer Wells, more particularly, con-
tinued to operate during pregnancy as nppﬂi*hunitjf offered, and
in 1877 was able to present to the Obstetrical Society a series
of 9 cases operated on by himself, which resulted in the re-
covery of 8 of the mothers and the safe delivery of 6 children.

From this meeting of the Obstefrical Society may be dated
the recognition of ovariotomy as a legitimate method of treat-
ment in the case of an ovarian tumour complicating pregnancy
and causing or likely to cause troublesome symptoms. To the
latter limitation Spencer Wells himself subseribed, and did not
then go the length of advocating a general adoption of ovari-
otomy. Before this position was to be reached experience had
to be acquired and much opposition overcome. Gradually,
however, as a rapidly growing number of successful cases were
put on record, and as the danger of leaving the complication to
nature became more fully recognised, the conviction gained
strength that ovariotomy gave immediate results at least as
good as any of the alternative methods, while at the same time
it relieved the woman of her oyarian tumour,

The question was one that lent itself readily to statistical
inquiry, and to this it was early submitted.

The first important collection of cases was made by
Heiberg.! In 1881 he tabulated a series of 52 cases in which
ovariotomy had been performed during pregnancy. In 6 of
these the uterus was accidentally punctured, the child being at
once removed by Casarean section in 4, with the result that all
the mothers recovered, while in the other 2 cases abortion and
death followed. Of the remaining 46 cases 38 mothers re-
covered, the fate of 1 not being recorded. The known maternal
mortality was thus 17°3 per cent,, while just one half of the

I Heiberg, loc. cil,
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 children were saved. In 29 cases where the operation was
| performed before the fifth month, Heiberg found a maternal
| death rate of 10'4 per cent. and a feetal of 37°9, while in 16
| cases after the fifth month there was a maternal death rate of
| 25, and a feetal of 666 per cent.

In 1886 Olshausen,' in his classical treatise on diseases of
the ovaries, records that the number of ovariotomies during
pregnancy to be found in literature amounted to 82. In these
a successful result as regards the mother was obtained in 74.
He points out, however, that at least 2 of the deaths occurred
in pre-antiseptic days, and that in 36 cases of ovariotomy
| performed by four experienced operators only 1 death
occurred.
| The next tabulated collection, and the most important hither-
' to published, is that of Dsirne,” who contributed a valuable paper
| on the subject of ovariotomy in pregnancy to the Archiv fiir
- Gyndkologie for 1892, A surprising diminution in the mortality
l is observed, as the result, no doubt, of more careful antisepsis
| and of improved methods. Moreover, the more general adop-
| tion of the operation favoured better results, as compared with
| those obtained when ovariotomy was performed only as a matter
' of necessity in the presence of some actual or threatened com-
plication. _

Dsirne’s series shows a maternal mortality of only 59 per
cent., while in only 22 per cent. of the cases did the operation
cause interruption of pregnancy, a striking contrast to the
results obtained by the older methods of treatment,

More than half of the operations, in which the period of
pregnancy is stated, were performed in the third or fourth
months, In 30 undertaken at the former period not a single
maternal death occurred. As I propose, in analysing my own

1 Olshausen, Die Krankheiten der Ovarien.
2 Arehiv fir Gyndkologie, Bd. 48, Heft 3.
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series, to make use of Dsirne’s figures as a means of comparison,
I need not further refer to them, beyond noting that his general
conclusions as to the management of ovarian tumours in preg-
nancy accord, in the main, with those derived from my own
collection, but that he was led by the limited number of his
cases to formulate opinions which further observations do not
entirely corroborate. This is more particularly the case in
respect to the period of pregnancy at which operation may
with greatest safety be undertaken.

In 1894 Gordon, of St. Petersburg, who dealt exhaustively
with the subject, published an analysis of 204 cases. As all
my efforts to obtain his paper have failed, I have had to content
myself with a short résumé of his analysis, Several of his
cases, which were published in Russian periodicals, have, I
regret to say, proved inaccessible to me., Deducting 7 cases in
which the uterus was wounded, and 21 in which the result
could not be ascertained, Gordon found a maternal mortality in
176 cases of just over 9 per cent., while in 69°3 per cent. the
pregnancy continued unbroken.

The records of ovariotomy performed during pregnancy are
now so numerous and the claims of the operation, not only
as a safe but as an imperative method of treatment, so well
established that it may seem superfluous to add to the existing
collections, I venture to do so on the ground that in our own
literature there is to be found no tabular evidence of the results
to which the practitioner might refer for guidance. It must
be admitted, also, that Dsirne’s series is too limited to settle all
the questions that arise in connection with this complication.’
For example, writing in 1896, after the appearance of Dsirne's
paper and with Gordon’s analysis before him, & late distinguished

I The above remarks were written before the publication of Orgler’s

paper in the drchiv filr Gynikologie of 1901, Before the paper came tc
my knowledge T had collected most of the cases whiech he tabulates.
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| surgeon in considering the advisability of operation observes:
| ““A good deal of weight would be paid to the nature of the case.
The points specially to be attended to in the case are: the
| rapidity of the growth of the tumour, the period of gestation, and
| the general condition of the woman. A tumour of rapid growth,
| discovered in the early days of pregnancy, might be removed,
| when another of slow growth, large, and possibly difficult of
| removal, might be tapped, particularly if the time of delivery
were at hand.”’'  Operation is here recommended only in excep-
| tional cases, where a rapidly growing tumour is detected in early
| pregnancy. Statistics which will be submitted later show that
| these limitations should be discarded.

If further justification for reconsidering the subject were
i:ris';t;ll.li];'ed. it will be found in a perusal of the histories of
| pregnant women with ovarian tumour. A study of these will
'not fail to convince one that the dangers of the condition are
' not fully realised, and that the absolute necessity for operation
:in almost all cases, though, as a rule, maintained by gynm-
| cologists, has not been sufficiently brought home to the general
| practitioner under whose care the majority of the cases originally
| come, Many examples could be quoted from the cases occur-
| ring within the last few years where ovariotomy was considered,
but rejected for quite inadequate reasons and sometimes with
| serious consequences, and this, too, even by experienced gyna-
cologists.

Since the publication of Dsirne’s paper a surprisingly large
! number of cases of ovariotomy in pregnancy have been recorded,
! These, while in the main corroborating Dsirne’s conclusions,
furnish further interesting and valuable evidence in regard to
the periods of pregnancy at which the operation may be safely
| undertaken, and also as to the gratifying success which has

'Greig Smith, Abdominal Surgery, sixth edition, vol. i., p. 182,
The italics have been added.
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attended the removal of both ovaries where that has been found
necessary.

Altogether I have collected 345 cases, a few of which are of
earlier date than Dsirne’s publication, but were overlooked by
him. Included in the series are several hitherto unreported
cases which have kindly been communicated to me by the
operators, and one which occurred in my own practice.

The cases are classified according to the month of pregnancy
in which the operation was performed. Only those cases are
tabulated which have been recorded since 1890, but to make
the series complete I have appended to each table the results
of those, including Dsirne’s, published previous to that date.
The cases of vaginal and bilateral ovariotomy are arranged
in separate tables.

Taking first all recorded cases we have a series of 430 ovari-
otomies performed during pregnancy. Of these no fewer than
451 recovered : 27 mothers died, while the fate of 2 is not
stated. The maternal mortality is thus 56 per cent,, only a
fraction lower than the 59 per cent. of Dsirne’s series ; but at
least 20 of the earlier cases, operated on before the introduction
or general adoption of antiseptics, are excluded from his list.
[f we deduet the 5 of these which proved fatal, we have a
maternal mortality of only 4'6 per cent. Moreover, an examin-
ation of the fatal cases, which I have tabulated separately,”
reveals the important fact that in 2 death resulted from causes
independent of the operation, in 2 the uterus was accidentally
injured, while in 9 some complication or unfavourable condition
existed which from the first rendered success doubtful.  If these
are deducted the fatal cases are reduced to 9, or under 2 per
cent, This may be taken as the mortality of uncomplicated
ovariotomy in pregnancy, and it compares fayourably with the

| Three earlier cases, not in Dsirne's collection, are included in the
table of bilateral ovariotomy.
4 See p. 108,
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results obtained in the operation apart from pregnancy. In
1896 Greig Smith,! while placing the mortality in the hands of
surgeons of the greatest skill and experience at about 5 per cent.,
 estimates that the actual death rate of all ovariotomy operations
is still over 10 per cent. Burger® has recently published the
 statistics of 394 ovariotomies performed in Professor Schauta’s
wards during the last fifteen years. Although it is noted that
every operafion was performed as early as possible with aseptic
' precautions, the mortality came to 95 per cent.

The success of ovariotomy in pregnaney is made all the more
surprising from the fact that the operations were not performed
by a few skilled surgeons, but were distributed over a large
‘number of operators, It would almost seem, indeed, that
 pregnancy diminished instead of increasing the dangers of
ovariotomy.

' The more recent cases yield even better results. During
the last twelve years no fewer than 299 ovariotomies during
pregnancy have been recorded. Although in many of these
acute symptoms existed at the time of operation, only 10 of the
patients died, or a mortality of 3'3 per cent. If these 10, which are
placed at the beginning of the table of fatal cases, are examined
1t will be seen that in 2 the fatal issue was independent of the
operation, while in a third, where the tumour was malignant, the
woman died eight weeks after, the autopsy revealing metastatic
deposits in the lungs, stomach and omentum. In 4 others the
operation was performed in unfavourable conditions either of
the tumour or of the woman herself. The first 3 may reason-
ably be excluded. This leaves 7 fatal cases in a series of 296
operations, or a mortality of 2°3 per cent.

These figures are sufficient to show that where no compli-
cation exists ovariotomy may be undertaken with almost abso-
- lute safety in all circumstances where it would not be contra-

' System of Gyneecology, Allbutt and Playfair, 1896, p. 878,
* Monatsschrift fur Geburtshitlfe und Gyndkologie, 1900,
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FATAL CASES.

Hn.! Reference. | Diagnosis. Complications.

| 1|Noble Gravidity, iii.lEuccessfulopemtinu,hutcrimina]
| month . abortion induced, followed by

X sepsis.

| 2 | Winter Sarcoma of both | Abortion 5 weeks after operation :
[ ovaries: gravi- 3 weeks later death: section
b =l . dity, iv. month | showed metastatic deposits in
| ‘ lungs, stomach, omentum,

4 Shauta ' — Pregnancy undisturbed when

patient left hospital: died 3
| .~ months after, seemingly as
result of chill.

4 | Ahlfeld Cyst: gravidity,  Pedicle twisted and cyst filled

| iv. month with dark reddish fluid: abox-
| tion on 6th day, death on 18th.

6 | Pozzi | Cyst, month of | Torsion of pedicle: operation fol-

| pregnancy not lowed by abortion and death
| stated on frd day.

6 | Lovrich Cyst, suppurat- Suppuration of intraligamentary
ing: gravidity, | cyst in pregnancy.

v. month

7 | Mangidgalli Cyst, suppurat. | Peritonitis, with fever and vom-
ing : gravidity, | iting at time of operation:
vii, month Ciesarean section ; death from

. shock on same day.

8 | Cotterill ' Bilateral eysts: | Patient poor, half starved: as-
gravidity, iv.| cites: both cysts markedly ad-
month herent : abortion on 2nd day,

died 3 hours after; mo peri-
tonitis.
9| Konrad Gravidity, iii. | Abortion on following day:.
month

10 | Simpson Dermoid, impac- —
ted in pelvis:
gravidity, v.
month

11 | Atlee: Diagnosis | Cyst,large: geav- | Cyst tapped in 1st month: good

of Ovarian Tu-| idity,ii.month | recovery from operation, but
. mours, Case 63 | died 1 month after from hyper-
emesis, pregnancy being un-
interrupted.
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FATAL CASES

Reference.

Erskine Mason :
Centralbl. f.
Cryndk., 1878,
No. 13

1862, ii., 257

Boye: Gynik. og
Obst. Meddelel-
ser, Bd. 2

Meadows: Lan-
cet, 1878, 1., p.
374

Thornton: Trans.

Path. Soe., 1876

Spencer Wells:
Obst. Trans.,
vol. xix.

Wachenheimer:
Dissert., Strass-
burg

Berry Hart

Dsirne

20 Mundé: in Daimu; Gravidity,

Diagnosis.

109

(continued).

Complications.

Cyst: gravidity,
v. month

13 | Pollock: Lancet,| Multilocular

cyst: gravidity,
iv.-v. month

Cyst, suppurat-
ing: gravidity,
iil. month

Cyst,large: grav-
idity, v. month

Multiloecular

cyst: gravidity,
v. month

IMultilocular

cyst: gravidity,
vi. month

Multilocular
cyst: gravidity,
vii. month

Dermoid, with
twisted pedicle.

viii.
month

21 Lee: in Dsirne iﬁlaligu&nh ova- Death from septic peritonitis,

rian tumour

22 hrassowsky : in | Tumour of ovary ‘ No details.

| Cyst previously tapped : at opera- |
tion uterus punctured : wound
sutured with catgut: abortion
a few hours, death 18 hours
after.

Cyst previously tapped : at opera-
tion uterus taken for another
cyst and tapped: abortion fol- |
lowed by death on 2nd day. |

Cyst tapped in 2nd month ; abor-
tion on 4th day, tetanus on
10th, death on 15th.

Abortion 28 hours after operation:
death on 3rd day: peritonitis.

| Tapping followed by febrile symp-

| toins : at operation cyst gan-

grenous.

Enormous distension: cyst pre-
viously tapped: ascites: great
emaciation . before operation,
so ill that hardly expected to
live 24 hours: abortion 6 hours
after: death 7 days after,

Very poor condition at time of
operation : abortion on 3rd,
death on 10th day.

Good progress for a week, but on |
9th day died of cardiac failure, |
pregnancy being undisturbed : |
frozen section showed another

. dermoid impacted in pelvis.

Tumour adherent: premature
labour followed by ileus and
death.

pregnancy being undisturbed.
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indicated apart from gestation. It must not be imagined that
pre-existing complications, though they tend to exercise an un-
favourable influence on the result of the operation, by any means
generally lead to a fatal issue. In many of the cases it will
be seen that successful operations were performed at various
intervals after the onset of some acute complication.

With results so favourable it seems scarcely necessary to
inquire into the influence which the period of pregnancy.
exercises on the issue of the operation; but the reluctance
often manifested to operate in the later months makes the
question one of practical importance,

From his analysis Dsirne was led to the conclusion that
operation in the second, third and fourth months gave the
best results for the mother. From a study of -the tables,
and of the causes of death in the fatal cases, it will be seen
that, when the operation is one of election, and not compelled
by some serious complication, almost equally good resulls may
be anticipated for the mother at any period of pregnamcy. In
the annexed table, in which the cases are analysed according
to the period at which the operation was performed, not a
single death is noted among the recent cases in four of the
lnﬂﬁthﬂ, while 2 of the 7 fatal cases are in the third; and 3
in the fourth, or what have hitherto been regarded as the
most favourable months, As will be seen from the table, of
fatal cases, however, complications existed in 3 of the 5, while
in a fourth, after a successful operation, criminal abortion was
induced and followed by sepsis. In the case which proved
fatal in the seventh month a suppurating cyst had ruptured,
causing septic peritonitis, which necessitated the removal of
the uterus,
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PROGNOSIS FOR MOTHER AT VARIOUS MONTHS.

b o ——— e

Total Series. Hecent Cases,

—_— :
Mc;mh | NMunber Muternal Parcren- Month | Number Miateinil PurnEfl-
OF Frogs ot Upomact ‘eatiis. (v 000, || Of BreA { QOORSE, Depthia Mottatity.

Ind 43 1 94 ond | 28 | O 00 |
3rd 111 6 54 || 8rd 62 | 2 32 |
4th 92 5 54 || 4th 62 3 48 |
5th 61 7 11-4 | 5th 41 g | 48 |
6th | 387 1 9.7 1R ) A 0-0 |
th | 25 2 30 Tth 15 | 1 66

8th | 14 1 71 8th 7 | 0 00 |
gh | 8 | © 00 | 9th | 7 0 00 |

l | ' . |

- - e —_—

So far then as the mother is concerned, ovariotomy gives
results superior to those obtained by any other method of
' treatment. It remains now to consider whether it is equally
favourable for the child. Dsirne found that in 22 per cent.
- of his cases pregnancy was prematurely interrupted. In our
total series pregnancy was interrupted in about 20 per cent.,
if those cases are excluded in which abortion was threatening
at the time of operation, and those in which the uterus was
punctured. If we restrict ourselves to the tabulated cases,
it will be seen that the effect on pregnancy is noted in 289,
and that in only 54, or 18'6 per cent., was pregnancy inter-
rupted and the child lost. None of the alternative methods
of treatment, it has been shown, gives a feetal mortality of
less than 30 per cent.

It is important to note that, of the 54 cases in which pre-
mature interruption followed, there were 4 in which abortion
was threatening, or actually in progress, at the time of opera-
bion, 2 in which the ovum was previously blighted, 1 in which
placenta preevia existed, 1 in which removal of the ovarian cyst
was combined with the enucleation of ten subserous fibroids,
and 1 in which death took place three weeks after abortion,
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the post-mortem examination revealing malignant deposits in
various organs. If these cases are excluded the number of
interrupted pregnancies is reduced to 45, or 16 per cent. A
further analysis will show that in 10 of the 45 some acute
complication — torsion, suppuration, or peritonitis — existed,
while in 1 the cyst was previously tapped, and in 4 the
operation was prolonged and difficult from the existence of
extensive adhesions. When no complication existed at the
time of operation, interruption of pregnancy followed in only
30 cases—or just over 11 per cent. The conclusion seems
Justified, therefore, that the risks to the child from the removal
of an uncomplicated ovarian twmour during pregnancy are so
slight that they may be practically disregarded. It is probable,
indeed, that in the majority of cases in which interruption
followed a simple operation the result is to be attributed to the
predisposition to abortion which is known to exist in many
women, and which would almost eertainly have led to a premature
interruption of the pregnancy had the case been left to nature.

In considering the effect of ovariotomy on the continuance of
pregnancy Greig Smith, relying on Gordon’s figures, remarks :
“It seems proved, however, that the operation tends to cause
! More recently Fehling® has expressed the opinion
that the frequency with which abortion follows ovariotomy is
too great to justify operative interference where no urgent in-
dication exists. From the statistics of Jetter and Heiberg it was
seen that premature interruption of pregnancy resulted in nearly
20 per cent. of the cases which were treated expectantly—a
higher percentage than is found after uncomplicated ovariotomy.
Moreover, in considering the relative prospects of the child after
operation and after expectant treatment we must keep in mind -
the possibility of the tumour occupying the pelvis during de-
livery, and the high mortality of the children which results

abortion .

' Greig Smith, Abdominal Swrgery, sixth edition, vol. i., p. 181.
“HSee p. 85,




OVARIOTOMY. 113

from this complication of labour. Taking this possibility into
account, along with the frequency of spontaneous interruption,
we cannot agree with the statement of Greig Smith,' that “ as
regards the saving of the child non-interference would certainly
be indicated .

It is sometimes stated, and might naturally be supposed,
that the removal of intraligamentary tumours, from the greater
manipulation required, would be more liable to be followed
by abortion. Bland-Sutton® believes that this result is more

likely to occur after the removal of parovarian than ovarian
cysts. The evidence of our tables furnishes no ground for either
. belief. In 9 cases the tumour is noted as parovarian, and 4
additional cases are found in Dsirne’'s collection. In 1 only
. was pregnancy interrupted as the result of the operation, and
' in this case secondary h@morrhage occurred and necessitated
reopening of the abdomen. In the case reported by Kelly ® the
parovarian disease was bilateral, while in 2 others an ovarian
cyst of the opposite side was simultaneously removed. In
- Merkel's case * a small cyst was also resected from the ovary
of the same side.

The cases in which the tumour is stated to have been
intraligamentary are too few to permit of any definite conclusion.
Including 1 in Dsirne’s table I find only 4. In 1 suppuration
had occurred during pregnancy, and operation was followed by
the death of the mother. Of the remaining 3, 1 aborted on the
fifth day, 1 went to term, and in 1 premature labour took place
In the seventh month. Although intraligamentary tumours are
few, 10 cases are found in the tables in which the tumour is
described as extremely or universally adherent, 3 times in the
pelvis. In 1 of the latter only did interruption of pregnancy
result from the operation.

' Greig Smith, loe, cit., p. 182,
* Bland-Sutton, Lancet, 1901, vol. i.
“See table ii., case 30. 1 See table xi., case 82.

8




I14 PREGNANCY WITH OVARIAN TUMOUR,

Although the prospects of the child are thus seen to be
better after ovariotomy than from any of the other methods
of dealing with this complication, there still remains to be con-
sidered the practical question as to whether the operation may
be undertaken with equal safety at any period of pregnancy.

Dsirne found that the best results for the child were ‘ob-
tained in the third and fourth months of gestation; of 28
operations in the former month pregnancy was interrupted only
4 times, and of 21 in the latter, only twice. The following
table shows the frequency with which the child was saved or
pregnancy undisturbed after operation at the various months
in the total series as well as in the tabulated cases :— '

PROGNOSIS FOR CHILD AT VARIOUS MONTHS.

e P

Total Series. : Recent Cases.
| Pregnancy interrupted mul { tu]d
Month | Number Pregnancy Number lost.
of Preg- | of Opera- i];tuirru ted anid t:ft'ilpurn- SRR
naney. | tions. Child lost. ONS, MY Canus, |;ﬁ?:ﬂtﬂ[| f‘!aaeu.
Per Cent. | Per Cent. Per Cent.
2nd 39 10 = 256 || 28 B = 2007 5 = 18'5
Hrd 102 19 = 186 | G0 9 = 150 5= 88
4th H4 (L I I 60 T = 11:6 g =* 58
5th | 55 14 = 254 a8 B = 210 2= 62
6th | 82 11 = 548 I 22 8 = 86'8 4 = 29:2
THRC T es 9 = 89-1 ' 15 5 = 88-8 8 = 200
Hth 14 6 = 42:8 i d = Bl 4 = 871
9th 7 1 = 14:2 i‘ | =

Both tables point to the ninth month as giving the best
results for the child, the latter showing 6 operations all of which
ended in the birth of living children. In other respects they
bear out Dsirne’s contention as to the greater safety for the
child from operations in the third and fourth months. Where
no complication exists it will be seen that equally good results
may be anticipated in the fifth month. The greater tendency
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to interruption in the later months is to be explained partly by
the formation of adhesions as pregnancy advances, partly by
the greater manipulation of the uterus required during operation ;
but even in these months the prospects of the child from opera-
tion are better than from any of the other methods. Operations
in the eighth month would appear to be the most dangerous
for the child. In 3 of the 7 cases in which premature labour
resulted the child was born alive but soon died. The cases
are too few, however, to support what would seem to be the
natural conclusion, that when a tumour is deteeted in the eighth
month ovariotomy should be postponed in the interests of the
child till the ninth month is entered on. Awcainst this course it
| must be urged that the delay would increase the danger to the
| mother and the difficulty of the operation.

| The analysis of past experience, therefore, supports the
. opinion, which has been gradually gaining ground, but is not
- yet by any means universal, that the rule to extirpate all ovarian
| tumours so soon as detected should apply equally to cases which
. are complicated by pregnancy. Indeed, as in pregnancy the
danger of ovarian tumour is greater, so in pregnancy their
removal is even more urgently called for. The risks to the
mother are no greater than in the absence of pregnanecy, no
matter at what period of gestation the operation is undertaken,
while the prospects of the child are improved. Operation
should be advised in all cases as soon as the condition is re-
cognised, as the danger fo the child inereases with the duration
of pregnancy. There are few occasions in which, in the in-
terests of the child, postponement is warranted. Neither for
mother nor child is there any elective period for ovariotomy in
pregnancy.

It has not infrequently been found necessary to remove both
ovaries, and table xi., in which the cases of double ovariotomy
. are arranged according to the month of operation, shows that
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the risks are little, if at all, increased. Since Mainzer ! pub-
lished his paper on bilateral ovariotomy during pregnancy, 33
additional cases have been recorded, so that our list includes
50 operations. Of these only 2 mothers died, while in at least 40
pregnancy was uninterrupted. Only 8 children were lost from
abortion, indeed only 5 if we exclude complicated cases—1 in
which the ovum was previously degenerated, and 2 in which the
operation was prolonged and difficult ; in 2 the result is not
stated. In one of the cases which proved fatal to the mother
both ovaries were cystic and markedly adherent, while the
woman 18 described as being in a much reduced condition ; in
the other the tumours were sarcomatous, the woman dying eight
weeks after from metastasis. The cases reported by Merkel,
Jovanovie, Lowenberg and Matthaei * are of special interest in
showing that conservative operations may be practised with
safety during pregnancy. At the beginning of the fifth month
Merkel removed a right ovarian eyst and a left parovarian, at the
same time resecting a small eyst from the left ovary. Not only
was pregnancy undisturbed, but the value of the operation was
further demonstrated by a subsequent conception, In Matthaei’s
case, where there was placenta previa, abortion oceurred, but
the woman again became pregnant. In the two other cases
in which resection was practised pregnancy was undisturbed.
The fact, then, that both ovaries are found diseased is no
contra-indication to their removal during pregnancy, indeed,
as Mainzer points out, the frequency with which bilateral
disease is malignant furnishes an even more urgent reason

for immediate operation.

It will be seen from table x. that the ovarian tumour was
on 9 occasions removed per wvaginam, and that the result was
uniformly successful for the mother, while in 2 cases only

1 Mainzer, Minch. Med. Wochenschyr., 18U5.
? See table xi., cages 32, 20, 21, 36.
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' was the pregnancy interrupted. In one, however, the ovum was
. blighted before operation, and in the other the danger seemed
- past, the woman being allowed up on the twenty-fifth day,

when the temperature rose without warning to 106°, and abor-
tion followed.

Notwithstanding the success which has attended the opera-
tion in the few occasions on which it has been performed,
vaginal ovariotomy does not, meantime, find favour with most
operators. The strongest objection to it, and one which is
exemplified in Braun's case, is the uncertainty as to the extent
of the adhesions. If extensive these may make complete
removal impossible. In addition, also, to the greater difficulty
- of controlling hwemorrhage there is the fear of infection should
- abortion result, though the cases show no instance in which this
. oceurred.

The operation, moreover, has a limited field. Itisapplicable
only to pelvic tumours and can be safely undertaken only when
' there are few or no adhesions, and even in these circumstances
' the abdominal is in my opinion to be preferred to the vaginal
- route. Lohlein,! who in favourable conditions advocates the
- vaginal method, regards it as unsuitable in cases where the
pelvis is narrow or the vagina not roomy, and also where the
tumour 1s a multilocular cyst and partially solid, as well as in
cases where it is fixed above the brim,

The ease with which vaginal extirpation may be carried out
and the rapidity of the subsequent recovery are well illustrated
in Jakobs’ case,” where the woman was allowed up on the fifth
day after operation.

' Lohlein, Gyndkologische Tagesfragen, Heft v., 1898,
® Jakobs, Gazette Médical de Paris, 1895, No, 29,




PRACTICAL OBSERVATIONS ON OVARIOTOMY
DURING PREGNANCY.

Im is no part of my intention to enter into the technique of
ovariotomy during pregnancy, which is fully described in many
text-books of gynwecology. One or two practical points, how-
ever, suggested by a perusal of numerous cases, may be
mentioned,

In operating during pregnancy the possibility of bilateral
disease should always be kept in view, and after the removal of
the tumour the other ovary should be examined, In a case
recorded by Berry Hart this was omitted. A dermoid of the
left ovary was removed from the abdomen; and though the
woman progressed satisfactorily for the first few days, she
ultimately succumbed, when a frozen section of the pelvis
showed a second dermoid incarcerated in the hollow of the
sacrum,

In the case of a tumour impacted in the pelvis towards the
end of pregnancy it may sometimes be found difficult to elevate
the tumour owing to the presence of the enlarged uterus. To
secure more free manipulation, the uterus may be brought
through the abdominal wound. When this is done the tumour
can usually be readily dislodged and removed. So far as I can
gather, this was first practised by Fenger,' but the credit of
drawing attention to the value of this procedure belongs to

! Fenger, 1'rans. Gymzciufé,:‘::’ﬂcie!y, Chicago, 1891,
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. Professor Spencer,! who describes a case of ovariotomy during
' labour in which he found this necessary, and at the same time
cites a few instances in which this method had been employed
by others. In a case recently seen by the writer, in which
labour was obstructed by a pedunculated myoma, the uterus
had to be drawn through the wound before the tumour could
be elevated. When thus removed, the uterus must be pro-
tected from injury. It should be surrounded by gauze or
towels wrung out of sterilised water or salt solution. Herman*
has recently expressed doubt as to the necessity for bringing
the uterus out of the abdomen, which, he says, ‘“ means a
longer incision and longer exposure of the peritoneum, and
~ therefore greater shock . He thinks that little difficulty will,
. as a rule, be experienced in elevating the tumour if the
'~ operator press the uterus towards one side, while an assistant
pushes the tumour upwards out of the pelvis.

Another point of importance relates to the management of
- dermoid tumours, which have been seen to be especially
| frequent in pregnancy. With the object of preventing their
 rupture during operation Alban Doran?® advises that the
incision should be large enough to allow the tumour to be
removed, if possible, entire, recording a case in which he
accomplished this.

In several cases, in which the ovarian tumour was first
detected in the later months of pregnancy and occupied the
pelvis, the operator seems to have performed Ceaesarean section
before making any attempt to remove the tumour.* This
involves an increased risk, and should rarely be necessary if

' Spencer, Obstet. Trans., vol. x1., p. 14.

*Herman, Jowrnal of Obstet. and Gyneacol. of British Ewmpire, vol. ii.,
p. 230.

* Alban Doran, Lancet, 1902, i., p. 857.

15ce two cases by Braithwaite, Lancet, 1898, ii., p. 1763,




120 PREGNANCY WITH OVARIAN TUMOUR.

the expedient of first withdrawing the uterus from the abdomen
be kept in mind. In a case reported by Hergott,! however, a
dermoid tumour was found so firmly adherent in the pelvis
that, even after performing Cewmsarean section, it was decided
not to attempt its removal at that time.

In vaginal ovariotomy the hsmorrhage, which is one of
the dangers of the operation, may be lessened by making, as
Jakobs does, the incision through the posterior cul-de-sac with
the thermocautery. After removal of the tumour he employs
forceps to confrol the bleeding. These are left on for two or
three days, as in Doyen’s vaginal hysterectomy. This plan
answered so well in the case which he reports = that the woman
was allowed up five days after the operation.,

It will be found that in a few of the cases symptoms of
threatening abortion first directed attention to the condition and
led to the detection of the tumour. In these circumstances
it becomes a question whether operation should be at once
performed. The imminence of abortion or of labour does
not contra-indicate ovariotomy ; indeed, in at least two of our
cases the operation seems to have averted a threatened mis-

carriage.”

Several cases are recorded in which the uterus was injured
during operation, sometimes from the abdominal incision being
too small to permit of accurate manipulation, but more often
from ovariotomy being undertaken in ignorance of the preg-
nancy, and the uterus punctured in the belief that it was a
second cyst. The question arises as to how the uterus, thus

| Hergott, Annal. de Giynécol., April, 1899,
2 Jakobs, Gazette Médical de Paris, 1835, No. 209.
8 Martin, A., Zeitschr, f. Geburt. u. Frauenkr,, Bd. i. (see Dsirne, case

37) ; and Gordes, table™xi., case 1.
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jinjured, should be dealt with. That will depend on the extent
iof the injury. Spencer Wells recommended that in all cases the
uterine contents should be removed by Casarean section ; and
where the uterine wall has been penetrated in its whole extent,
and the feetal sac entered, experience shows that this is the
best treatment. _

In 9 of our cases the fwetal sac was penetrated ; 1 was left

Juntreated, with the result that the woman aborted and died on
he second day; in 2 the uterine wound was sutured, both
aborted, and 1, where the placental attachment was injured,
died ; 6 were treated by Caesarean section, all the mothers sur-
viving. These facts point to the conclusion that, where the
imembranes as well as the uterus are involved, the best results
are to be obtained by enlarging the wound and removing the
Juterine contents.
Where the uterine wall alone is injured, the fwtal sac being
funaffected, 1t will not usually be necessary to empty the uterus,
#Even wounds of the ovisac do not always produce abortion. A
ost remarkable case is reported by Dr. Stickney,' in which the
pregnant uterus was tapped under the impression that it was an
ovarian tumour, a quart of fluid being drawn off. After several
weeks' interval it was again tapped. Some time after a third
apping was arranged for, but the woman was found to be in
dabour, and soon gave birth to a living child.

In those cases in which the injury is limited to the uterine
wall, the wound should be treated on general surgical prin-
iples.  This has the merit of giving the child at least a
chance, In 2 of our cases this plan was successfully followed :
in both pregnancy was undisturbed, though in Lee's case, which
18 quoted below, severe hemorrhage occurred as the result of a
fall five weeks after operation and led to abortion,

Case XVI.—A married woman, aged twenty-eight, was two

' Stickney, Boston Med, and Surg. Jowrnal, 1876, p. 114,




122 PREGNANCY WITH OVARIAN TUMOUR.

years before delivered of her fourth child after a severe labour,
“lasting four days™; child still-born ; after labour there was ,
discovered in the right side of the pelvis a small movable
tumour, which had probably retarded labour. After this she
had two miscarriages ; in the third month of her next pregnancy
she was seen by Lee, who performed ovariotomy on 11th
November, 1882. On opening the abdomen the tumour was
found above the uterus. The patient was rolled on her side,
the change in position throwing the eyst upward and bringing
the uterus over the inecision. As this was not observed, the
trocar was thrust into the uterus. The tumour, a mixed
dermoid, was removed. From examination of the uterine
wound it was believed that the ovisac had not been injured;
the wound was sutured with fine carbolised silk. The woman
made a good recovery, and was discharged from hospital on 12th
December. Five days later she fell down a flight of stairs;
aceidental heemorrhage ensued, for which the cervix was dilated
and the feetus removed.

Lee,' in his excellent paper, briefly summarised the con-
clusions to which a study of these and similar accidents led
him, (1) “If it be certain that the uterine contents are in-
volved in the injury, whether by knife or trocar, the uterus
should be at once incised and Cwsarean section effected.” (2)
“If, on the contrary, there be no evidence that the feaetus,
placenta or membranes have been directly injured, the uterine
wound should be treated on general surgical principles. If a
deep puncture or incision of the uterine wall, it should be care-
fully and minutely closed with carbolised sutures, the utmost
care being faken to secure exact coaptation of the edges.” He
advises that hemorrhage from uterine wounds should be
arrested by the cautery and not by ligatures, which readily cut
through the soft uterine tissues.

' Lee, Trans, Amer, Gynecol, Soc,, 1884,
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In order to diminish the risks of abortion after ovariotomy
some operators administer opium for a few days, a practice
which is, I think, to be advised. At any rate, it is a good rule
to give a hypodermic injection of morphia before the patient
leaves the operating table. In several cases a full dose has
warded off threatening symptoms.

There is another point to which it may be well to refer.
Though the operation in pregnancy is in no way more dangerous
than in the non-pregnant, it may prove more difficult. Further,
it involves two lives. It should not, therefore, be undertaken
by operators whose experience of ovariotomy is casual and in-
frequent, but should, if at all possible, be placed in the hands
of a practised gynacologist.

A final observation may be added in reference to the sub-
sequent management, where ovariotomy has been performed
during pregnancy. The tension on the abdominal wound is
greater, and thus hernia of the abdominal wall is more liable
to occur, than after simple ovariotomy. To prevent this a
well-fitted abdominal belt should be continuously worn. As
the strain on the cicatrix increases with the duration of preg-
nancy, it has been proposed, with a view to diminish the risk
of hernia, to induce labour as soon as the child is viable.
Among the tabulated cases will be found several in which this
was done. As a rule it is unnecessary. In the majority of
the cases it will be found that pregnancy went to term and
labour was completed, often spontaneously, without any undue
yielding of the cicatrix, The strain on the scar is greatest
during labour. At this time the abdominal wall should be
supported by a tight, carefully adjusted bandage. It will
further diminish the danger of yielding, which 1s greatest
during the second stage of labour, if delivery is aided by the
forceps as soon as dilatation permits,



SUMMARY OF TREATMENT OF OVARIAN TUMOUR

Tur evidence bearing on the various methods of dealing with

IN PREGNANCY.

pregnancy complicated by ovarian disease has been fully
discussed in the preceding chapters. The more important
conclusions to which a study of this evidence leads may be
briefly restated. For convenience of reference this will be
done in the form of a series of propositions, which may be
taken as a concise summary of the principles to be followed in
the treatment of ovarian tumour during pregnancy.

I. The recognition of an ovarian tumour during pregnancy

should be followed as soon as possible by ovariotomy.

II. No exception should be made in the case of small

11 11

tumours, which, besides their greater tendency to
obstruct labour, are both in pregnancy and the
puerperium as liable to serious complication as those
of larger size. It is safer to remove them than to
treat them expectantly, as is often advised when they
oceupy the abdomen and are stationary in growth.

An exception may be made in the case of a tumour
discovered in the later months and found densely
adherent. As in these -circumstances ovariotomy
would probably lead to interruption of the pregnancy,
operation may be postponed, in the interests of the
child, till near the end of gestation.

I'V. 1t is of the first importance to anticipate complications.

Apart from acute complications, pregnancy favours the
(124)

-
-

——
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oceurrence of adhesions. Delay, therefore, serves only
to increase the dangers of operation.

V. The existence of a complication, arising from the
tumour, makes immediate ovariotomy imperative.
Though adding to the dangers of the operation, acute
complications do not preclude a successful result for
both mother and child. The prognosis is more favour-
able the sooner the operation is undertaken after the
onset of symptoms.

VI. There is no elective period for cvariotomy in preg-
nancy. IExperience shows that for the mother equally
good results are to be obtained at any month, while
for the child the difference in the risks is inap-
preciable, more particularly if the danger of inter-
ruption of the pregnancy from delay be taken into
account,

VII. If possible, the date of what would have been the
normal menstrual period should be avoided. This will
tend to diminish the risk of abortion.

VIII. Where difficulty is experienced in elevating a pelvie
tumour in the later months of pregnancy, removal
may be facilitated by first drawing the uterus forward
out of the abdomen, protecting it meantime with
sterile gauze or towels wrung out of normal salt
solution.

IX. In the case of dermoid tumours the abdominal incision
should be sufficiently large to permit of the tumour
being removed entire if possible.

X. If during operation the uterus should be injured, the
subsequent procedure will depend on whether the
uterine wall alone is injured or whether the ovisac as
well is entered. In the former simple suture of the
wound will suffice ; in the latter the uterine contents
should be removed.
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XI. A full dose of morphia should be administered hypo-
dermically after operation, before the patient has
recovered from the anmsthetic.

XII. Where ovariotomy 1s refused, or for any reason is
decided against, the patient should be examined at
intervals in order to insure that the tumour has not
prolapsed into the pouch of Douglas. Where this
occurs and the tumour is found to be irreducible, or
where urgent symptoms supervene, operation should
be insisted on. n

XIII. Tapping the ovarian cyst should be reserved solely
for those cases where symptoms of distress, due to
distension, arise, and where ovariotomy is refused or
is impossible.

XIV. Artificial premature labour is contra-indicated in all
circumstances where the urgent symptoms are due to
the presence of the ovarian growth ; where due to the
pregnancy—as in nephritis—and likely to be relieved
by its termination, the condition must be treated as if
no ovarian disease coexisted.




CASES OF OVARIOTOMY IN PREGNANCY.




iﬂw:ﬂ - “quak 1_! - - I_III

pue pajoayoljal punol snisjn uorjviado A
1y “pejoadsns jou LouwvuSead sysem g 1o L68T |
¢ 10} Burpaajq renSaiar s : mnuadiand “IAXXX ‘(oA “papsq0 o |

nr I AI0A UOIUA 19918 ‘PIIYD T 1§ '19V + | g 1840 | “uanop Ay twyso)) B 01
QfR]T ‘massaln) “puas |

"BPIARIS "A 1 FE 19V . o e v 184D IB[NOOTIYNY | -S47 ‘TSJUIAN :IAUSSILIL)
96ST *d 38 "2910q "ysual

= | B TE PIOWLABCT | 1 "YSNYF *f eroInyooy '§

‘no1yriado jo allr) 98 pajeAdll

Apyss eanymiadumray :iassy pum Fuiyr
-m1oA £f pamo[[o] ‘U0IsI0] 91N98-(NS WO} _ I

-siado a10jaq JySiugio} B :aI0jeq SHIUOW = ) sowrny §g pasiMg | GBS “Al H ‘uabiv.f
¢ WOIMIOqE T ‘SINoqe[ [BULIOL € :FE “18¥ _ + | + | 9 |oopad yum 958y |-sabp g -ypufin cueyorT | L
“praoural jou qnq ‘aydde . satIn
10 9215 0} pofav[ua AIBAO IAT[10 : UOISIO) _ _ § 10 @ pPaISIA] A[2Ip cee1 ‘BraqsBiaoy
£q peonpoad smojdurds payIeu ou : 91 12y + | 'y | -od ypa ‘950 apdumg | “j.e95517 ‘o1 g :nepusT 9
"Sqjuout g 10y F68T "1y

ured YA ‘USIOPOE UL 9SWIOUT : AI0JA(
gyeam g pourad 3S®| ‘Bpramid 1A :gg "19V

siajed ojur Surpua) | -uenvay YISV P
+ | ¥ | -x0 ‘9s£0 1eMmoo[yMIY | winop ‘ufin 1y U | C
__ G6BT “'Sudi20,4

PREGNANCY WITH OVARIAN TUMOUR.

S U il [ | 187 JO 2zZIs 9S40 | *pagy younpy Iayewyy ¥
| .. €681 “ypuhy)
T pm [ el [ | juilelean=Tg) _u. ‘1qivqua)) pIeyaaqs &
‘Lounugard jo monuaazadns pesy T6S]T ‘O[IRH ‘‘passuT
U0 ojuIodsip 182aid ‘mprawil 1 g 19y + | + | g |s.piiyo J0 ozis “4siD | ‘goqosig : qouqueIBI | ©
068T
3 _ + INOUWINg TRLIBAQD) _:mtzm o 1oy tseqey T
E% = |95 eg|ep |
= =] .u = =% “-..H i
of| 3 |BEo|E == "
E2le |THlg |a= |
SYITIAY “E| B = |2 |72 "s1s0UERL(] | ceauadayay pun dojeiado con
= e | T =

. =

| “Sauvudalg uo 0254 |

‘HINOI 95z NT SNOTLVEHJO—T &18v],

— - W e a— - - - e ———

128



129

CASES OF OVARIOTOMY IN PREGNANCY.

'setouvuSerd pajdnizejurun gz pue
"paanpur A[[BOGIYIB STA UOMI0QE TDITAL ur T apn[axe oA Ji
uoneiado 10938 yjuow © sov(d Yool OIYM TIEep T Yjim

‘qjuowr pug a1[g 38 suorjerado [T opnoul $aseO I91[1VS B,

‘sa0A0091 gg ‘suoneiado F§ ‘[BIO0T
‘pogdnazagur exem Luo serouvuford om], -sisomezedLT uroy

: "£Bp 4311 "o UoIjI0qY
“A%p 3¢ U0 WOII0q® : JuateypE A|payIvTT
| pue ArejuewnwSienur Sueq anowng og
| Buiso gnoggip Lres yomgm ‘uonwiedo
| 910J9q SYeoM g ‘sdwp g 10] eferUowdy

"ABp )¢ U0 UOTIOqY

"ABp 3% U0 UOIOqY |

‘PEIP PIYD :BLINUIUING[W

uroaj jiuowr iy Jw anoqe] ainjeusad
cured osuajul pateyns woryeiedo adojeg

‘djey [Brog3am nogia pajoaye Liasre(g
“juott )¢ 98 98B IIABOSITT
pauajwaiy] ® pasoudwip yorm ‘uonydes
-l0D 910jaq sUOUL F aoipad jo worsio],
"PAt09ep INOUING UOIHI0qR JSB] 19338 : Pay
-10qu setousudead snowoead ¢ ur ‘epravad ar

‘pajoadsns Aouvufead equyg
paanjdna : Bugruioa puw asdeyjon ‘ured v
-uluopqe yjis pezios fouvusesd quesead
JO Yeom TjL Ul :fjuowt Yy 18 uoljIoq® I

‘Louwadoxd Furnp stajed jo yno dn paysnd

S2ULI [BI9A0S uaaq Huiawmy ‘A18ajjep sno

l_...

+ +

o

"

e

il

|

1540

prat s prigo
jo ezis ‘prowaa(]

ajdde uw jo azis ‘3540
uoiye
-UItex? [Bulsea uo
210j8q sinoy §T paan
-dna ‘stated ur “s4n

ffe s uey jo
9Z18 INOUIng URLIBA(Q)
8181 oMg Jo az1s ‘9840

1540

proutiacy

18y Jo az1s ‘1840

1840 uBLBAO

-1ed 8 [rews puw
AImA0 919 10 InowinJ,

[ot

-pad jo uois109 wroay
pajeIniusils ‘3840
stajed ul

pejoudunt  ‘prowaagy

pagsiqundun : uvwIa g

*J19°20} ‘191810 :nepuB
cps81 ypufin n
.m.h.umﬂ..w._h.u = *.,__.q.“..q.\.“_m. ”mu.—ﬂ.__qu—__._q.

F68T "TAXXX "joA

“SUDLT, "Ja1sq0) jweoun(] | 0@

8¥1 d “1
‘o1 ‘aounrT : Aydiny
‘Prqr - nepusy

T06T “youfip -f
aouf 81810 nepue

Prgr i uojjng-pue[yg
T06T
Jeoun :uoyng-puv|yg

GGST ““winopf 1218q)
puw ufiy) wauy :ayqo N

8681 “Jeounry D Mo[=Ing
8681 VX "1oa
Csuva, s sdiyg

|81

o

61

A

91
|

FL




PREGNANCY WITH OVARIAN TUMOUR.

130

L

: . o
aang 1 pajsiag m_u_._.umn _ﬁmﬁﬂmn

stajad
uauIopqE [[19 [nJqnop sisoudvip ‘srediymiy + | g |ur Aped ‘prowmisg
‘uawopqs ul ured woay |
pailagns uoljwiado 9i0jaq OUIIAIIOE I0] m
s uol pIg 98 erojaq syjuoui f¢ uorroqy T ol S R 1840 UBLIBACIB]
| "SUOISAT[ P8 paylisul : uoreiado I _
310]0( 0M] 10 {BeM B U0ISI0] O] S1JIUOILIE ] s el B o) T 1840
‘Bunyuaa jo aury ge Suissaadoxd SOOI[IqWIN
Louvufdead :9sdo ur poopq yym ‘miny § _ |09 gsouwy® surgosax
pejsiag punoj aporpad : UAIP[IYO § :8E 19V . | 0}y .pmhu..u_m?om:.ﬁm“ﬁ
. I siafed ur £
'S0 3UILIBISIUI [BI0A0S ‘TUIP[IYD F :FE "19Y | + | + | g |-91ed‘9sio as[noonup)
el 184D
‘PRSP P2 INq ‘Ul18] 98 Inoqer] _ + | + | " 1540
|
_ _ ool ! |
L |
L_ e Sl i
‘noyeiado 199j8 LBp 9431 WO UOIOQY m + _. 130
_ _ Sy !
= || =
SE| = |PE|IE |23
‘ERITIEYH ol ol el w., | =1ouFvig]
2| ° 3 [
P————

TIXXX "[0A “12759(0)
Jo wunop ~anwy 9suH

P6ST "UIpH
“suvag; 150 : uosduag

PEST -y ) ap "ouaa04
"Youy laxgruaBeia

Pyt : LUBUISINAIN
Z68T “"12789 0 fo "wanop
UMM I UTBWSInaIy

‘Piqr L seploh)
0681 “"yprulin n
"Qar) *f ‘yIspay I SApPIOE)
0681 “'quyvp
FAptuayog Csnlouuie
: 0681
| “popr 01 17 : s®QRYY

GOST “4a2qu J1oruag

‘PuuTIoa ] *910) ¢ PRIUOY]

‘aauaIalay pur aoyeaadg

01

9

e ——

e

"HLNOW d3g NI SNOLLVHHJO—'II @18V,



131

CASES OF OVARIOTOMY IN PREGNANCY.

|
|

pPayYsEAnon

(e puw tyjEay pood ur jueryed ‘juvU
-Jiew anowrny YSnoyj :pyo 1 9% "9V

"[HO18107

jo surojduids qsag 19138 yjuoun 7 (13 aow[d
ay®] jou pip nonriado sajoipad jo moisio],

wplawid “1a :gE 19y

‘UBIP[IYD F JO ABTJOUL FE 1OV

‘ajorped jo noisio],

‘uorsaado (i1
Aquieiaon s pesiufooar jou Aouvngel]
‘saInuIm §
uorpetedo jo nonwInp ‘BplavId ‘1A :(QF 1OV
‘noig10) a[aipad woay pervniuuis 9540
:Hamuoa pue nonwaysoad ‘ured pevurmiop
% A quom pIg Ul pazies Ajuappng
"O1]Ua1a1 [RUOISUD
-00 1]31a ‘dorunjoim nyamed o] 9511 aawd
anotunyg : paoo jo asdwjoad yEnoary so] pliygn

e e

+

+ ++ +

I

+ + + +

++ ++ + + O+

+

i |
i

a

|

i |

.|

BULODIBSOIq 1]

1840

1840)
m A1wa0 Jo anouwrng,
| . f1wa0

|30 anowng (R
1840 agnoo[ 0y

| prouLag
_ a81wy ‘184D
* proutiacy

arddw uw jo exzis ‘984D

1840 UBLIVAOIN]

9840 UWLIVAOIN]

06T “ypuin f
aryo 19181() (nepuL

006T ‘suasg “joapufin
ap "18q0.pP "205 - pIelld

0061 ‘ne[saxg ‘-jLassyg
‘pPlejustInog  :JIsujsny|

0061 121890 Jo
::...::ﬁ AL UBULIRf
gt - 91QON

BERT “winop Jajsq0
pun “uhio “guF e[qoN
g1 Buiya

66ST 1M

~uANPL SV 42D
anof tulin CBaiyeg

Q68T ‘sueg ‘pavao])
aod  aspyp, 1 goaduo]y

629 "d “nixx “joo0f, 38
‘whiny ap youy uBURIy

OGRST ‘asnog
-NOJ, ap 98pY.J, ©paessog
G681 “ypulin
n ..m..w:_ E gy ORI

SPI “t
‘epar Joounry : Kydanyy

G681 "UllIed
Laagsig] Cimouy uasoy]

5
| &

a1
L
¥l

g1




PREGNANCY WITH OVARIAN TUMOUR.

132

) "9Al[8 Py
: Aongufsad jo puo spresmo) peonpur anoq
| -® :uorsi0j a[oiped woay siytuouied wong
-B1ado alojaq yjuour B ‘wprawad ‘1 :gE qov | + a5
“SATE PIYO
: paonpal anoqs[ ainjwuwrard : nowaIasqo
Iapun [olgs Ol SYa9A [BIasas Surinp
Mmo15 jou pip 9sdo ‘epami8 xr :gg jey | + +
*A18A0 10 aqn] SUIAOWAI JnoyIIm
pasowal a1am apis 93] jo s1840 oM aqy + | +
"s1ajad ur juazaype 184) | =t
PINY ZO FT pourey | |
-102 3540 : a10J0q s1wa4 7 JUSWAUGUOD 58] .
20U1S 9518 PAUIBIIAT PRI USWIOPAE  ZE "19V + =k
| "BPIABLS ‘11 @ LC 9V ir
"BPIARLS ‘L :gF "19¥ s
"UOIJLANGDILUL pU® UOIJBO®RISP UO [
ured yjm ‘uemopqe ur ured uonwviado
210J2q Syeam 9 J10] ‘BplaBld 1 L] *19¥ _ =T i
22| & [sE|ES
S TAGIER| |7 e e 673
i) o e
| “Aouvudaig uo 08P

A0 Y
SR THEETT

1540 1B|NOO[II[N Y

afdusio suuafus], jo
2718 1840 IB[MIO[I[N]Y
ap1s 9191
jo s1sdo welresoawd
[[BWIS oMy pue Y i
jo 31540 uvHIBAOIRJ

siajad mi ‘354

agam|
‘540 1B|NOOTI} NN
1S JO QZIS ‘proTLIa ]
1540 mBLIBAOIR]

1840 uBiLx
-BA0IBRd pUB UBLIBA(Q)

"SISOLFHI]

(penunyuod) HINOW 988 NT SNOLLVHHJO

peysigqndun :13omadg

paysiqudun : 1souadg

‘g s Ky
Clovaulis) poead() (A[ey

LELT "1
TORT “youpncy :aaleH
gt I nEpueET|

o6

6% |

5% |
15 |

P I NBpuNg | 9

1061 “ypufin f

_
*

auyaa *18]81() 1nwpuB _ (7|

BaUMIBIAY punao)ad))

e —————e e

|
|
|

LN




133

CASES OF OVARIOTOMY IN PREGNANCY.

‘PauLIo}lad sem U0109s uBsLEs®() [ ul puw ‘panfuf sea sneqn oyl T ur ynq ‘peydnarejur sea LouvuSead ¢ ur : paymys jou
SLA[USAL 911 YIIA UL T PUB 'SYIBID § ‘S2LI9A00DI TF YIIM ‘(JUOW DU oY) I STOIFeIadO L OpN[IUT SaSBD I91[183 AT,

7 "sisamatad Ly
_ma jinsax 58 Lqueqoad ‘Lwp [yir7 we uon
-10q® : nonutado 1u L11awo wenojuad ojul

padeose sjuejuon 3sko "BPIABIT 11 1 §G 19V

"Atpramis auwen _
-B1)X0 poesoudwip : Awp yig uo nomﬁcpﬂ_
_
. ‘Lep pig uo woroOqy |
‘yjeap puw sisdas £q pamoqo;
‘norBiado J93je paonpul WOILIONE [BUIWILL)
'A®p 1XoU UOIMOQR : pajweonua |
§PIOIQY SNOIasqns ()] : palaioosip 1540 uw
-umA0 orym Fuunp ‘sproxqy 1oj uonpeaad()
‘HAMOpPqR JO
q3mold panuiuos pesissqo per juaiyed
syjuowt § 10§ :syuojuad pus sisorveu
q3a ‘oolsio) o3 anp Awp IXeu UOIMIOQY

“£¥p 3% uo woroqe ‘Bpravid ‘n : Lz ey
"191)8 MOO0S mm:mmmm mWnAo

rnonwiado jo awry 9w sseafoxd ur uoroqy
‘pajjedxa snjang
s{wp M0} ® ur puw ‘T0asj puw siofur 101yu
fjuot v : Jurpsarq pue sared axi-anoqu)

padayns uorperado axojeq jyBrujaoy w o

|

|

;|

“H

i
"

|

1940 aw[noofimf)

LERYS)

peey
NP® jo Bvis ‘984D
ANOTNG UWBLIRAD

1840

apddw

[[BwE jo azis “1840)

112 "00] I nupusy
0061
“gmpad op 39 ufin
ap 1sqO p 208 : puodey
6681 “'suayaoy “papy

qsama g Kysmoron,g
1397901 - 9[qO0N

B6S1

Cwanop  Cpasqo  pun
wfin -wnuy :ssumoq]

LBST ‘pructuoa,y un
'Qisqpeg  taenwqednaN

OBST ‘Uassalry '*juas
ST “ISMUIAN :I90SSaL)

12 00 SYOBIY

119 20} UBR0Y

9t
e
FE6 |

&6




T T T T T o mE : =

PREGNANCY WITH OVARIAN TUMOUR.

134

| -v1ado 1ajye syeam g wimomnaud jo ¥yovNY

|-18 puv snoipa) UCIBI[ONUL :SUOISIYPE
| a1 peppaqun Appjerduoo : pesnial Ooyw
-1ado quq ‘aiojeq 1oL B PaIsACIEIp JnOWN],

sdo jo aangdna s pepuag |

yamour L

1% anocqe] snoeuwjuods : L1ojmomoad o9

SINOWING 7 U8sMm)aq Juns ag pinos puwy

: SNI9YN Woa} 9a001d jourgsip Aq pajeirvdas

‘alqeaoma A[@axj anouwny ‘vied -11 G GF 19V
"oony

‘nualaype Ajpayiewm : Louwnfaid yim |
pusw a10jaq Ajpidex padie[ua : Loueufaid
snomald ai1ojaq Iead B pojoejep Inouwng,

"PPYIBA0IYOI UrBie punoy
§N1990 pu® 310jUI00sIp 18218 Lvp [YIF UO
gnq ‘peon(dal ‘parisAoijal snIvIN :alojRq |
syjjuowt 7 10§ ured a1aaas : a[oipad Jo molsiog,

EYARIIAY]

|
|
]
1
1
1

=+ e
_
== e
| + | +
_
“F .
_ oo
| |
_
_ n
“we koAt
" e
]
9| = |20 ag
Bi| 2 (52|55
oF | =5 |Ha |&E
EE| = |"E &
i = - ey
e o= g2
o M i
“SouruSalg uo Payy

B oM

Aoy
10) Jusayy |

prowIacy

1540 TB[MOO[II[OIY

puat|
S,PIIYo Jo ozis ‘9s4Q

9840 IR[NoOTIOTY

=

prouLia(y m

S1ST OM] JO 9218 ‘3840

€681 ‘ofwotyn “aog
wliny csuvay, :piojiqg

G6ST ‘JPoun’y :siomar]
G681 “ypufin
f 19ipqua)) : 198uesy

E6BT “208 “uflp ‘g
T SOTLIBE ﬁﬂﬂnﬂd_.m_”

I68T @IeH ‘1883

‘Youosig :YIBqUal|uY
0681 ‘ME[

-S9Xg 4288 I8P
068T “ypulin

f mgwgua cIsuror

sisoude(]

ROMAIAJAY PUL 10118 ()

"HLNOW HiF¥ NI SNOILVHHJO—III J78V],




135

CASES OF OVARIOTOMY IN PREGNANCY.

'gLT 'd 4
'JUaIaPB-UOU INOWINY : [JUOUT

pag jo pua ui ured aI19Ass [IM ‘SIIITOJIIST
‘nonywiado [

£qureran yym pesiuBooer jou Louwufor g

]

-fouwnfead aumein-e1yxe pasou
-Serp : gyuowr 9sB] Sunnp paswaiour pey
forya ‘ured Juvysuos :spourad 4w afieyosip
dis Aouwudead Sunanp ‘eprawad 1 :gg 9y

. ‘nonviado jo awy v paiayns [{19s

TOLAL WOIJ ‘910J0q SHIOM F 07 £ S1ITUOYADJ
"T9ppR[q Uo sanssexd woay oaws Louwn |
-Boad Suwunp epqnorg ou :pruo T :pE 9V |
‘minido £q pejseitw aiam jnq ‘monuiedo |
I99j® Ol 19§ INOQB[ JO 9SOTYY 9NI[ SUIR |
|

"BOINg ([0} 7 pajsiag oporpad : apqissoduuy
an[ea Luw jo aq oy uonedied juy) papuay
[ -SIp 08 UAUIOPQ® : PanuIjuod orgm ‘ured
919488 1[}IM Paz198 nolywiado aiojeq sAwp 01
i ‘g our
38 1% anoqe| :juaiatjpe A10a 9840 :ussoj
ovl(r Judu ojur paysnd snxogn : wandiny

"juatatpe Aipeyasur 4540

e T ——

+ 4+ o+

+

+ + + + +

|

Rl

H

o
o

plouaa(g
stafed
ut Apaed ‘prowmaagy

L1
-uamwdenur  ‘9s£p

siated w1 pajuianiwo
-ur ‘9sL0 oeuwAoIRg

saj10su

LBBT 908 18q() "sun4],
‘WO YOI :[[PPPIY
9681 "usnop biang puv
"PaIy  wopsog  : Auue(q
98T ‘asn0]
-NOJ, ap 2891, : pIBSsog
OG8T "uwanof

1M ‘afamw| ‘prourzagy

1540
peey s.priya jo
az18 ‘“9sdo Lmndeg
Py 8. PR
Jo 8z1s ‘proutaa(y

prowtaagy

1840

%18
SNouLIouUe jo ‘91540

9840 aw[noo[I[NIy

PP A N aenng

FFIi1
'd 't ‘opgT “wdnop
‘DAY g pooSoog],

G681
“aqoipen g a ulin 1890
ap uufF  reiendnaoe)

| G681 'B1aqapla “).as
-SHT 'UBMIOG Ieage)y

ﬁ CGST

| ‘urpIeg " Lassi] (uasoy]

| GB8T “Ar1a3eH “ufsalin g

| “103pulip :uteryory
GEST “ypulin) ‘n “qep
[ sppuopp  : myseqny

g1 d i
‘FE8T Jeouvry :sieawi]

FORT “suaydoy
U cjaag [ eswiSuey
68T ‘ontiof,

61
81
LT

91

1 B
Pl

g |

I

01

6

WP POJY "EDY) :IUOII[BA

T e ———




PREGNANCY WITH OVARIAN TUMOUR,

136

‘I 'd *a :aporpad jo uorsiog,
‘uoyeiado
[[13 penuyuod med ‘eFeyuiowxy pue
ured Louvnford jqueserd jo SurmuiSaq
U] °PIAQUIAI 8ARI 03 Jou Uoadins ® pus
ustosfyd oujegsqo Lq pasiape ‘88a s uey
ue} Ladre) jou se inq ‘Aouvudaid 9se[ Sur
-I0p Pajnalap Inowny : uaiIp[iyd g : gz 19y

‘ULI9] BI0Ja(] SYeoM g
paonpur Inoqe| :Jj1 ojul a58LIOWEY pPUE
1549 Jo uoysafuoo Y ‘seuiny §z pajsimg
afoipad : uoryeiado a1ojaq s{vp 8T uois1o]
aynoeqns jo swojdwds ‘epravad ‘it : g7 19V
8380 I
PaINIns punom :95£0 puooas B SBM 91 38Y)
1o1eq ur painjound snaayn uwoneiado 3y

"SUOISAT
-pe snofswinu 03 Juimo Jrnoigip uoreiadQ

— - — B —

BRI

+ 1
| B
=i Bl e prouLa g
ol I plouLIa(]
_
|
2 + | 1540 av[ndo[mIy
| | + |+ || 1540
| af1e]
+ | + | g | 9840 amnooIgnIy
o2l = |=o|2c| =2z
83| = |52|55 |5
== - |50 |2 ==
52| 5| 5|2 |2= :
(2l 8 sle |92 *slsouSuI(]
a1 | =l "

|
| *fauendalg uo jpapgy

(ponunuod) HINOW HIF NI SNOILVIHJO

668T “SuNIOM Uy |

"UILH I9JIOPUBIY G
668T “UIpH “supsf

121590 :mooan) LeprjeH

HEST
“8uD. ] "1238q() 1 130uadg
SGRET “sunLf

72]8Q() I UBIO( UBQY
B6ST
‘wagouugy  “rpuassyqg
HOYOSIIIa g [9NDUIA,
LGBT

“udniof hang pun-papr

OISO I UOSPIVY DY

1671
d i ‘LeeT “Munop
PAT C)E M

‘saliadalay] pur Joiwaadn

L&

Oz




137

CASES OF OVARIOTOMY IN PREGNANCY.

‘aa1jua
TO0BIIXD JO MO[[B 0} pafIv[ua woisioul
:Loumuded jo jesuo exojaq pasijou Jusud
-afIm[us [BUIWOpPqe ‘Bplavid ‘Al :gg 19y
"auysajul
[[BUIS PUE WINJUSWIO OF SUOISATPB SAISUBIXG]
"JO JUS1s 9so] quayed
[eidsoy Furage| 187]y 'snIeIn Jo sompIns
10LIBIUR PU® WNJUIUO WO U3ds syoads
HOB[( [[BUIS MD] B :S2JI08B OU : 01309708
Jeymotos uopeiado Jo awi 98 : syjuown
§ J01 ysay Juiso[ :axojeq syjuow g
1SB[ ‘SPSBLIVISIII ¢ ‘HAIp[IYD § e 1PV

"snIa9n
01 &3ydys ‘siaed ur quezeype Lesuap
:A[[®1U9PIOOT PBIDAOISIP INOWINY “BpIABIF 11

"pasouBwip sinorpuad
-dw : 001 eanywiedurey : Burpmoa pus
uotdal (rurnfur yyfux ur ursd eaaaes Yiim
qjuowr Uy ul pozies ‘wpramid -ur : A7 1oy

+ + ++

+ + +++

+

.+..

+++ +

o
i o

i

afnwio _ Lgg d 1
Jo oz1s ‘prounia(l |‘RO6T ‘1#ouvy : uwIo(]
pI{Os-1U19s LgLT d

9840 Te[nooINIY | ‘TOBT “@ouny :iaeH

. 1061
BUIOOIRS DIOWR[ATY |“SUDL] “1NSG() UBULISH
| ‘P11 tasugsuy
_ g, caeuisuy
0061 ‘ne[saag “juassiq
‘Plejusunog
0061 “urp)
2 "I80 WP CUUF L 1Ss0g

pBay
8PIIYo jo ozis ‘384D

(06T “"UIpy ‘‘sun.f,
12159(0) uosnBiag Sivy
826 "d '006T “yrufiy
f qpoaguay) totaoumaop

stated wr ‘prountacy

aforped pegsiag
M3im ‘9840 TUBLIBAOIT]

0061 “"winopf “bang
Pun "paqy woysogf rpunry
ux-pg “whip nspang
-2 4 SIPUORY Y RMON

‘P1q1 1 I8jropuaayy

t1ougsnyy |

6E

86
L8
98

Fe

g8 |
e8|

—_
= »]

P1q1 :I0p0puLIg

52




e

FPREGNANCY WITH OVARIAN TUMOUR.

138

n193)8 qjuowr T
peonpul uoljoqe ‘Juimoa juajsisiad £q
poonpax yonu juatyed senqg ‘10091 poor)

‘symojrad oydas
woT} 18T wo yjewep ‘Awp 139 UWO won
-1048 : PINY YSIPPIL J1BP [H14 PA[[Y 9540
pus pajsimg apoipad ‘eprasid A :Lg 19V

juaIafpe A[@Arsaa)xa 9sdo uonwiado |
a103aq Moo B [[13 Lye(nFeaar gySus Y |

penuijuod spouad [BNIJSTATH ‘BPIABIA Al

fouwudord Juunp Aprder Sumord 358n
‘ULI9Y) 18 WIOq SUIMg |

Surarp :eoipad jo uorsio] ‘ered Al : LG 19V
‘az1s aans ‘Sousadard Suunp pealas _

-gqo eurrouqe Fuigiou ‘wrwvd ‘Ul :gE 19V
‘gpiasad ‘1 |
[
"epranagd 1
2 i
=
“HYIBIAY =

amjvmesy | |

——

-

g —

g | w0 18£n | ;0 o0p :yeEBBuny | 8F
_, _ | T16ST ‘Banqueyy ‘.08
s+ |'a 184D | 817 ‘erjulH : PIOIIUY | LF
| g0F 'd “1t d
= L I e e 1s£D) | “g002ufin quaado (L0 Y | 9%
| ‘A “BIUBf
_ “whin us rysopaq ‘a
S p e 1880) | “uyospl) “aapay 1ZVR1IS | CF
+ | + _ H 1840 E_nuum.wﬁm.m paysiqndun :xeouadg | %
+ | + | g |3mpe jo azis ‘54D | poysiqndun :uayeq |eF
+ | + _ & § INOUWING URLIBAQD "piqr uopIvH | &6F
0BT 12150 fo |
ool S o INOWING WRLIBA() | “WANOf "4 UopivH | [F
¢ |5E|E5 | EF |
3 [EE|E" |52 m
Wz N ._.W. um BISOWSRI(] Bouatajay puv amwiad  [fon

“fouvuFalg uo 1ayy |

-

(penuuod) HINOW HIF NI SNOLLVHHJO




139

-pordniiaqur sem Loueufeid § dr [yjeep [ PUV SOLIDA0DBI FE UIIM ‘suoryeiado g7 apn[oUL SASEY 1AL[189 3],

ﬁ

e ——

S
S
<
=
=
e
=
o
.
=
— _ _ _ _
R il -fmojoagaysiy : uwlreao pasoad jng . _
= ‘gisoarjdenorpy aq o} Jyinoy) aduelo jo
S az1s 9840 wio[ 1A Ul : 011840 JJ9] SPIVM _ _
W -01 90q pamy ‘snolrquin asoqe ‘ui g Sur | 4 _ wuroL 0BT 2410
= -yowval ‘uawopqe pardnoso gmoad re[niali] | ] |eutaegn puw 1sL) | puv ssai g P (TBIIOMN | G
NOGT “uwop
H ‘{wp IET UO UOLOQY | + _ | | | -qay ‘zpE) :SBIPOIAPUY | §G
Q ‘patp _ |
, . |WOOBNq 'SAI8 P[IYD : YJUOUL [39 JO pUe | | _
S |ea01aq Inoqef snoauwuods jnq ‘41940081
n poof :suiny 7 pajsimi apotped :uorsiog _ . siafed uwr ‘G8e
) aynowqns jo surojdmds ‘eplawid ‘1 @[z 9V | + 4] |suey jo ezis ‘sAD |  cj19 00] YPUOSINR | 1§
< . LBST ‘PIessiain
O -notyerodo a9e sdvp g UolIOqyY = nf plowa(y | 408817 : UUBWYIET | OC
‘aanguiaduray
jo asu Lq pepesead ‘fwp 1igg uo won | |
-aoqy  -pejsimy ajoipad :esind pides puv | !
panywaodue) pejuaa(e atM ‘siptanojad £q | LERT “A ‘N
| pamorroy ‘ured exeass yimowr yiF ur Lang + " 18L0) | ‘peodayy Cpaly  1seuop | 6F




PREGNANCY WITH OVARIAN TUMOUR.

40

| i e (e g iy i | LBBI ‘sman ‘pafy :e00)
(el $891 'd 11
‘aforpad jo wolsIo], 7 + | + |9 AnowWing WeLIRAQ) | ‘968T 120up T : U0)R1IS
_ | : 96RT 208 ‘poodulin
| + | + | = PrOS-Twos 9s£) | *SuD.LL UOSIAOTY Y
"SNUILT g _ i
uopetado jo woyBInp ‘Bpravid ‘ur :og PY T e T R 15y Jo az1s ‘1840 12 00) 1 SYOR]Y
“Brydiom £q | _
pafjo1juoo aram anq ‘aefaq sured inoqe| ! _ GHST ‘I "[oA “1590)
uorjerado 131y® sinoy §r qnoqe : wrwduayyg L I R o 3840 1v[nOO[IUN) | o "UinOp e : [RH
_ _ FORT“Buanaany)) ap -ouaq
+ “ + | PIOWLIA(T | -0 ] "YU @IS R[a(]
i _ PEST "suaaoqy “uyy
: _ it peay jo az1s ‘984p) | urpeag  i[edwiSumpy
_ | F68T ‘100
+ | + |7 1s£0 | -tpajy wolitp :mmepuoy
_ "I "[0A ‘G6ST
e ol e “Iaounry alpioo
“ 681 ‘BaaqsBiuny *yaas
+ | '¥g =S ‘osipweyg : uayo(
"813012 o1jdase wirem ur |
paddeam pue punom ySnoiyy pajisaa sn _
-199N INOUINY 838AA[2 O, "YSIY PUB y3[way . stajad
jo sso[_yjm ‘sured £y01[00 Wol] paisyns i ut ‘peay s, priyo I68T ‘ofwoly) 209
Louwudord Suunp ‘epamis 1 :gg 19V + | + | ¥ Jo 9zIs ‘plowmiia(] |‘jooaufip) suv.y :1efus g
EY| & |95 |25 |57
i PLTTERS | b W.. ~ m..: _ i ml =, W_.. ssouFe(| UMY pue o3vaad()
— _, — =1
‘Souvuiarg uo wayy _

—_ — e =

"HINON HI¢ NT SNOILVUHJO— AT @18v],

=




T41

CASES OF OVARIOTOMY IN PREGNANCY.

‘uorjeIado 1ayyw ABp U0 UOLIOqY
| 'uLq 18 Laupry ajqeAOUIUILl
07 BUIMO YjuOW TJL I8 PeOnpuUl Inoqur|

‘s1mal |

g 10 g 10] 981X 0] uMouy Inourny : gy 19y
"pPoolq Jjo pajsis
-100 L[ad1e] sjuaquoo 3840 pue ‘aporpad jo
uo1s109 : woryerado [[13 YIrBay] [[1 Ul : yUBY
I8 ur pesi[woo] ewrgdaq ured yoam ®
199)%8 [ HeWOpq® a[oim 1aa0 ured quajors

[IIM pezies Yjuour T[jf Jo pua SpIeBsmog,
‘uonywysed Fundnrejur Jnogim ‘resm
[BUlmopq® Jo viniay ioj Aoueudsid quanb

-25qNs JO IUOW pig ur uopwiado : g eV

"BPIABIS ‘Il EG 19V

"qjuouwl 1§ ul auLin
jo wonuajal : Loueudoad ur uswopqu jo
jusumadaviua prder ‘eprawid ‘ur : 1z 1oy

"[2MOq PUB WINJUAIO 0] JUAIAY PR 1847)

O AG
ar Juinaideq swoydwds ‘aforpad jo nowsto], |
"SOFT-,08T 01 SNIAIN JO NOISIOY
:monetado alojeq sfep moj ® uoijualal
ut Furpus ‘swojdwds zappuiq poyaww
(94 [ (juow pug ul oFBLIOWRTY ISNJol]
‘paou|d

31 OIIM 'SNIaYn prawad Jo uorwiasIwou|

_ 2%

+ +

++

2 B o

BUIOOIBSOUIPY
Aaupiy paowid

-S1p puU® pProuria ([

1549 aB[nooO[M Ny

prouLIacy

1540

184D
Prouraacy
aa1e]
nouny aelivA()

Aureanddns sy
184D

puag
[@j@0] jJo oS8 ‘9840

384D

peayy
INP® Jo azis 84D

IS ‘ne[salyq “lids

=837 ‘D{SUIS0Y : YOsILIT
¥ Pd “ypufin
f avyouf :efuny

paysiqndun : uswis

paysiqndun : nemIa

0061 “wruoy
-and g yyaomSaing

8671 "d ‘0061
“ANOp "PAQY "y eBpH
q.....u:u ‘0] ”M___U_—_.HNF._H

112 "0} :8[qo
908 “1
‘BEST ‘}oaunry ooty

00g 'd “1

‘668T ‘JeounT :weaun(y
699 "d ‘8681

[PWIWOI  TUBZULJ
3 ()

‘8681 ‘(PO :ioirg

LE68T “suayaoq
DAY CHISINAT aa o]
LERT “wanop bung pup
"Pay woysog :adering

¢e

¥5
e

6o

06
61 |

h |

el

el




PREGNANCY WITH OVARIAN TUMOUR.

142

‘uoryeiado Suinp painjound susm snasjn aijg

[ ut 9nq ‘paydniiejur arem sepouvuferd g 1SUIBAP § PUE SOLIBA0DST LT [IA ‘SU0IiBIedo G 9PN[OUL SIEWD IDIATY A,

‘quanand-1uas sjUejuoD

‘padduey a1y ueaq pey 3849 : TOT eanyelad

-wag ‘mo1yipuod peq Lxsa ul uorgeaado jo
auIl) ® : YJUOUI PUg 1% UWOII0qE T 97 "19V
7 *A®p 119 HO WOIRI0QY

. ~193je sAwp § UOIIOQE :S[[EM
snougaSued pum opoipad pasIM] M
‘1840 : 9UIIIN-BIYXD aq 03 JyInoys 51y 9e
: foupuSead Surinp wauropqe ut ured a1aasy

‘uo1109s wwaIBs®)) : 9840 I9YjoUe SBA 91
gB1y] Jo1[aq Ul paanjound sniejn uotryeiado 3y

‘ABp pug U0 Uoljioqe :UoIjBl]

-soad pus SU1jIuIoA JUVISWOD [IIM ‘SI191U0Y

-zad Louwvufoad juesaad jo yjuownr pig

ur : paiaAoodsip anomng uays Lourudead
pai) a10jaq syiuojiaad ‘BPIABAS ‘Al : TE "}V

‘palp uoos Ing ‘Al piyo :I9}je

saam ¢ anoqe| ainjewead snosuwjuods
:sounyy 1 pagsimg aa1ped ‘wplawad 1 1 §g 19V

EIBIAY]

...T

]

+ 1

+

| |

= |

_

I 7

* |

_ |

| f

+ | |

=]
Hel B (R e
ed| o _nw Eo
gl e |2F|&"
== = - -
== = ==
S| & = | e
BT 2=

[

“SounuSalg uwo 30955

: stafed W | |

' | perondut  ‘prounacg | peysiiqndun : wosduitg "gg |

_

| 1SAD IB[NOO(IHOIN paysiqndun :urye(g mm_

q prowmIs(g "1 007 1 MBpUR] | TE |

Smyeanddns ‘L8 | 088 ‘S ‘0061 “ypufiy !

(0 |-uewmeBipersmn  ‘98LD | °f "1qp.gua) :OWAOT | OF |

| _

| GB8T ‘auuojo |

-wpao  bo  taabuvag |

AT umhn._ Jakoqy :Sutniayoo], | 67 |

: _ G681 “udnop _

o 9850 | ‘Pa ‘A N :99MOI |88 |

_ |

| _

| L *[oA |

et | 18K0) | ‘@RST JAounry :SIBMOT | LG |

G68T _

f “yosysayy Cbamaryp vz .

e | IN0TIN] WBLIBAQ) | 712G UL 'SSIOA\ :UNBIT | 9F |

- = N D= |_
=g

% W s1sousvi( | raouszagey] puw 101wed E.m_

‘(panuyuod) HINOW HiC¢ NI SNOILVHHJO



143

CASES OF OVARIOTOMY IN PREGNANCY.

“ _ . peey
| + | + | 3 |s,piiye jo ezs ‘4sLp
‘ajorpad jo morsiog, <]
o e e A
+ | g
+-| & | ™ siafed a1 prowmiaagy
‘peuado uauropqw
[y swouSep ejuyep ou gnq ‘ApRYI| .
JqSnoy) soluweIpAY pmp O110se JO of1e]
m Lqiquenb efxe] : ex0jaq s1wed 7 paddmey 1s£) o |65 | | | ‘480 IwnooInIN
+ | + | " ANOWNG UBLIBA()
9Z1S SNOULIOUS
+ | *ay |30 3sfo ImUoONIINIY
*9ABE[ 0] peproep qnq INouwnj Isyjone aq
01 3ySnoy) sniajn "mnc_mmﬁ_m.m pejrumun
: sanjlrengeatt (enajsusui 03 Juimo pajoad
-sns qou Lowvuferd :Lqa0a0s ur Fursverour
ared puw juewrefie[ue [eurmopge (exredymyy + | + | BULOAG 1
"a|o1pad jo UOISIOT, + |9 ANOWING UBLIBA()
B8P0 10 Sl
-1sum on :uwed [Runmopqe wWolj paisgns
Louwuferd Sumnp ‘epavid 1 0 I9Y + | + |'"q BULODIBSY
: £7| = |2p|ec|=
e |
HYAVIAY = w.r m. m.r .mr. o 2 sieousui(

*Roanuniaag uo 0835

"HLNOW BHIg NI SNOIIVHHJO— A WTUV

10 *90] :1s50g] | T1
"‘prqr (0L | OT
'piqr :10UaSBM | 6
G681 ‘(WO :0ZZog | §
8681 |
“SUDL], C191890) ._mm._.._m:___

£69 . |

'd ‘Le8T g0 fo o |

"LTof L 1_. a ﬂ._..m.u_UUH_m
L68T “anop bung puv |

‘DA WOISOLT "mnﬂ_msumw

119 *007 :yeSwBus | ¥

9

———

LRET ::a:.uh.

VI A N -sedeed | &
G681 ‘BroqsBuoy] peas

-SyJ ‘ysipuwg COIqo(y | &

1681

‘premsyjieary “assyT

‘ziwmyog eostuaeg |1

‘BanaIaey pus aojuiado

P e e—

— PSP




PREGNANCY WITH OVARIAN TUMOUR.

T4

‘Suol ‘1 g L[uo yjuowr yyg 3% peqedxe
snje0] : no1juaado Jo 9] 1810 910]9q PIISET
-18 Louwndaid : pinyg oniose aaay : pejsed
-uod Ajdeep anowny :apiped jo uoisioT,
"PaMO[[0] U013I00B WIEIJBIL
-ne1} eulain ou Apjusrsdde pus sjdurrs
uwoyeiedo ySnoryy :uonwiado pesnjax
jnq ‘Lousudesd aiojaq pasiufooar inouwrng,
*[B917110 SABP 9UIOS 10} UOIIPUOD
: 1998 sanoy § pajedwoo pus ‘uoreiado |
jo awly 98 sseafoad Ul INOgE[ SANJEUISI]
“199j8 8anoy g usfeq sured : padde; js1y
:£prder maxd 1s£o :e10jeq sUITOUI g wOLY
-giado pesnjal quaried ‘“Bprawisd Al : Ig ‘19V |
"197)8 SY00M ¢ POLILIBISIUI :Uo1} |
-an195q0 Jo surogdurfs 19498 : UO[0D ISTOA |
-SUB1Y 07 JUILY PR 1540 “BpPIABIS *1 [ CFE "19V |
“191]% SInoy _
f& peousmimion suied anoqe[ :suoisey |
-pe snorawnu :LouvuSiwU ejworpur o3 |
swoidwids ou AoneuSsid Suwunp :ze ey
"I99)8 s1noif g¢ peqedxs |
sngaj : uoysIado 910Jeq JUSTITIUI HOIHOY |
‘afBrurour A1vpuoses jo |
junodoe uo peuadoslr aq 0] PRI ULIWOPQY
PoOAll |
PIiyo :yjuomr yig e anoqe| snoeuwmuodg +
anoqe[ axnjseld [erograe : Lousjsod
WINIYEs 0] juaiatpe :a8v[13a80 Jo Aqisuap
Jo ‘md ) X g1 paanstow g :swoydwuds
ou 0} esM 8ABH Inowny ‘eplawad ‘1 i gz Py |+

B

— . c—

4=

I

pd

stajed ur ‘efuwao
Jo ezis ‘prowmIa(

prouraacy
Suysanddns “sin
profioa ‘984

afael ‘954N

ql

& duigdiem ‘peqreo
PUnOI “BUIODABY

adae| ‘188D

1840 uBIIBAOIR]

1N0WINY UBLIBAQ) |

stafad uy ‘vwioaquy suyor ‘nemg Loy a1/

RLLIBLY 8

AU dnog g

e Li LT |

| Edngmag g
QU RTITR Y

CE BT

-1}

"PRHANIRIP
e,
10] J[nsayy

"‘ouvudaig uo joayy V

HIEOUSRI]

10 201 I [PH | &

0061 ‘suwg “jospulfin

ap *35Q0,p 208 :nuend) 0

|

|

: 90¢ d |

'668T JoouvTy AN BT
g1gd |

'668T ‘JoounTT :9BMOIY | 8T

L6ST ‘Hivjg dsos
~10) ‘mivdg :zeygorepy | LT

1

8F1 d “1 _

‘GBRT eouvry :Aydanyy 971
L% ~d ‘ge8T “yrufin |
1olqmqua)  : juelg er|
2]

12 20y juagoc | $I _

‘9 *20) :sYORIY | ET |

| BGST “ung swiydopy

ouRIAY puraojeed oy _

(panunyuos) HINONW

HI9 NI SNOILVHHJO




Lﬁ "ABp YJg] U0 SOURLQEUL | _ EBRT “'SUIYIOA WY |
qIa priyo jo notsndxe pejoedxeun nappng + ‘T 1840 IB[NOOY[NIY | ‘urpag  : peJueTOLed 0T
yjuowr 13q 48 peay
+ | + | ¥ [1m@) jo ezis ‘“sdp| poysyqndun :uiye( |6
"SNI9IN Aty Jo yowvq | !
i 8y} $S0I0® A[Jyd1) peyolaIls puUnNO] SBAM |
O ‘smany g pe3siag) ‘aporped :sfwp [BIoAes |
- I0] Suryse] ‘ured [wUIWOpq® JO H0WIYE | | Leg
M SUIUOWI UJC pUs 3§ Ul ‘BplaAwis '11 ! GF "10y + | + || stafad ul ‘9880 | “1‘GOGT ‘y2oun T 1usio(] | 8
3 i 'piqy :Iemisuy | 4
(<3 Q06T ‘ne[saag '“J.LassiT
> | + |+ |9 ‘plejusuIOg  :J19UisnY (9
oy _ 6681
= + | ‘Purmory :iaueSn M\ | g
oS e st = 968T |
: Pmmorg :8uiyos
= "Iy sdwp [ syjuow _ _ = gt o
© |5 ooud ooy wyjwep puw ‘ur jes wop =
3 -BIOBUI prdel 18] 1% INoqB[ 191)8 U009 + |+ |'g BUI021BS07540) 12 *20] I wNsaq0YT | 8
> afurio EG]T “sungao
- + | + | 'y |30 oz1s ‘pro AL _
[OUII0 B L i T T oL [eyaun s
n ~OIDYEI0Y 10 HTuBe T o STIE] 8 Pl ﬁ_. PO IR |9 ;._.,_,..q. _
N -ued wory Futegns noyerado jo awny 9y + | g proutiagy | J12 "00) runeag ||
D e — - — —————————————————— I._.I - |.
-l I 1 T
: e
o ZE| & 2|5 |8%
ﬂ 5 RUTTERY : m. =t B & s EIROLEV(] ‘BoUBAAY puv amraady oy
= - | =
*Aouvudarg uo 3089 _

"HINOW HIL NI SNOLLVHHJdO—'TA @1av],

e ———

I e




PREGNANCY WITH OVARIAN TUMOUR.

146

[ ar gnq ‘paydnuajur Louwafead g ul

"SnIaIN jo ainjound woiy AIESSA0AU UO19098 apalvsEn)
-U189P T pu® s9l19a0991 § YA ‘suoriwiado O] epn[oul sases I91[IBa ay],

‘Patp uoos Jnq ‘@Al[8 PIIYD :I9]J8 SHIIM F
IN0qe[ ainyBuiaad :ssouYWaIM pUB UOLS
-UuajsIp aasseoxa ysnoyy ‘Lousudard Sur
-inp Ajiewaouqs jo uordidsns ou ‘ered
*L19a110p
pu® uolywye[lp [VIOGIMER :ieqye simp 3
INoq®[ Jo Sufls :sniejn JO UOIB[NIOBS
1894 B I9AO 10} TOYIIOUDIUT SB pajoad
-sns qou Aouwuferd :inowing uwurBAO
ed18] jo os¥o s® juas ‘sredymu :cg 19y
‘A8p awws WO Yooys
WIory yjea(] ‘peAl] ‘Ucljoes uUwaIBs®!)
£q peasowar pryp ‘syuojued jo swog
-dwrds puw 10asy ‘Surpmos ‘ured [iim
pazies A[Uappns 1juout i jo pua SpIemo],
‘PEOp PlIYo ‘Ia3w
sfwp ) anoqey ainjewerd : Aouwufead
Fuunp 1I0JuIodsIp ou ‘wpravif I :gg oy

— ————

B ———

b BRI |

3
—i

adie] 9840

adre| ‘prjos
-lilas 'sw@iouapy

Juiyranddns ‘3849

stajed ur deap
1540 IB[Ooo[I[OIY

9681 “20ssF ‘papy
LN UNOP L TOORY

065 “d
“[X “[0A “uanop “payy
apg] wool) AvpIeH

110 007 :I[eSBISUR]Y
6681
“ypufin n lmgan

[ yospaz  xepemyeg

“if)
RETTEOT

QLRGN
0] Jusey

U ANOQU]

SO
HOPIOqY |F +

PAANYSELP

aampummadg |

| “AduBuFalLg uo 10apH

*BISOUSHIT

‘aaualaay pur aojeiadn

‘(Ponunuos) HINOW HIL NI SNOILVIHJO

¥l

&1




I~
-
i

-

CASES OF OVARIOTOMY IN PREGNANCY

® 1 ul nq ‘pasdnazegur Lowenfoad ¢ i

‘UOI1098 UBIIWSEM)) A( palaAl[ap sem pliyo Saial]

1IwAap [ PUB SIAIIDA00SX 1M ‘suorperado ), apn[oul Sas®EO ISI[IBD A1
" -ﬁ B . o ._.u 5 P L

"palp uwoos pryo ‘uoysrado 933w
syeam g anoqe[ aamyemead : Liprder maad
oM ‘punoj JnuOes Jjo 9ZIs anouing
tyguotn pug ui ured jo pamejdumos juaiye ]

"Awp 9xou parp pryo : pasn sdeoxoy ‘tagyw
sfep g usfeq Inoqe[ “wprawid ‘1 :gzg 1oy
"SABD  paaI] pIIyo
+103y®8 s&wp F1 uwfeq Inoqu| : JueIEYpPB 9s4))
"oxoq priy9
Ayyeat] 19938 sINOY ZT pUw ‘0ouo 98 uvdaq
INOQE[ :SUCISEYpPY [WjUaUI0 pus [BjLipd
pejBRwe ‘noisserdxe snoixuw ‘mosus)
SIp [vuiopqw jwead 'spravid ‘1 :gg ‘jey
‘founuerd jo pus premos
UoIBULIIEXS aunol SUIBUl Ul POISA0D
-s1p  A[ejuapoow anowny : LouwvaSerd
duunp swojdwds ou ‘epramil 1 :gz ‘jey

"POAIL PIIYD

“

+

o |

o

i |

HHARUDY]

"'“ﬂ

I8y
10§ J[nsay

‘TLIA,

"uonoqy
18 INoq e
PRSP

JINOqE]
CRLLRR TG REY |

‘Kouvuidaig uo wayy

—c

prouIa(y

1540 asnao[nIy

14D |

3840)

siafed a1 ‘prowaa]

adre| ‘984D

R CL ATy |

"HINOW HIS NI SNOILVHHJO

TTA HTIHY],

006T 17590 Jo
.:,L.:..uu__ A —... "H_u.m_Eh.m_‘._
668T 1M

UMV SV 43D
wanop ufiy Buyag

T2 207 DuyseqnY |

6681
“ULROPL PPy 1agT ARy

10g "d “1

‘GBRT “JeounT wedun(|
£681

CUANOL DAY P 1R

aaualajey puw aojwiadg)




-
T RN T T T

PREGNANCY WITH OVARIAN TUMOUR.

148

———

—— - - - - S —

——————————

'180] §BM PIY0 813 puw ‘Areanyeuraid

pousstadns Inoqe[ Jng ‘peAlAINs ISUJOW By} : POpIooal St yjuour yie 243 utl uonyelsdo 1 L[uo QBRI 03 SNOARIJ

‘ABp 9XaU BAI[R UIOQq
prgo :uoyeiado jo eudl} 98 JUAUIUITIL
INOQE[ : BIWIEUE PUB [[S]) JO SSO[ : I[qISIA
=furems jougsip oag :wnugseside ul
BOIB [[BUIS 9AWS JUBY pPUB JU0I] SsoU[NP
IN[OSqE :UONIoqE® T ‘UaIp[Iy2 § :LE "39V

"PaAl[ P12 :BLInUE 10} norysiedo 1ajye
sep §z peonpur anoqe[ nq Li18s0081 pood
: £ousufead jo pua Ieau [[1) UOIIBAIIS(O
Iopun deay o] peploap jng ‘Yiuouwr [j|
10 SuinmBaq ur maas ‘BplaBIS 1 I [E "9V
gyuaow]d J0 aouazaype
renxed : uorywiussaxd Surpjooy : Awp jxeu
aAl[e wioq pyo :Auaws eeuojuad ojul
S]U8)I0d JO 9BIBYDSIP YIIM 1SINq INOWINg
jo snnoof daddn [[eA [BUIUIOPqR JO TOIY
-0aJuIsIp snolofia Suunp yIuoO WG
jo pus e uolyeiado ‘eprawid ‘' :gz "9V
‘uorpeiado191y8sLBp CF ULIa] 1BINOG B[ 11840
ut snd puw winy [ pajsimi afmpad :uon
-gAd[0 joqiurad 0] UAUIOPQ® WOI] PAAOTILL
sniajn ‘pajordurr anowng ‘wasdinu (g 19y
‘IOIBOIUINXA dUIINO JO [Nsal §8 A[[Bjuap
1008 PAIIAODSIP INOWIN] ‘BPIABIS 'T : LT "19V
-Louwufexd Jo pua 98 1n0 PaLLIEO AUIOJOLIBAD
‘INoqe[ 09 UoI3ONIISHO Pauajeal] InouIny sy

CEELHITESTY

A0
EXTURTITEN |

WO Y |

“WLIA, |
0 anoqwy |

B LAY ERTR RN ]
b -ulr11| + + o+

‘AourvuFaig uo PayyH |

i

o |

|
g

o

=

10] s |

IDION |

g | poyoudur

1840

stafad ui ‘889 s Loy
-Inj JO 9ZIS ‘plowIa(]

ajdde jo azis ‘954

siafed 1
‘prouua ]

stajed U1 prouLis(y

siafad w1 proutIa(y

1988 d “1 ‘GOBT “usnof
Py g UBUIMBN

19% d "1 ‘G681
“JadupTr uong-pusle

CRRT ‘uabv.ifsabog

‘oypufin  1ue[qo]

_ 9681

| "SUDLT “]#SQQ) OSIOTY
10§ 'd “1

‘66T ‘72ounr : uBOUN(]
ZBRT uunop bung puv
"PaJy UO0ISOL :SUBUWIOH

— =

Isowsuy(|

pouaa A ur aogetad

0N

=

oS

= |

"HINOW HI§ NI SNOILVHHJO—IIIA 718V



= | . CERT 191590
= L+ |+ |y Jo uwanop sy oqmiy |91
| u . C68T
e A0 S | plowiaq | “pajy 241077 : pusway | C1
| A e Piqr 1 Qepuaqary | §I
= W _ F68T “opufin
0 [t P 121990 P “S420u7} p
- _ el (B e 5 | ‘Jaodayy  :ygepusqary | gl
= e ey "Prq1 1eded | g1
=2 ol TIAX
% + |+ | v | *10A “papy ~yssnyy t98wg | 11
o e g e s 18| _ "Piqt - nwyasioy | OF
= L+ + | 'Y “ P neyosjoy] _ H
> | L¥ d ‘gesT “ypufin |
- + |+ (9 | 4T 19Irajua)) cnwvyosjoy | g
-2 | + | ¥ “ Pt Iedupary | L
w ‘oporped Jo woIsIO], [ = g _ .ﬁ& HH__WEEE 9
" _ | I68T “'suaifonyy |
W ‘ajoipad jo uosiog, W PN “foag :xeBurpeny | ¢
= [ ‘o m PG 1aupIsy) | §
- _ -+ | | g “._Nﬂ—vuhﬂﬁm..q e
S ” { _ _ 1681 ““wanop “pagy
o | - 5 88 e [{p2.uopy Iaupiey) g
= _ _ h 1681 “s193aJ "1
o | + | oy “papy yssnyy : gadoooxg | 1
Ly o - - - el 1 - : e = S
M P = | &g e !
3 | o) § |8F|59 EE |
= £ |TE | = _
© gL T TE L _._m.. m m ﬁ m Hnﬂ..... T | _ AN puv aojwaad oy
i Sl = .. 3 _
“Sounniary uo goagys |

.Z..md...._.u......_ HONO HINON—'XI LU AN




PREGNANCY WITH OVARIAN TUMOUR.

150

&

++ + +
o o od

+ +
el

o

+ ++++ + +++
o4 A o

o

e T Ma A

+ + +
+ + +
A

+

O ELERY

‘pIq1 I BNBYDS | g
"P1gL 1 RINBYS | z6
Pt 1RMBYIS | Tg
P OIS | OF |

- H g

“xt “ypulin noqan f | _
‘uopy ‘I18fing :BINBYLS | 6T
_ Piqt P XIBY | 85
| Prql X8\ | LG
& TeL *d “11 ‘6681
| AN 08y Cpajy 1 XIBIY | 95
| BBRT “uanop “1asqQ) .

pup “ulip “wowy :plog | ¢
‘Prgr A(RYOS | BE
P AIBYOS | €5
| Py L A[RYRS | EF
| 1GT 'S ‘8681 ‘apunynagy
' cupaspagz  A[eYog | 1E
| L68T
_ “anop Bang pun pagy
154D | wojsog 1 UOSPIBYOIY |0F
| LB8T “1590 fo |
“IROF AR teBpuIeY |61
968T ‘osnonog,
prouua(y | ap ‘dogy sap ‘zpr) :ouw|g |81
Q68T ‘uassaly) 195
| -SIT AUIAN JeUssaly) | LT

ANOGE]
-.[l_ﬂ
Mo
d0] JnEa

I U |
UOLRIO Y

poqInsip

‘sso i | aduatajey puw dojwiadq

_ _ |
“
_
N

s
_
|

“(panunuos) NIVIMHEONN HINON



151

“parwys jou 81 Aouvudead no joege ayy g ul ‘pejdniiajur
sum LomwpuSoxd $ wi : paip § ‘pPaias0noel SILIIOUWL GE : PAaUONUANI j0U ST Tjuotn ay) suonjeiado Jetprwe 8yl Jo g§ U

"rejidsoy _ . | B
Yol PRI 9YSs 1938 SYJUOUWL § PaIp juAnTJ Lt 119 "20]  BINBYPS | 7L
N ‘f@p pig uo YIWAp pUBR UOIMIOQR g9z 'd “1xxx |
O Aq paaorpoy uonymiado :aporped jo uosio], + 1 am.ﬁu. “anopulin g 1zzod | 1€
Pt "IITAXXX
%, “aon oA “p5q0.p 12 “why
< -w1ado so110g :pesoulerp proiqy auuayn et 1840 | #p uuF : XnaIssmeqa(]  0C
S e [ 3 k! 712 001 1 A[[BYOS | 6F |
x gutifel Sl i 319 "00) yPepusqery | 8y
= ‘uonwiado Jo SABp Ma] B UIYIIM UOIJIOQY + | o | 10 "00] ygepuaqary | Ly
= | . G6BT |
= -anoqu| snoauwjuods WLa) a10jaq sYeam omT, | + _ | lowworg  :leuadepy | 9F |
=~ | _ 0061 ‘Sanquuvy |
= ¢ [ “yosyasan qap 1 9pIUIS | €
m | 9681 ‘moqsiT ‘duiruo)) _
o i || 1840 | "paJy 1 woaquD 01poIsTY | 7
= G681 “"FY P
A 6 | d IDAISRF S19qUIBYD | €F
s P T ‘piqr i (1od | EF
(&) 681
=, oA I | 1840 TRINOO[YNIY | “uanof Py g 1ed | 1¥
- ‘ T6ST “191590 Jo
] i 1840 | “wanop ey SIDARY | OF
ch | ‘g [elsueuUe)d | GE
b ol [l ¢ P [ensueuuw]d | 88
S} | ‘1P “wlin propuvpy
+ | ‘" §J1aq i[elisuauuvlg | Lf
g PIqr CBIARA | 96
+ |'g "PIgr CWIABA | CR
. GLE B rﬁ::._t n
R I q2E) *f SIPOJY 1 BAABA PR




PREGNANCY WITH OVARIAN TUMOUR.

152

fourudaag uo oagy

"ANOLOTAVAO TVNIDVA—'X a18v],

[ 0061 “suayooy |
| =t AT ‘DA “yosyna(y twe[yor | 9
stiafed W | 1gLd 1 ‘6681 “X N
+ | + |9 | AT |juedeype ‘prowmas( |00y ‘pajy :uwidiBip| ¢
‘uredp 2znes wIojopol
:saInjns y[Is auy yjim paxredas : uioy . jualafgpr
SEA. Inowin] o) juaieype A[@soo _ _ Luay pus swped | gg]T “ypufin n-qag f
‘alnxepg prouwisis ‘sisdnmur :gg ‘ley + | + ["H | "A |ul deap ‘prowmia(y | ‘uojy :presura Jg-unexg | §
‘19118 SYooM © _ _
anoqe| snosusiuods : rou19ysod wimoy _ _ _ _
-odjoo :swapd jo ano peaysnd aq | _ _
j0u p[noo ‘Jusiaype pue Arejusul | " _ 18y uByl | "A'H ‘86871 “Hofsabing
-BII[e1gul Inowny “eplawid ‘1 : gz 19y | F |+ || XTI (eSaspyeymowos‘ysA) | ‘poypulin :urergory| e
SINUIW ()F ! _ | _ _
paidnooo uwoywiado :pasowaa os[e _ |
‘9840 04 queleNPE ‘eqny :PIIYD 9SB] | _ CET
Jo yjarq aomis ured juwsuoo jsouIye _ sniejn puiyeq ‘efur |(d “u ‘gggr “uanop
patagns :SU0IoqR § ‘Uaip[Iyo € :§F 19V + |9 | II |-Toqrews Joezis 988D | pofy "y ‘N ismoursg | g
s snaoan | OTET "d 'F68T “ypufy |
‘081 d 4 + |9 | CIII | puryeq Suid] “sfp | qmgue) :sqoyep| T
I
— = tee ey -
3| & |gE|ES| 58| 8 |
28| & |Pe|8 |FE| Be _
EYARIIAY - W 2 i [ e = m s seoudei( SuaLajay puv oyeadg 0N
- e | = i

——

e —

|




153

puw ‘901 03 asox A[usppns ainjuiad
-ura] uarm ‘dn pamoqe (13 £19a0081
pood :po peddius gang ‘9391 [rem .
jo qaed 950 Bunsower uy :pajowud . n ﬁ
Ul AUIRDaq nq ‘a[geisoul Inournyg | _ . | L15 "d ‘86]T “sunag
pejoejep 3s1g uaym ‘mred ‘1 :gg ey + | H | "AT | staped ur ‘prowtia] | ‘pepsq0 :YInoy puswmy | g
“193]8 s1noT Moy u pajpad _ _ *
-Xd 9[0UWl SNODUIBD : O[VAOUT ANOUI _ | stared 615 °d
-nj : pejunoasip Lousuderd peuanjex . ur ‘efuvio euwal | ‘RER]T “sunay }3sq0)
A2ty s qnq ‘spotad § pessim Juar}e g i _ ‘M| 11 | -ue], JO 8zIs ‘PIouIa(] | ¢ HOSUlqoy] puonimniy | 8
.Eﬁ_ﬂ.__ﬁmn__,: _ _
_

"PIMO[[0] TOOS WOII10qR 7 _ _ “
_ _ !

CASES OF OVARIOTOMY IN PREGNANCY,

[ews 4jg uo pue ‘{Bp pig uo uedeq ! siafed -
anoque| :snaoqn jueudoad oy Suimo | Ul ‘1840 SNOJBW 8L d “n ‘6681
poaeal@p Aeqeidwon oq qou pinoo 984y | + ‘M | CIIIA | -omded  aspnooqup) | “X N “oa) ‘papy eumS| L

: - . - o = o e e Sy e - g - a = -



PREGNANCY WITH OVARIAN TUMOUR.

154

“pajsLag
gu109s4d Jo aporpad ‘sredynm : g 19V
*SUOISApe aalsuaixa L1aa £q pajen
-rduroo woryeiado “epiasif 1 :Cg 19V

‘sasneo juapuadapul
wolxy Iuot Y18 18 INoqe| aInjeual]

-uo1310q® £8P 139 uo Jnq ‘£1940981 OOL)
‘Loueudeid (BN} UM INOTING
uBLIEAO ‘sigouferp :uswopqe ut ured
ueppns Yjuoul puUi JO PUS SpIBAM

-0} :010]9q SI1B9A 7 Pajoejep Inouwiny
‘uony

-giado Jo @UI} J¥ JUAUIUIUII UOIHIOQY

— e B

"EHIBULAY

+ | +
- b
+ | +
+ |+
_+ +
- -
_ t
| |
_ _
+ | _
| _
1
+ |
4+ | +
_ _
gl = | =R =
22| 5 |52 |57
[SEEE B s | 5
mmm a | =|=
= - -
I Ll | e

——

AR | AT

‘111
111

111

TIT
Al

11

<A

B

.

s18£0 TeiagR[Ig
f1va0 qUSL
jo prowiap ‘3o
jo gs£o IR[MOO[INY
59840 sn0Y

-guoyded BieB[g |

puay S,prqo jo 9z1s
‘sprouriap

SPIOULIAD [BIAVBIE | “J02aufis) s, dojmey | §

g18£0 [[BUIS JO
IDQUINT  PAuTBIUOD
Areao qy8u ‘afuvio

J0 9718 1540 ‘Ares0 1397 | a1yo.4 IB[SIQ (NBPUV] | &

SploTuIap [BI9Je[lg | “*J4ISSUT

s1sdp [BI9IB[IE]

| -SouvudFalg uo P0ayH

bt £

10§ YNSAY
*founuidarg
JO U0

#

| pg “ypulip n °"qaH
[exaywpg | f uyospiay  udpOsML | ¢

"XIX ‘[0 ‘G68T 1090]
ap "youF uofIe[od |6

P I YIpAIRIY | §
GOBT “"AIXXX °[0A
“s.4 "1978Q0 :_,._Em.wuz L |
‘oA “3a35q() fo ..E,._E.w b= 8
Ay AI9uroSjuoly | 9
8% 'S '68

‘1A “[0A 208

08T
‘d “1 ‘1061 ‘“ypufin

8691 ‘PrBASIIEID
: ydzalazn[g | 7
068T “ypufin n "qiy
*f ayosjray (EIPIODH | T

"E1IEOIERI(]

"ANOLOIYVAD TVHHLVIIE—TIX A78Y,]



iy
LUy | 1
> ‘ured owafed geead Louwu | guolsaypw Lq umop 8687 | |
-daad Snwunp :eaiojaq siwed ¢ priyo punoq saqnj yim | CASINOTT  Csmay  pup ||
188] JO [ia1q aours apqnoay oraad yony + | + [ | III | pu® paBIe[us soWBAQ | JOD4[ LAF 1SIRQOY | 6T |
‘ared jo | il
n {OB)IT BI9ADS JUOUI pIg Ul : pasnj " jonod _ !
(5] -a1 uonwiado jnq ‘Louwudead aiojaq m S,S8[AN0(] Ul auo 8G8T swaaoy ||
= pejoajap sinowing ‘eplavas ‘Al :gg 19y + | + | "] | CIII |'sploutiap [eIsye[ld | Py 0 B 1 BTG | _ 8|1
s "POAI] PIIYP : YjuOUX | sipfurdius + ey
O 43, jo pua 3w anoqe] snosuwmjuodg + + | M | CIII [nouing usMwAo [[Rug FLUTIRRLEAET A _S_
= _ pajmels jou £18A0 8681 | |
o ‘Louwufoad azojaq efiwjue IDYI0 JO WOIIPUWOD | “ASINOT]  ‘saey  pup _
R 07 unfaq pei] uawopqe ‘epravad ‘1l + | 4+ || | CIID [ 9849 ae[nooyiy(nIy | Jovt WM IUOSIapUY | g7 |
=z | _ i gL d‘Le81 | |
i . w8 e s sysdo (eaayeqg | “pdogy sopzvy) taauag | Cf |
= ‘uolyraado 18 pasiuBooas jou _
= Arjuaasdde yornys ‘Lousufaad jo sulis _ _ .
m ou : fonwufexd paruap puw ‘uorjeniys | ! _ _ SALIBAO _ 9 '[0A ‘LG8 1S90 Jo |
Q -uamwr am[nael jo L109s81 aaws B0 AN | _ + | 4+ g | CIID | Y90q JO S8a0SqY | 4NOf LM @IS0 B | F |
> | _ _ | _ o1 'd “1t ‘L6ST |
- _ “anop cbang puv pa ||
- | |+ |+ |"a| 111 81840 [eaeIR[g | wojsog uuwmIwWIY gy
= 1949} puw Sar | _ _ -
W -NuIoA s ‘uautopqe ui ured woay | . | | | . ' g¥e -d ‘g9g31 “npaw m
paJagns pey syjuowt § Ioj ‘eprawid .H,_ (¥ i 6 8 ] W 81840 [RIOYENY | AMiDwIy  119YIN0YY BT
H ‘om] 10 Aep B | _ . _
o ur papisqus oigsm ‘srusur aynow Aq _ |
< | pamorjoj uworywrado :stared ur Lanl | _ _ “
C -l yonur FurA[oAul ‘suolsaype Wiy _ “ suotsaypu ut |
U101} SNOIPa) puw [ naggip uoryeiado . _ pappequuios[eieylo | | |
JE9[ JO Y3a1q @ouls yjpwey poof ur ‘siafed up quazaypew | o3 "d ‘9631 “1sq0 | “
I0ADW : WAAP[IN0 § JO JAT[I0W : (g oY | + | ¥ | ‘IIT |418s0 euo jo 9840 | Jo ‘winop oMy IRH | TT|
| “ | cFF 'd "G6RT it}
+ | <+ || TIT Jaouwry canup L uojany 0]




PREGNANCY WITH OVARIAN TUMOUR.

156

. ‘a[our IB[No
-1894 :sndajn Surdydure pajeiisssoan
gormga ‘Suipeajq asnjoad nmoreiado
199ye sfwp g :pesouSerp Lousunfeid

[Bqny peangdnx os ‘pooyq YsI{omIq
L(mo pepreif uwonjuirdse :efeytio

-w@y [eurdes puw mied oiasss s{ep
[BI2ABE 10] : snoI[Iquin 0 dn pagowax
‘pue stafad paq[y 9s4o Iemoojymm Y

'UOIJ0BIY WoI] pajelaffexs snisqn
jo s1x® Buoy : £1BAO 9J9] WOIJ pajoas
-8l plourtap ‘epoipad jo Uo1s10] UIOIJ
PIAI[ PIOULIOP J St ‘Bp1aBaT “I : 9F "Joy

"S§TI23N
PR30agol3al Jo Ho1j0aL100 : I uroly

pojossar 9sko pazis-jsy ® ‘sali[ 6

paursjuoo L£reso 939 jo 3840 :amal ®
10} PAAISSQO UAMIOPQR JO jUIMaTIv[um

e —————— e

=
-4

-

TIT

TIT

TIT

I

ot

aows|
Jo 9z1s L1BA0 9391 JO
‘15 Jo 9zZIs AI1BAO
14313 Jo promaa g

89840 [BI9IB[IY

SPIOWAS [B123B(1g]

s1540 (wIa)B[Ig

paysijqndun :isousdg

16F d 1 ‘1
..m_.m T.F__m..__ru_ _m_._.. .ﬂﬁwﬂhﬁm
§4194 :[ensusuunlg

16
"ON ‘TO6T “ywufin *f

1 IRAfUAT) u.w.._m_n—ﬂm&rﬁ_.._._” ,

PEET 'S ‘0061 “ypufin

[ 1qppapua)) oraousao

05 FUTTESY |

-1

AN By
RELR T O
doj Jinsay

ﬂ.l'll.f]"lllllﬂ.ld
‘U000 Y

“ULIA ],
0 Anogquy
PaqANEIp

E

‘Lounudasg
JO Uy

sisouul

BINAIRY pun anjiaadiy

(panuyuod) XWOLOTHVAO TVHHALYIIE

66

———c——




-
d

m |
2 xuidns |
"SNI2N 07 juetanpe sefepuaddse : oo -0)BUIRY 330 YA
-s1ado o10J0q PIISNBIXa [ONUT JUATIE] + | + || ‘A | ‘Awmao guBx jo 3sLp | p0 o0 :axmER[R(T | 08
‘079 ‘mneauog
: -uad ‘sgun[ w sjisodep onye)sElRUX
- fuimons wuonoes : monyerado 199)m
W sYooM § (18P ‘197]8 SY99M ¢ UOT]I0(B
= ' 89]108B PIONIBUI-[[0M :9SBISIP WBIIBAO
= [BI9ye[lq pu® BuloAUI waaM)aq UIR]
G} -190Un SISOUSBIP 21j91[jsEUL Iapun
M :ared [BUIIOOPQE 219498 WOI] paIajjns saureao | T0RT ‘H1a mm_n.,,__uh 1428
A Louwudead L[reo ur ‘“wpiavad .1 : gg 1oV + ‘T | AI |430q jo wmuwodieg|-syy ‘yedo SIMUIM | 6
‘siiaojaed o :aeym
m gInoty g gieap . uollroqe ‘199w sdep |
i % :qUaIafpe A[payivul SILITAO T[j0q I
= : 5991088 IS : U9y % s¥ ofiwl sw
=) uauwopqe :ured [punmopqE Juels jo
B paursjduroo : pasxsgs Jper dood Juetye ] + 0| AL 81840 [RI2)B[I{ | ZR]T JoupT U300 | §F
S coz 'd 'L6ST 72590 Jo
o + |+ || AT ‘wanop Csnuy cAeuey) | LG
i giafed ut 9681
o patosdurnt L(uay euo | 20§ ‘jos@ruliy) suvd]
+ | 4+ |3 | "AI |‘splowmzap [eaeye[ld |: UOSMOIY pIojraniny | 9%
M VUIOT "
w -epe® puw plouLap 101 "d ‘9681
] + |9 | "AT |peXTm + prowIa(y |“suv4] ‘}9jsqQ :UIqR[RD | G&
“ *AMI0I0LIBAC 197)B SABD 7 : N0l
M JO jOoI} Ul punoj inownj uorjuiado
1@ pue ‘fmojoron :Smyoor (1 puw
OIIIEUT :OEWISIP UBLIVAOC Jo notoidsns
Ol : UINIDWS Woa] [ mold quuudieuraq
019ydnoyy anowng otajad :oarjoageul _.._mhn Te[nol[[oy
BJVWOUO : m_m__.._,nn_ jo nu_ﬂuﬂ ou m#mma ...Em.n _mEE.Eﬁ + G681 ..mawmua&




PREGNANCY WITH OVARIAN TUMOUR,

158

" _ | 609 'S "006T “ypufis)
o e 8 IR, O " 1qmgue) gstoyes | gg
UaUIOPQ B
ut yjoq : 88s s uay
jo 9z1s L1mao dx BGRT
Jo ‘peay [BIW} Jo |‘Banqieag “puassi
"BPIABLR ‘1 :CF 19y + |+ "9 | A |ezisd1Bao gj91 Jo 35LD | ‘YooY [avy :8wjuog $e
, 888 asco3 puwm
PIIY2 . pey [Bj0] jo ozIs GE8T “suaryooy
papqons guaiged ‘masdyinm :g¢g -jay + |+ 9| A |'splowuep  [BI8YB[IY | PV “YounJy :IeZUTB[Y eg
‘au0f eouvqINYSIp [BIUSTX
SISODIBU oI} AI8a0001 u() 3sdo " _
UBLIBAO 3J9] JO UOIJ09SAI : Pajsiag]
sourly §r oporped :yjuowr yiF ul
9840 qqJix jo worsioy jo swogdmks 1840 unireaoxed o[
(EMIAN Jo moil [ym  Suisesio . _ﬁumamhu Aqrenyaed 3391 | $98 'S ‘GERT suayooy
Ul BIOYIUB[AUI “BPIARIE °l1A : Qg "oy + |+ 19l A __.umumhu Lxvao WBIY | PAN youURJY : (AIOY e
'S9LIBAO Tj0q m I a0
Jo [BAOWRI FuipuwsyIIMiou plIye _ | | 98005 Jo 1910 ‘pBaY
pasanu uvuiom : Aouvufead Sumnp | _ S, PIIY> JO 8Z18 auo GRBT ‘HiaqsSiuoy
uewopqe ut suied ‘eprawad 1 :cf 9y + |+ | M| "A |‘splowaep [exeym[Ig | “JLasSuT Yol ‘NBPUBT | Ig
!
—— 1hl = e .~
2d| ¢ |gE|E5 |58 | 5
HE TR E
EYARIIAY = m. W m.. = mm. sisouivi(q AIuAIagaY puv aojwad) oy
2 = : = =
m “Sauvudalg uo ayy _

“(panuruod) X WOLOTHVAO TYHHLYIIL



159

w ‘sfuep g Auo yja ‘Lourudord Suunp poaowiad siom SILIBAO [[JOq YoIUM Ul
>  S0§BD (¢ JO S91I9S [B30] B SAAID SITJ, AIAINS J0U PIP T Juq ‘DAlR Uloq FUq UAIP[IYD 1joq ‘pedanooo anoqe] sinjemwaid g
M Ul gnq ‘pamo[o} uonioqe | A|U0 pU® paisA0ddl SIOYJOUL atjy [[B * AWOJOLIRAO A[QNOP JO S9SED g APN[OUL SILIAS & AUIIS(]
T fo £ PEE Sl T P = . = ale o
(] _ , _
o =+ g _ ‘Prqr i uLsnvUs[O | FF
B _ _ 719 "00] (20} _,
= il ¢ [A®Y “JoI :uesnvyS[)  EF
= m A ‘pg “ypulin n
M _ o 'qap f ayospaz 12388 | oF |
S | o SPIOWOD [B1OYB[E | 72 *00) : JOPUOQOTT | TF |
Q | 1681 "qsidj9d I8 | |
= + | g s1s40 eaequg | “papy yssnyy :gedoyord OF
= G99 X1
= ‘6681 “ypuhiiy ‘n qap
+ | ¥ | IIA J sppuogy :Bimpurg 66 |
=, | SOLIBAD | "WUAADA() 43P “YYUDLY
N "} nsaa Jo s[regep oN | | ‘TA | U309 .EquEﬁoM%E g ‘uesnwys[O :ofny | gg |
_ | StA[
ﬁ "POAI[ PIIYD :posn i ur £wao JySu jo
- sdeoio} yoiym 1oy ‘anoqep Suunp | plouap ‘uemopqw ‘112 *00)
o ammzias andweioe ‘epravad ‘1 :gg 19V | + | 4+ | " | ‘TA |ar £xvao 9391 Jo 184D | ‘yooy [IwM :MOpP3TM | Le
_ prouiiap
suwudaad sureoaq quergud ey | pezis-qnuem Yy
syquout §1 :wiaaad wyuaouid £q pasneo _ (rstapd ur peymaen 188 ‘s
afpquiomay asnjoad yym ‘LAvp Il -1wour 88e yowgso | ‘FE|T “yrufp m gen

O WOIIOqE : Pajoasal prouwniop Sy + M| A | Jo ezis prowaep gjjory | ) ayospier : 1ewyIIwy | o

B . N NNl

e

.-






SECTION II.

LABOUR WITH OVARIAN TUMOUR.

SUMMARY.

I. AspomiNaL TumouRs, 163.

Influence of Tumour on Labour, 163.
Effect of Labour on Tumour, 165.
Symptoms, 166,

Diagnosis, 167.

Treatment, 167.

I1. Pervic Tumours, 169.

Introductory, 169.

Historical, 175.

Number of Collected Cases on which Description Based, 177.

Points of Interest in Connection with Them, including Maternal and
Feetal Mortality, 178.

Analysis of Cases in regard to Treatment, 182.

1. Left to Nature, 182.

Reposition, 183.

Puncture and Incision, 184,

Version, 185.

Forceps, 186.

Craniotomy, 186.

Caesarean Section, 187.

Abdominal Ovariotomy, 187.

. Vaginal Ovariotomy, 187.

Practical Dhsew&twns on the Various Methods of Treatment, with
the Indications and Contra-indications for each, 187,

More Recent Views and General Summary of Treatment, 200,
Tabulated Cases, 211.

PP R R

11







OVARIAN TUMOURS IN LABOUR.

Tae advent of labour in a woman who has an ovarian
tumour brings with it special dangers. Not only is the tumour
at this time exposed to greater pressure and risk of injury,
but its presence, in many cases, exercises a detrimental in-
fluence on the course of labour. These reciprocal effects vary
according to the situation of the tumour. The distinetion
between pelvic and abdominal tumours during delivery is in
this respect, and from the point of view of treatment, so im-
portant that I shall deal with the two conditions separately.

I. ABDOMINAL TUMOURS.

WHEN an ovarian tumour occupies the abdomen during labour
the effects which it produces depend chiefly on the size of the
tumour, on its relation to the pelvie brim and on the nature and
extent of its adhesions. An examination of the records of several
hundred cases shows that the labour is generally in greater or
less degree retarded, though several cases are described as havin g
been unusually rapid, and many are stated to have been of
normal duration. As instances of almost precipitate labour I
may refer to a case reported by Cullingworth,! in which the
labour is described as ‘‘very short, consisting of little more
than one long violent pain,” and to one recorded by Hardy,*

' Cullingworth, Practitioner, April, 1900.
*Hardy, Lancet, 1845, vol. i.
(163)
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which so well illustrates the dangers of ovarian tumour during
labour that I append the following abstract ;—

Case XVII.—An ovarian tumour was discovered in the
pelvis of a woman in labour with her first child. It was with
difficulty pushed above the brim, after which labour terminated
normally. She passed through her next pregnancy without
any trouble, and labour was so rapid that the child was
born before Hardy arrived. Great pain was complained of
thereafter, and the woman died on the fourteenth day with
sympltoms of peritonitis. Af the post-mortem examination
there was found a dermoid tumour with twisted pedicle which
had ruptured during labour,

As a rule, however, ovarian tumours, small as well as
large, exercise a retarding influence on the progress of labour,
The delay is usually in the second, though it may occur also in
the first, stage of labour, It is due to several causes. Large
tumours push the uterus to one side, and with it may carry the
head so far towards the iliac fossa that it cannot engage the
pelvie brim., Another factor in the delay is the obliquity in
the uterine axis, which is always associated with the larger
tumours, and which leads to a greater or less waste of uterine
force. Smaller tumours, fixed in the iliac fossa and projecting
over the pelvic brim may give rise to a similar obliquity, and,
as in several reported cases, prevent the presentation from
entering the pelvic inlet. 1t is possible also that, where
uterine adhesions exist, the activity of the muscular con-
tractions may be interfered with, while in the case of large
tumours the power of the uterus will be impaired by the
distress and discomfort to which the woman is subjected during
pregnancy. Where there is great distension delay will occur in
the second stage from interference with the expulsive action of
the abdominal muscles, It is reasonable to assume also that,
where adhesions exist between uterus and tumour, retraction
will be hindered in the third stage of labour, though no definite
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proof of this can be adduced beyond the occasional occurrence
of post-partum hemorrhage. Fortunately extensive adhesions
in the end of pregnancy do not seem to be common, probably
owing to the rapid growth of the uterus which breaks down
old and prevents the formation of new adhesions. A case has
been quoted where the tearing of adhesions from this cause
produced h@morrhage and collapse (p. 23). That adhesions of
the uterus to neighbouring structures, apart altogether from
ovarian disease, may be a cause of post-partum hsemorrhage
has been maintained by Graily Hewitt.! Several instances
have been reported where hwemorrhage in the third stage was so
profuse as to demand immediate removal of the placenta, but in
one case only—that of Webb*—does post-partum hemorrhage
seem to have proved fatal.

Effect of Labour on Ovarian Tumour.—In addition
to the above influences exerted by the tumour on the course
of labour, we have to consider the effects of the parturient
processes on the tumour itself. These are largely mechanical.
During the uterine contractions the tumour is subjected to
increased pressure, which may cause rupture or other injury.
Rupture during labour is reported in 34 cases. Almost equal
danger lies in the production of torsion, which is especially
liable to oceur in the third stage owing to the greater movement
of the tumour allowed by the increased space in the ahdominal
cavity. In some cases torsion was favoured by the existence
of adhesions to the uterus. 1In the presence of adhesions, too,
may be found a cause of the greater frequency of rupture of
ovarian cysts during labour. It is easy to understand how the
dragging on a thin cyst wall, which must take place when the
uterus contracts in the final effort of expulsion, will favour
this accident. As a factor in the production of both torsion

! Obstet. Trans., vol. xi., p. 108. “ Jetter, loc. cit., p. 18.
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and rupture, Herman,' with considerable probability, mentions
the abdominal manipulations of the medical attendant. That
rupture may occur in this way is seen in a case recorded by
Lohlein,* in which a cyst ruptured during a somewhat vigorous
disinfection of the abdominal wall preliminary to ovariotomy.
Another common effect of labour is an alteration in the position
of the tumour. Several cases are recorded in which an
abdominal tumour was displaced into the pelvis during the
third stage, thereby interfering with the removal of the
placenta. Though obvious effects on the tumour during the
actual progress of labour are not so frequent as might be
expected, there can be no doubt that many of those hich
manifest themselves in the puerperium have their origin intra-
partum,.

Symptoms.—There are no special symptoms which uni-
formly mark the presence of an ovarian tumour during labour.
The character and duration of the process may be in every way
normal, In many cases the tumour was not detected during
or even immediately after delivery. Here, as in other cases
where the tumour was discovered during labour or known to
exist before, no unusual symptoms were observed. This,
indeed, would seem to be the rule where no complication,
such as torsion or suppuration, exists. On the other hand,
it is often stated that the labour was accompanied by more
than the usual degree of pain. For example, in eight of
Aust Lawrence's cases? the suffering is stated to have been
excessive, or to have been greater than in previous confine-
ments, and in all complications ensued soon after delivery.
In some cases the pain was continuous, being usually referred
to the region of the tumour; in others it accompanied the

! Diseases of Women, p. 755.
2 Gyndkologische Tagesfragen, Heft iv., Fall X,
% British Medical Journal, 1898, ii., p, 622,
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uterine contractions only, which were then described as of
an excruciating character.

The symptoms being thus uncertain, the diagnosis must
rest on the physical evidence of a double tumour in the
abdomen. The contractions of the uterine portion make the
differentiation less difficult than during pregnancy. After the
birth of the child the lax abdominal wall will usually make
the recognition of the tumour easy, though on several occasions
a second child was diagnosed. A little care should prevent
this mistake.

While the detection of an ovarian tumour during or on the
completion of labour presents little difficulty, the value of a
knowledge of ifs presence is great. From omitting to make
the discovery acute symptoms, arising during the puerperium,
have not uncommonly been regarded as due to puerperal in-
fection, and many lives have thus been lost that would have
been saved by timely operation.

Treatment.—What treatment should be adopted when an
ovarian tumour is detected in the abdomen during labour ?
Although it is conceivable that ovariotomy during labour,
which has been, at least, fifteen times performed successfully
for pelvic tumours, may come to be the recognised treatment
of these cases in suitable conditions, yet it would not, at the
present time, be undertaken save under exceptional circum-
stances. So far at any rate it has not been recommended.
Even Mr. Bland-Sutton,! one of the most intrepid of surgeons,
who advocates ovariotomy in all cases of pelvie tumour during
labour, advises that ‘*if the tumour offer no obstacle to the
passage of the feetus it should not be interfered with till after
the puerperium "

' #The Surgery of Pregnaney and Labour Complicated by Tumours,”
Lancet, 1901, vol. i.
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Qur aim must be to facilitate labour, to aid dilatation where
necessary, and to complete delivery at the earliest possible
moment. By this means the risk of injury to the tumour is
reduced to a minimum. Care must be taken not to injure
the tumour in the manipulations for the removal of the
placenta. Till the removal of the tumour, which should be
effected as soon as possible after labour, the case must be
closely watched,




II. OVARIAN TUMOURS IN THE PELVIS DURING
LABOUR.!

TaE presence of an enlarged ovary in the pelvis during labour
forms so serious an obstruction that it must always give rise
to the greatest anxiety on the part of the medical attendant. It
is a condition in which early and active interference, in the
interests of both mother and child, is imperatively called for,
and it will be admitted that in so formidable a complication it is
of the greatest importance that the nature and the time of this
interference should be clearly determined and clearly defined,
To quote the words of Dr. D. Davis,” * the rules for the manage-
ment of such cases can never be made too explicit and ecir-
cumstantial . :

Hitherto the subject has not received the consideration in
obstetric works which its importance merits. Its discussion

! This chapter was read as a paper, entitled *“ The Obstruction of Labour
by Ovarian Tumours in the Pelvis,” before the Obstetrical Society in 1897,
My original intention was to bring it into conformity with the sections on
pregnancy and the puerperium by altering the whole text and incorporating
the more recent cases and views, but on fuller consideration I decided to
leave it unchanged. The cases obtained since 1897 are tabulated, and form
& supplement to the tables in the original paper, while the additions that
have been made to the text are included in brackets. With the view of
bringing the treatment into accordance with more recent opinion a short
chapter is added summarising the views expressed by the Fellows of the
Obstetrical Society in the discussion which followed the reading of the
paper, and those since expressed in medical literature.

* Elements of Operative Midwifery, p. 109,

(169)
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has been left largely to occasional papers and to casual contri-
butors. It is not surprising, then, that the general practitioner
when confronted with a case of this character should be in
doubt as to the appropriate treatment to adopt, or even at
times, as will be seen from the cases I propose to review, be in
doubt as to the nature of the condition with which he has un-
expectedly been called to deal. The consequence has too often
been an expectant policy, based on the hope that nature would
of herself overcome the obstacle. But, as experience teaches
us, nature can succeed in these cases only at a great risk, and
if she fail the delay has aggravated the danger and allowed the
most favourable time for treatment to pass. Here, as in all
cases of obstructed labour, the results are the more favourable
the earlier the necessary treatment is instituted. In not a few
of the recorded instances the fatal issue is to be attributed not
to the measures adopted, but to the delay in adopting them.,

It may be well at the outset to indicate the limits and scope
of this paper. It deals only with ovarian tumours situated in
the pelvis and forming a mechanical impediment to the progress
of labour. We are not here concerned with the influence or
treatment in pregnancy, even where the tumour is found to
occupy the pelvie cavity., The results of artificial premature
labour require separate consideration, and are therefore not
included. Tt is surprising in how few of the cases was the exis-
tence of any abnormality suspected during pregnancy. In the
great majority the complication was not detected till vaginal
examination during labour, and in consequence the necessary
treatment had frequently to be adopted in unfayvourable circum-
stances and with insufficient assistance. To this may be
attributed a considerable share of the excessive mortality.

Before proceeding to review the results of the various
methods of treatment which have been directed against this
obstruction, I propose briefly to submit the clinical history of
two cases, one of which came recently under my own observa-
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tion, while the other occurred some years ago in the practice of
Dr. Bruce, of Dingwall.

Case XVIIT.—On the evening of 25th August, 1895, I was
summoned to attend Mrs. W—— in her fifth confinement,
She was thirty years of age, strong and well built. Her
previous labours were very tedious, and, with the exception of
the last, instrumental. Her recoveries were good, save after
the second child, when she had an inflammatory attack lasting
several days during the second week of the puerperium.
Towards the end of the present pregnancy she was much
troubled with down-bearing pain and with irritability of the
bladder. For the last three months of gestation she felt some-

- thing protrude from the vulva on straining during urination,
. This increased till latterly 1t was the size of an egg, probably a

cystocele, but no mention of it was made till after delivery.
Labour began on the afternoon of 25th August. When
seen at 8 p.M. the os was the size of a shilling, thick, but soft
and dilatable ; pains weak, at intervals of ten minutes ; head
presented ; pelvis and vagina apparently normal. At 12.30

- A.M., when next seen, the os was about the size of a florin, and
- much thinner ; pains of moderate strength and frequency. At
. 4 A.M. it was found she had made considerable progress, the os
. being more than half dilated, and the uterine contractions much
. stronger. The posterior vaginal wall was now felt to be occu-

pied by a flattened fleshy mass of about the size and thickness

- of a well-developed placenta. The swelling was thickest at its
. centre ; its lower border reached almost to the vulva, while above

it tapered gradually to the promontory, where it seemed to end.

It completely filled up the hollow of the sacrum. No tender-

ness was complained of on pressure. With each pain the
tumour could be felt to become tense and more elastic. It
seemed uniform, and gave the impression of being entirely eystic.

About 5 A.m. the membranes were ruptured, but the head
did not descend, though the pains were frequent, strong and
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down-bearing. The swelling increased in size, and it was now
seen that it would form a serious obstacle to the passage of
the head, narrowing as it did the conjugate of the cavity hy'
over 2 inches.

Finding it impossible to remove the obstruction, and un- -
certain, I confess, as to its nature, I sent for Professor
Stephenson.

After careful examination he endeavoured to push the mass
up, but without success. The patient, who had been partially
under chloroform, was now deeply anwsthetised, when, with
his whole hand closed in the vagina, Dr. Stephenson succeeded
by steady pressure in raising the tumour above the brim. It
passed up with a jerk towards the right iliac fossa. I then
examined, found the pelvis clear, at once applied the forceps,
and delivered with a few tractions a living male child con-
siderably over the average size. The placenta was removed
by expression. To our surprise, the tumour could not be felt
in the abdomen. The woman made a most satisfactory re-
covery, interrupted only by an attack of pain in the right
inguinal region on the fifth day. This lasted only for a few
hours, and did not in any way retard her recovery.

As I left town soon after her confinement she was not
again examined till 21st September. Ior several days she
had been affected with a dragging pain in the back, and
occasional down-bearing—so troublesome as to interfere with
her domestic duties. She complained also of an uncomfortable
fulness in the abdomen. On examination the uterus was found
well involuted but retroverted, the fundus lying in Douglas’s
pouch. The hypogastrium was occupied by a rounded uniform
tumour almost the size of a feetal head, and resembling in
position and in consistence the uterus at about the third day
of the puerperium. It was frecly movable and quite distinct
from the uterus, which could readily be elevated into its normal
position,




:i
'!- along with me. The tumour, it was found, passed readily into
| either iliac fossa, and could be pushed up under the ribs. By
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On 24th September Professor Stephenson saw Mrs. W——

strong pressure it could be pushed downwards and backwards

into the pelvic brim, giving the impression that further effort

would foree it into the position it occupied during labour,

At the end of six months the condition was practically
unchanged, save that the tumour had lost its central position,
and now lay in the right iliac fossa, while the uterine axis was
normal.

The woman willingly consented to the removal of the
tumour, and it was decided to operate on the completion of
lactation. KExamining her, however, on 18th July, 1896, a few

- days after weaning, I found to my disappointment that she
- was already pregnant about the eighth week. The operation
- was accordingly postponed till 29th August, when ovariotomy

was performed by Dr. Scott Riddell. The recovery was ex-
cellent, save for a rise of temperature on the fifth day, attended

- with sore throat, the pyrexia continuing for five days.

The tumour, which I now show to you, proved to be a

- dermoid of the right ovary. It weighed 1 lb. 12 oz., and
- consisted of two parts—a cystic part which formed the lower

and anterior third, and a solid part forming the upper and
posterior two-thirds, and containing fatty matter, hair and
bone. It had *the longest pedicle I have seen in any case

of ovarian tumour, and was quite free from adhesions''.!

On 15th January, 1897, Mrs. W—— was delivered of a

- small, living, female child. The labour, a contrast to her

previous experiences, was so rapid that the child was born
quite unexpectedly half an hour before my arrival. The child
was smaller than on former occasions, and weighed only 64 1b.
She made an uneventful recovery.

! Note by Dr. Scott Riddell,
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Case XTX.—M. McH——, single, aged twenty-nine, i.-para.
Labour began on 6th March, 1879 ; seen early in labour;
head presenting; a fulness observed in posterior vaginal wall
which was thought to be due to a loaded rectum. A strong
purge was ordered, but though this acted freely twice, the
fulness still remained. A more careful examination now re-
vealed the presence of a tumour in the posterior vaginal wall,
occupying the hollow of the sacrum. Repeated efforts were
made, per vaginam, to dislodge the tumour, both without and
with an anmsthetic. As these were unsuccessful, an examina-
tion was made per rectum, when the tumour unexpectedly
slipped up above the pelvic brim. Continuous downward
pressure was then made on the uterus to prevent the tumour
from again descending. TLabour now progressed satisfactorily,
but had to be completed by the forceps. The child was over
the average size, and living. After labour the tumour was
readily felt in the abdomen, and could be pushed up till it
disappeared behind the ribs on the right side. A medical
friend who saw the patient next day had difficulty in finding
the tumour, only detecting it on searching the right hypo-
chondrium, where it lay just under the ribs. Convalescence
without any bad symptom. Subsequent history unknown.

To these hitherto unrecorded instances I venture to add a
short abstract of the most recently published case, which was
communicated by Ostermayer to the Centralblatt fur Gyndikologie
for 20th May, 1897. The case possesses several features of
great interest, and of value in their bearing on treatment, which
must be my excuse for troubling the society with the following
brief deseription.

Case X X.—QOstermayer, called in consultation to a woman
in labour over thirty hours with her seventh child, found &
nonfluctuating doughy swelling, harder at parts, filling up the
hollow of the sacrum and preventing the head from entering the
brim : difficult to decide as to cystic or solid character of tumour;
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reposition failed under narcosis ; the great tension of the lower
uterine segment demanded immediate action ; resolved to per-
form eraniotomy in interest of mother, in preference to risking
either trial puncture or ineision of tumour on account of great
danger of infection of peritoneum through the exudation of cyst
contents ; after perforation unable to extract; defermined to
try incision before resorting to Casarean section ; incision 6 em.
in extent into vaginal wall without result; enlargement of
incision with no success, Ostermayer now inserted his finger
into the opening and found obstructing it a ball of hair the size
of a small apple ; its removal followed by the escape of about
1 litre of thick grey matter ; three more balls of hair removed ;
tamponaded sac with iodoform gauze ; prevented from suturing
by descent of head ; child extracted. with cranioclast; tam-
ponaded uterus and vagina ; in two days all gauze removed,
that in eyst cavity giving putrid stench ; proposal to extirpate
sac rejected by patient; sac accordingly secured to vaginal
wall and treated by drainage and irrigation ; six weeks after
there was still a secretion of thick feetid liquid from the sae,
which is now much contracted ; ambulatory treatment continued
till the time of writing.

The gravity and importance of the complication which these
cases illustrate have led not a few obstetricians to direet atten-
tion to the condition, so that there exists a not inconsider-
able amount of literature on the subject. While Park in 1811
recorded in the Medico-Chirurgical Transactions a series of six
cases that came under his own observation, the merit of making
the first important collection of published cases belongs to
Merriman. In 1819 he submitted to the Medical and Chirur-
gical Society, in his well-known paper, an analysis of eighteen
cases collected from various sources. Reference is next found
to the subject in Puchelt's admirable work, Commentatio de
tumoribus in pelvi partum impedientibus, published in 1840, in
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which he detailed the clinical histories of 32 instances of
obstruction due to ovarian tumours. On similar lines was the
paper by Lever in the Guy's Hospital Reports for 1842-3, in -
which he added to Merriman’s series 6 further cases of ovarian
obstruetion. We find the subject next very exhaustively dealt
with by Professor Litzmann, of Kiel, in a series of able articles
in the Deutsche Klinik for 1852. To Puchelt’s cases he was
able to add 24 new observations. In 1854 and 1861 appeared
the valuable dissertations of Hirsch and Jetter, which were
followed in 1867 by the classical paper read by Dr. Playfair
before this soeciety, in which a detailed analysis was given of
previously published cases, 57 in number. This paper has
formed the basis on which most subsequent writers have founded
their deseriptions and their treatment. It confains, however,
several inaceuracies both of fact and of inference, as will sub-
sequently be pointed out.

Since 1867 no attempt has been made in this country to
deal with this important form of obstructed labour. In Con-
tinental medical literature, however, there have appeared several
valuable contributions, notably the excellent dissertation of
Heiberg, of Copenhagen, published in 1881, which is without
doubt the most careful and aceurate compilation hitherto pub-
lished. In the Archiv f. Gynikologie for 1882 there is published
a critical review by Lomer, who added 4 hitherto unrecorded
cases. More recently Staude,! Rubeska * and Hohl? have dis-
cussed this subject, on the great importance of which all are
agreed.

Notwithstanding these various attempts to establish on a
satisfactory basis the treatment of labour obstructed by ovarian
tumours, there still exists a divergence of opinion among

L Zeitschr., f. Geburt, w. Gyndk., 1895.
& Monatsschr. f. Geburt. w. Gyndlk., 1895,
? Archiv f. Gyndlk,, Band i,
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obstetric authorities—evident even in the more recent con-
tributions—which affords sufficient justification for redirecting
attention to the subject. In the thirty years that have elapsed
since Dr. Playfair read his paper, so many cases have been
recorded that a review of our position in the light of further
experience seems desirable,

The cases which I now propose to submit to analysis include
Playfair’s series, which, however, has been corrected in one or
two particulars. Case 57, for example, must have been included
through an oversight, as the tumour was a malignant growth
from the sacrum, and not ovarian. Again, case 15 is the same
as that reported by Ashwell (Playfair, No. 53). For these 2
cases I have substituted 2 others (table i., 21 and 25), where
the labours were in the same patients as No. 5 and No. 7 of
Playfair's collection, which thus remains at 57.

To these 57 I have been able to add 126, making a total
of 183 cases of labour obstructed by an ovarian tumour. To
borrow the words of Professor Stadfelt,’ in his elaborate paper
on labour obstructed by pelvic tumours: *‘ It has been an
onerous task to compile the cases adduced in this paper, and
I am far from flattering myself I have succeeded in gathering
all the published cases ".

[Eighty additional cases have been collected. These will
be found appended to their respective tables. The total num-
ber of cases is thus increased to 263. ]

In the accompanying tables * the cases have been arranged
- according to the treatment adopted. Playfair's cases, similarly
- classified, are kept separate for purposes of comparison.,
| In analysing the results I have endeavoured to eliminate
as far as possible the errors to which statistical deductions
- are always liable, by determining, with as much accuracy as

! Obstet. Journal of Great Britain, vol. vii., p. 202,
*See Obstetl, Trans., vol. xxxix., p. 363.
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the data permit, the pathological character of the tumour, the
duration of labour, and ifs effects on the physical condition of
the woman antecedent to treatment. A statistical inquiry which
ignores these factors must be largely deprived of its value.

The mere comparison of deaths and recoveries following
any individual treatment tends to lead to erroneous conclusions.
In many of the fatal cases the untoward result is to be aseribed,
not to the operative measures, but to the preceding exhaustion
from delay, which, as their history shows, might in many have
been avoided.

Further, in estimating the value of any method the char-
acter of the convalescence must not be overlooked. In case
20, table iii., for example, the record concludes: ‘‘ but after
a protracted convalescence, seemed to recover in some measure
from the effects of her confinement'. Again in case 42, table
iii., we find that the patient ““ had a tedious and difficult
recovery, if, indeed, it could be termed a recovery . After
a miserable existence she was at length released * from her
sufferings about eighteen months after her delivery . Results
such as these, and they are not uncommon, though classed as
recoveries, can scarcely be adduced in favour of the treatment
which was employed.

A few points of general interest may with advantage be
here noted. The surprising infrequency with which the exist-
ence of any abnormality was suspected during pregnancy has
already been pointed out. In 33 only—or in 18 per cent.—
was ovarian disease discovered previous to the actual onset
of labour, and in few of them was the discovery due to
symptoms referable to the disease. The cause obviously lies
in the fact that its situation in the pelvis implies a tumour
so small as to occasion no great inconvenience; but be that
as it may, from the point of view of treatment it is an
important consideration. It follows that radical measures
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during pregnancy were possible in only a small percentage
of cases, and thus, that two of the three methods recommended
by Sir John Williams® for preventing injury to the ovarian
growth, namely, removal of the tumour during pregnancy, and
the anticipation of labour by the Ceasarean section, are com-
paratively seldom applicable.

Another interesting point bears on the character of the
tumour. In 70 cases the evidence is insufficient to form a
reliable opinion. In 113 the nature of the tumour had been
ascertained with comparative certainty. In 49 the enlarge-
ment was a simple or multilocular c¢yst, while it was a dermoid
in 46, in 1 of which the other ovary, enlarged and cystic,
also occupied the pelvis; in 9 the tumour was malignant in
character ; in 5 a fibroma ; in 2 colloid; in 1 fibro-cystic ;
and in 1 a cystic adenoma. In 12 cases the abdominal
ovary also was found affected.

It is generally believed that the dangers are greater when
the obstructing tumour is a dermoid, and this belief is fully
borne out by experience. In the 49 cases where the ovary
was cystic 10 deaths occurred, if we deduct 2 in which death
was due to eclampsia. In the 46 cases of dermoid, 18 deaths
are found—a mortality almost double.

[Of the 80 cases which have since been obtained no fewer
than 37 were dermoids, while 26 were simple or multilocular
cysts, and 2 were sarcomatous. Of the fatal cases the tumour
proved to be a dermoid in 5; in 1 a semi-solid adenoma ; in
2 a simple cyst. |

The total number of maternal deaths is 56, or 30'5 per cent.
Of the children whose fates are noted, over one half perished.
The causes of this high maternal mortality are various, but
almost all are referable to the injuries sustained by the tumour
during the process of labour.

! Williams, loe. cif.
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[Eight maternal deaths occurred in the 80 more recent
cases. The mortality in the total series of 263 cases is thus
24'5 per cent. Of the children 19 are stated to have perished,
giving a total mortality of over 47 per cent.]

The severity and result of the subsequent inflammation
seem to depend more on the character of the tumour contents
than on the degree of pressure and contusion to which it has
been subjected. As may be surmised, the most frequent im-
mediate cause of death is peritonitis, due at times to rupture
of the cyst, at times to infection and suppuration of the eyst
contents, which, as recent investigations show, are peculiarly
liable to follow slight injuries, or even to originate without
apparent cause in the case of dermoid tumours,

Although the maternal death rate in all recorded cases
is nearly 31 per cent.,, it would be unfair to take this as
representing accurately the risk attending this complication
with the improved methods and knowledge of to-day. An
interesting comparison might be made between our collec-
tion and Playfair's, buf the contrast will be still more striking
if we compare the mortality of the last twenty years with
the mortality in all earlier cases. Since 1876 there have
been recorded 48 instances of this complication; 6 of the
mothers, or only 125 per cent., and 17 children were lost—
the fate of 2 children being unknown,

In the 135 earlier cases the maternal death rate is 37 per
cent., while the feetal mortality of 60'5 per cent. compares
unfavourably with 34'7 per cent. in the later group. Though
probably a mere coincidence, it may be noticed that the de-
crease in the maternal and feetal death rate is almost exactly
the same, 24°5 per cent. This improvement might naturally
be attributed to antiseptic methods ; but that antiseptics are
not the sole or even the most important cause may reasonably be
concluded from the great increase in the proportion of children
saved. A study of the tables shows two other contributing
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factors, namely, an earlier resort to treatment and the greater
frequency with which reposition has been attempted and effected.
In 34 of the later cases in which the duration of labour is more
or less accurately ascertainable, the average duration is almost
exactly twenty-four hours. Of the 135 earlier cases it is
possible fairly to approximate the duration in 70 only, a few
being assumed as of forty-eight hours’ duration, where the
labour is described as *‘ very protracted . In these 70 the
average duration is almost forty hours. Thus, in later years
there is evidence of an abandonment, with beneficial results, of
the old policy of giving nature a ‘‘ full and fair trial "’ before
attempting any remedial measures.

Rupture of the eyst occurred during labour in 15 cases,
death resulting in 9. 1In 5 the cyst ruptured spontaneously, in
almost all after a protracted labour; 2 of the mothers died.
In 3 rupture took place during attempts at reposition, which
was successful in 2, but gave rise to fatal peritonitis; in the
third the mother made an excellent recovery, labour lasting only
7 hours. In 1 case rupture occurred during vaginal examina-
tion, and proved fatal; in 1 during version; in 3 during
traction with the forceps, all proving fatal ; and in 2 during
eraniotomy, 1 mother recovering.

[In 2 other cases (Schwarz and Spencer) rupture of a
dermoid cyst took place during version, in both with a fatal
result ; in a third rupture, also of a dermoid, occurred during
reposition : the woman died three days after.]

In 5 cases of great interest there occurred what Playfair
terms a *‘ natural ovariotomy,” the tumour prolapsing through
a rent in the recto-vaginal septum ; in 2 of them the tumour
passed per rectum, in 1 soon after birth, in the other during
labour, the former proving fatal; in 3 the tumour escaped by
the vulva, in 1 suddenly slipping out during strong efforts with
the forceps, the mother making a slow recovery, in 1 the
tumour was expelled with the placenta, and in the third it
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passed a few hours after birth, both the latter proving fatal.
The interest of these cases lies in the illustration they afford of
the ease with which, in certain circumstances, vaginal ovari-
otomy may be performed during labour.

[Among the recent cases 8 additional examples of t-h!S
accident are to be found. In 2 the tumour was spontaneously
expelled, once per rectum, once per vaginam ; in the other 6
extrusion took place during ftraction with the forceps—4
times per rectum, twice per vwlvam. Notwithstanding this
rough and ready ovariotomy, 7 of the mothers made good
recoveries ; 1 died in thirty-two hours of pelvie peritonitis. In
the 7 cases in which its character is mentioned the tumour was
a dermoid. |

Rupture of the uterus was the cause of death in 2 cases
(Ward and Lee); while in 1 of Nathan's cases the lower
uterine segment ruptured, the mother recovering after a pro-
tracted convalescence.

[In the Obstetrical Transactions for 1900 Lewers reports a
case in which rupture of the uterus occurred in a labour
obstructed by a dermoid tumour; whether the rupture was
spontaneous or took place during version is uncertain. Death
supervened in fifty-seven hours, |

Three women died undelivered (Schamberg, Base, Lomer).
In the case recorded by Lomer version was performed, but in
the efforts at extracting the trunk was torn from the head,
which was not removed before death supervened ; the woman
had been over eighty hours in labour.

Two cases—not included in the tables—are recorded, 1 by
Gooch and 1 by Denis, in which death occurred before delivery,
but in both it is doubtful if the diseased ovary was in the pelvis.

Of the 183 cases with which this analysis deals, the ter-
mination of Jabour was left to the natural powers in 35, with a
fatal result to the mother in 12 : while of the children 16 are
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known to have been lost, the fate of 8 being doubtful. To this
group are referable 6 of the cases of cyst rupture, 4 of the
mothers recovering. In Fischel's case (table i., case 3) rupture
took place info the peritoneal cavity during attempts at reposi-
tion : the labour lasted only seven hours, and the puerperium
was afebrile, One death (case 10) occurred with delivery un-
completed, while 2 were due to rupture of the uterus. In
Hohl's case, owing to inflammatory symptoms, ovariotomy was
successfully performed on the seventh day of the puerperium,
[n case 12, where the woman is stated to have recovered, death
occurred five and a half months after from suppuration of the
cyst and consequent pysmia,

Of the mothers who recovered, a note of the convalescence
is found in 9 ; of these, 4 are expressly stated to have had a
protracted and unsatisfactory recovery.

Reposition of the tumour was effected in no fewer than 41 in-
stances, and this number could have been greatly augmented had
the attempt been more frequently made. In at least 60 of the
cases the possibility of dislodging the obstruction seems never to
have been entertained. It is significant of the improved know-
ledge and management of cases of this kind that in 35 instances
in our collection, or 28 per cent., the tumour was pushed above
the brim, while in Playfair's series we find reposition in only
10°5 per cent.

In 2 cases reduction was effected per rectum, in 1 by the aid
of Barnes' bags in the knee-elbow position. In our own case
and in Hardy’s the tumour resisted all efforts at reduction till
the whole hand was inserted into the vagina,

It will be seen that 6 deaths followed reposition, while only
7 of the children are stated to have been still-born ; in 6 cases
the fate of the children is not recorded.

Of the mothers who recovered, the convalescence was in
almost all cases normal. Of the 6 deaths, 1 resulted from
eclampsia, 1 from puerperal fever during an epidemic, and in 1
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the tumour was malignant, causing premature labour, Neg-
lecting these 3 results as accidental, we find only 3 deaths
attributable to treatment—a mortality of 8 per cent. In 1 the
tumour slipped unexpectedly above the brim during attempts to
turn after a protracted labour; in the remaining 2 death was due
to rupture of the cyst into the abdominal cavity. It is expressly
stated in these cases that many fruitless attempts were made,
in 1 extending over many hours.

In 22 of the 41 the labour was completed by the natural
powers ; in 7 reposition was followed by the forceps, all the
mothers recovering, in 2 by turning. In the 1 which proved
fatal attempts at turning preceded reduction, which oceurred
accidentally.

In 5 cases the tumour was afterwards successfully removed—
in 1 on the fourth day of the puerperium ; in 1 three months
after ; in 2 a year after, in 1 of which the woman was in the
fourth month of pregnancy ; and in 1 three years after,

|Twenty-one cases have been added to table ii. With 2
exceptions the result was successful for the mother. In Bland-
Sutton’s case torsion of the pedicle occurred on the third day of
the puerperium. Ovariotomy was performed, but did not pre-
vent a fatal issue. What interval elapsed between the onset of
torsion and operation is not mentioned. In the ofher fatal case
a dermoid eyst ruptured into the peritoneal cavity. In 2 cases
only, in 1 of which spontaneous premature labour occurred, is
the child stated to have been lost.

Punecture or incision of the tumour was resorted to 43 times,
resulting in the death of 8 mothers and of 24 children. In 3
cases the puncture was made from the rectum, in the others
from the vagina. Incision was substituted for puncture on 3
occasions, 2 of the mothers recovering. Discounting 1 death
which was due to eclampsia, we get a maternal mortality
following puncture of 18'6 per cent. If we inquire into the
character of the convalescence, we find that in no fewer than 15
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of the 18 cases in which it is noted it was unsatisfactory, in
some cases the febrile symptoms extending over several weeks.
To not a few of them, indeed, the description may be applied
with which Wheelhouse closes the admirable record of his case,
“ long in a eritical condition, but ultimately seemed to recover
in some measure from the effects of her confinement”. In
Hohl's case the dangers of the puerperium were avoided through
the removal of the tumour by abdominal section two hours
after delivery.

It is true these figures embrace not only those cases where
puncture formed the sole treatment, but also those where it was
followed by embryotomy, forceps or version. Clearly, how-
ever, these cannot be excluded, as Playfair excludes them, in
appraising the value of puncture, for we find that in most of
them nature was given ‘‘ a fair and full trial,” and not till she
failed was a resort made to further measures. In case 43, for
example, embryotomy was not performed till fifty hours after
the beginning of labour, and over sixteen hours after puncture,
the puncture having only partially removed the obstruction.

In 11 cases puncture was followed by the forceps, 10 mothers
recovering ; 8 times by craniotomy, 6 mothers recovering ; in
3 the forceps failing, craniotomy was resorted to, 2 mothers
recovering; in 1 case, which proved fatal, puncture was followed
by turning.

[In the 13 recent cases in which aspiration or incision was

- employed all the mothers save 1 recovered, while the puer-
| perlum was in most cases normal, but in 1 suppuration
. followed, and in 2 the convalescence was complicated by febrile
. or peritonitic symptoms. ]

Table iv. shows that version formed the sole treatment in
17 cases, with a maternal mortality of 6 ; while of the children

| 10 were still-born, the fate of 3 being unknown.

In 4 of the 5 cases in which it is noted, the convalescence
was febrile and protracted, necessitating in 1, a few months
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after, the removal of the tumour, while in another death took
place at the end of a year from enlargement and suppuration of
the eyst. In the cases where version was combined with other
measures, the result was in no way more satisfactory : once it
followed puncture with a fatal issue to both mother and
child ; twice it was employed after reposition, both children
and one mother being lost.

[Further evidence but serves to confirm the dangers of
version. It will be ‘seen that 3 of the 5 cases in which it was
employed proved fatal.]

In only 14 cases was the forceps alone relied on—a proof
of the inefficacy of ordinary obstetric operations in this com-
plication. The results were even more disastrous than followed
version ; 8 of the mothers died, while only 4 of the children
are known to have survived. Of the mothers who survived,
the convalescence, where noted, is found to have been un-
satisfactory ; in 2 necessifating the removal of the tumour after
the puerperium. In 2 cases the eyst ruptured during traction,
both mothers succumbing ; in 2 others, as already mentioned,
the tumour escaped through a rent in the posterior vaginal
wall.

[The danger of attempting to drag the head past the
obstructing tumour with the forceps is further illustrated in the
cases which have been added to table v. Though 1 only of
the 11 proved fatal, in no fewer than 7 the recto-vaginal septum
was torn and the tumour extruded either per vaginam or per
rectum, |

The forceps were employed 22 times in combination with
other measures, 7 times after reposition, 15 times after puncture,
in 3 of which they failed, delivery being completed by crani-
otomy.

In 18 cases labour was terminated by embryotomy alone:
10 mothers recovered, in 7 of whom the convalescence 1is
noted ; in 4 it is pronounced fayourable, in 3 unsatisfactory.
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Further, embryotomy was employed once after reposition as the
child was known to be dead, and 11 times after puncture, in 3
proving fatal.

On 10 occasions delivery was effected by Camsarean section ;
9 mothers recovered and 6 children were saved. In all, with
2 exceptions, it will be seen that the operation was not under-
taken till the woman was exhausted by a protracted labour,
which in 4 of the cases lasted at least three days.

[The recent cases of Cwmsarean section show a marked
improvement on the earlier results. Only 1 of the 12 cases
was unsuccessful. In all the tumour was at the same time
removed, while in 3 it was found necessary to remove the
uterus. |

Abdominal ovariotomy, intra-partum, was performed on 2
occasions, Both labours were, on full dilatation of the os, at
once completed by the forceps. The mothers made excellent
recoveries.

Increased experience of abdominal ovariotomy during
labour ‘confirms the promise of the first operations. Six
further cases are recorded with a successful issue for the
mothers and, where ascertained, for the children. ]

In 3 cases the obstructing ovary was removed per vaginam
during labour, with a successful result to both mothers and
children. In Rubeska's case, though the puerperium was
normal till the eighteenth day, an operation was subsequently
necessary owing to febrile symptoms with refilling of the
tumour. This was successfully accomplished.

Four further cases of vaginal ovariotomy during labour
have been added. All were successful. ]

From a perusal of the literature of this subject, and a care-
ful study of the clinical histories of published cases, I venture
to make the following observations and practical suggestions.

The diagnosis of this complication of labour presents, as a
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rule, little difficulty. Doubt may occasionally arise as to the
actual character of the tumour, but the determination of this,
in such cases, is of relatively little practical moment.

The important point is to be aware of the possibility of an
enlarged ovary occupying the pelvis. In the history of several
of the cases we find a good illustration of the truth of the
dictum that *‘ to diagnose you must suspect .

An elastic tumour in Douglas’'s pouch, more particularly
if fluctuating, is in all probability ovarian. As an aid to
diagnosis, rectal examination should never be omitted. IFrom
neglect of it the obstruction was in more than one instance
regarded as due to a defective pelvis. In a few cases it was
concluded that the tumour was an extra-uterine pregnancy.
Jetter recommends simultaneous rectal and vaginal examination
with a view to ascertain the character and consistence of the
tumour,

Diagnosis of the condition should at once be followed by
an attempt at reposition. This should not be delayed ftill
the membranes are ruptured, as is usually recommended. It
is true the diminution in the uterine bulk from evacuation of
the liquor amnii may favour the attempt and be necessary to
success in some cases ; but the elevation of the tumour should
be effected as early as possible, if for no other reason, because
it facilitates dilatation, which the presence of an obstruction
in the pelvis undoubtedly retards. In cases vecorded by
Granville ! and Sir John Williams ? the tumour was pushed up
towards the end of pregnancy, and remained in the abdomen
during labour, The danger of delaying till the membranes
are ruptured is well seen in the case related by Lahs;® more
or less active pains were present for eight days, the patient
was exhausted, but when seen by Lahs the pains were sus-

1 Granville, Lancet, 1849, ii., p. 630,
2 Williams, Communicated.
% Lahs, Deutsche Medicin, Wochens., 1875, No. &,
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pended, and the lower uterine segment showed signs of rupture,
though the membranes were still intact. A further illustration
is found in Lomer's case (table iv., case 12), where the os
was only the size of a four-shilling piece on the fourth day of
labour ; the membranes were still unruptured, and the uterus
was found under chloroform to be almost as thin as paper.

The attempt to dislodge the tumour may be made without
an anasthetic, but if it fail it should be repeated under full
angesthesia, the advantage of which is sufficiently illustrated
in the case that came under my own observation.

The whole hand may be introduced into the vagina, as in
table ii., cases 31 and 33, and a steady continuous pressure
exerted. Cases which resisted the first attempts at reposition

. have yielded to taxis extended over a considerable time. That

this procedure, urged especially by American authors, is not
free from danger will be seen from table i., case 3, and also
from table ii., cases 13 and 30, where, though the attempts

- at reposition succeeded, the tumour ruptured into the peritoneal

cavity with fatal result. In these eases it is expressly stated

that repeated efforts were made before reduction was effected,
-and it may be concluded very considerable force was employed.

A further illustration of this danger is to be found in the case

' recorded by Dr. W. Duncan in volume xxxvi. of this society’s

Transactions, where in the early months of pregnancy a

pelvic ovarian eyst ruptured into the peritoneal cavity during
an ordinary vaginal examination. This unfortunate result is
not to be wondered at when it is remembered that spontaneous
rupture may take place. The importance, as Dr. Duncan points
Euut, of great care and gentleness in palpating a pelvic cyst
-should never be forgotten. The opinion expressed by Fischel
- that forcible reposition, even though rupture should be induced,

is safer than puncture from the vagina, cannot be entertained.
Where the attempt to effect reduction per vaginam fails, an
effort should be made from the rectum. Not a few of the
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cases illustrate the value of this method, and more particularly
our second case, where the tumour, irreducible per vaginam,
unexpectedly slipped up during rectal examination. The knee-
elbow or semi-prone position—favouring reduction—may be
found useful in obstinate cases.

‘In one of his cases Liohlein (table ii., case 15) found it
impossible to dislodge the tumour in the knee-elbow position
even under narcosis. He succeeded, however, in the left
lateral position under deeper narcosis by getfing the uterus
simultaneously pushed to one side by an assistant, thus secur-
ing more room for the tumour to pass the pelviec brim, This
expedient is well worth keeping in mind. |

Where all attempts at reposition fail, the case assumes a
much more serious aspect. The prognosis is then influenced
mainly by the character and consistence of the tumour, and,
little less important, by the duration of labour and its effect
on the woman and the uterus. These same factors determine
our treatment. It will not now be questioned that active
intervention is in all cages imperative. Nothing 1s to be
gained, and much risk may be incurred by an expectant
policy. After a careful consideration of all the circumstances,
the method best suited to meet the existing conditions must
be selected and at once put in operation.

Bight methods exist, as will be seen from the annexed
tables, whereby either singly or in combination labour may .
now be terminated, namely, the unaided natural powers,
puncture or incision of the tumour, version, forceps, crani-
otomy, Cmsarean section, laparotomy for the removal of the
obstruction, and vaginal ovariotomy.

A priori considerations combine with the statistical evidence
to show the dangers of leaving the labour to the unaided natural
powers. The older writers on midwifery, however, claimed that
nature should first have a full trial, where the obstruction was
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of moderate size. Their attitude and teaching, which is un-
doubtedly accountable for much of the earlier mortality, may
be shortly stated in the words of Dr. Davis:' “In cases of
partial or a very moderate confinement of the parturient
passage from this cause it will be prudent to give Nature the
fullest opportunity that may be allowed to her, compatibly
with the probable safety of the lives and living structures
interested in the struggle to effect her own delivery by her
own unassisted exertions ",

The risks involved in leaving the case to Nature, apart
from the danger of protracted labour, are contusion of the
tumour with subsequent inflammation and peritonitis, rupture
of the cyst into the peritoneal cavity, and rupture of the uterus.
Recorded cases furnish illustrations of all these complications.
The danger, therefore, is sufficiently grave to warrant the con-
clusion, that even in the case of tumours so small as to present
an apparently insignificant obstacle to delivery, some measure
of artificial aid is imperatively required.

Diminution of its bulk by puncture has been the method
most frequently adopted in dealing with an irreducible tumour.
The simplicity of the procedure has done much to recommend
it as the line of least resistance. Playfair, misled by his statis-

. tics, was induced, as already indicated, to give it priority even

to reposition.
Where the tumour is entirely eystic, puncture per vaginam

. with a good-sized trocar is, on the whole, the safest method of

treatment, although it is not so absolutely free from danger as
Playfair's statement indicates. There is evidence more recently
of a growing distrust of puncture. The opinion of Fischel that
it is more dangerous even than rupture into the peritoneal
cavity has already been alluded to. One of the dangers attaching

' Davis, loc, cit., p. 109,
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to the operation is the difficulty of making certain that the
tumour is purely cystic, and, where partially solid, in inducing
the belief that the diminution effected in its bulk will allow the
labour fo be completed, either naturally or artificially, without
danger. There is, too, the risk of infection. Gottschalk,’ in
an able paper on the influence of child-bed on ovarian cysts,
lays great emphasis on the part played by puncture in the sub-
sequent suppurafion and decomposition of the cyst contents.
Among others, Hirst's case,” where laparotomy was necessary
on the seventeenth day, illustrates this danger. Further, the
possibility of peritoneal infection must not be forgotten. It
was this possibility that led Hohl,® when puncture showed the
cyst to be a dermoid, to perform ovariotomy two hours after de-
livery—an operation which the event justified, as part of the cyst
contents, it was found, had escaped into the peritoneal cavity.
We cannot agree with Lomer* that this danger is imaginary,
The existence of adhesions in tumours that are irreducible he
holds to be a complete protection against this accident, but the
present collection supplies several instances where irreducible
tumours were found on post- or ante-mortem section to be
entirely free from pelvic adhesions. Experience supports rather
the view set forth by Hohl® in the most recent contribution to
this subject, that a puncture carried out under all antiseptic
precautions still conceals within it several dangers. He con-

cludes, however, that in doubtful cases puncture should be the |
rule, if only to arrive at a sure diagnosis. Where the cyst
contents are found to be infective, and more particularly in
dermoid cysts, puncture should, it is now generally admitted,
be followed by ovariotomy. Even in those cases where the

1« Tber den Einfluss des Wochenbetts auf Cystische Eierstocksgesch-
wiilste," Berlin Med. Gesellsch., 1897.

2 Hirst, Medical News, Philadelphia, 1899,

* Hohl, Archiv f. Gyndl., 1896. |

4 Deutsche Med. Wochenselir., 1890, 5 Holl, loc. cil.
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tumour seems entirely solid, it is usually urged that an experi-
mental puncture should be made before resorting to more
formidable measures. Instances are on record where the
swelling, apparently a solid mass, proved on puncture to be
a tense cyst.

Fritsch ! prefers incision to puncture of the cyst, believing it
to be more free from danger. He makes an incision 11 inches
long in the mesial line of the vagina, beginning at the posterior
lip of the os uteri. The cyst wall is at once secured by a
suture to the vagina. The incision is then enlarged, and the
edges of the eyst united with the edges of the vaginal wound.
This was the method adopted by Ostermayer, who, however,
was unable to complete the suture before delivery owing to
the descent of the head. Whether the danger of infection is
lessened by this plan, Hohl regards as very questionable.

To sum up, then, puncture supplies in many cases the form
of treatment relatively best. It should be adopted, where re-
position has failed, in all purely cystic tumours, in which it
sometimes effects a permanent cure. Even tumours that are
partially solid it is permissible to puncture where there would
be danger in delaying till further, perhaps unskilled, assistance
could arrive. Puncture may in these circumstances form the
readiest and safest means of completing delivery, at the same
time furnishing indications for future treatment. Puncture is
also useful for diagnostic purposes, or as a preliminary to further
measures ; its dangers, however, must never be lost sight of.

In all cases where the pelviec diameters are encroached on
by an ovarian tumour, version, forceps, and craniotomy are
contra-indicated as the sole means of treatment. The two
latter may legitimately follow reposition, or ovariotomy, or
puncture, which has completely removed the obstruction : where,

' Klinik der Geburtsh. Operat. * See Case XX, p. 174,
13
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however, puncture has effected only partial diminution, ba
forceps and craniotomy should, if possible, be avoided. Versi
18 in all circumstances contra-indicated.,

The claims of Casarean section as a method of treatment
this complication are now undisputed. The fallacy of statisti
is well illustrated in our table, which gives an erroneous col
ception not only of the present dangers of the operation, b
also of the relative frequency with which it ought to be undéi
taken. We find in the history of the cases that, thoug
performed only ten times, the advisability or necessity of it w
frequently entertained, but from its terrible mortality
operation was rejected, and other measures, in reality mo
dangerous, were preferred on account of their more easy p@
formance.

Improved knowledge and technique, I need not remind th
society, have in large measure removed the dangers of &
operation, and of this Staude’s case furnishes a good illustr
tion, for a successful result followed, though the operation wé
not performed till the labour had dragged on for neati
two days after full dilatation. In Mayo Robson's case, agal
mother and child were saved under circumstances by
means favourable. Labour had not begun, but the womi
was extremely ill, with a temperature of 103". The ovarig
cyst was full of pus, while behind the uterus, bounded abol
by the intestines, was a large septic abscess. In both these ca
it was found necessary to remove the uterus and appendages

Within recent years the field of the operation has becos
narrowed from the introduction of two comparatively né
methods—intra-partum ovariotomy by the abdomen or by t#
vagina. Nevertheless, it must still be regarded as a measu
calculated in many cases to give the most fayourable resul
Hirst! even goes the length of expressing the conviction

I Hirst, loc. cit.



PELVIC TUMOURS. 195

Cemsarean section followed by the removal of the tumour is
preferable to puncture, on the ground that *‘ by this plan
many dangers in the puerperium are escaped . 1 may here
refer also to the conclusion at which Dr. Griffith arrived, in
discussing the treatment adopted in his case,' that * Casarean
section would have given the patient the best chance of recovery,
and that it would be the best plan to adopt under similar eir-
cumstances, whatever the nature of the obstructing tumour .

The operation should be performed as early in labour
as possible, or, as Sir John Williams* recommends, should
anticipate the onset of labour where the tumour is detected
during pregnancy. This is the practical lesson which our
cases teach.

Briefly, the indications for the Cmsarean section are, an
irreducible tumour which puncture has failed to completely
diminish, which does not meet the conditions for vaginal
ovariotomy, and which on abdominal section is found to be
extensively adherent in the pelvis.

Removal of the pelvic tumour by abdominal section intra-
partum has been recommended by various authors, but so far
it has remained a purely theoretical operation. No instance of
it has been put on record. A4 priori, however, it has much to
«commend it, and demands consideration.

These remarks were written before the publication of Sir
John Williams’ Cavendish Lecture of this year, in which two
instances are recorded, the details of which he very kindly
communicated to me. In one the abdomen was opened in
the belief that the case was one of extra-uterine feetation, but
the child was found in wufero, and a cyst oceupying the pelvis,
This could mot be drawn up before it was tapped per vaginam,
and then the operation was successfully completed. TLabour

'"Table iv., gase 16 (Obst. Trans., vol. xxxix.)
- * Williamg, Joc. cif.
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pains recurred directly after the operation, and the woman was
delivered by the forceps of a living full-term child about t.wentjr
two hours after. In the second case the tumour occupied th
right side of the pelvic inlet, pushing the head to the left iliae
fossa. It was thought best to operate as soon as labour began,
and this was done. The mother, as in the former case, made '
good recovery, but the child was born dead.

The utility and safety of this method are thus demﬂnstra.t.ei
The cases, however, to which the operation is applicable, are
seen on reflection to be limited. In the majority, though nof
by any means in all, of the cases where reposition has been

n

w il
i

found impossible, pelvic adhesions exist which render the
complete removal of the tumour in the presence of the full-term
uterus a measure of the greatest difficulty.

Where the tumour is found to be extensively adherent,
the attempt should be abandoned, and the Cwmsarean section
substituted. The extirpation of the tumour may now be morg
readily effected, and if possible should be performed.

Where removal of the tumour has been successful withouj
opening the uterus, delivery should be completed by th¢
forceps as soon as the os is fully dilated, in order to preven|
injury to the abdominal wound. Hohl,' it must be mentionedj
pronounces strongly against this operation, not so much on th
ground of the alleged danger of asphyxia to the child, as fron
the risk of heemorrhage from the strain to which the pedicle §
subjected during the subsequent course of labour.

The special indication of this operation is a tumour whig
on abdominal section can be readily elevated from the pelw
and completely removed. In these circumstances it ought f

be preferred to Cewesarean section.

Extirpation of the tumour per vaginam, of which we fird|

1 Hohl, loc. cit, .
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| two instances recently recorded, is a procedure still on its trial.
- Frequent reference to it is found even in the earliest writers
on this subject, but almost all conclude in deprecating it as a
form of treatment neither very practicable nor safe. So early
as Merriman the possibility of the operation was discussed.
He writes, * on the whole, therefore, I am disposed to believe
that where the tumour in the vagina occupies a large space, 1t
would be a more warrantable practice to remove it by exeision,
if it consisted of a solid substance . . . rather than expose the
child to certain death and the mother to great hazard by
employing the perforator ”.! Davis, again, in his Operative
Midwifery, while admitting the operation as practicable, sees no
sufficient reason for giving it preference to abdominal ovari-
- otomy. Ramsbotham concludes that “the removal of the
 diseased mass " (per vaginam) * would be both very difficult and
- hazardous on many accounts, and horrible as the alternative
18, 1 should in my own practice rather destroy the child than
subject the mother to such a formidable operation .*

Though thus frequently referred to in the earlier literature
of the subject, we find no instance of its actual performance
till 1895, notwithstanding that nature had herself more than
once demonstrated the ease and safety with which it might
be accomplished. The first published case js that of Rubeska,
in which, however, owing to the impossibility of reaching the
upper limits of the tumour, a small abdominal ineision was
made. By this means the upper attachments of the ovary
were freed. Staude, in commenting on his case, and in illus-
sration of the ease with which the extirpation can be carried
out, mentions that he performed the operation with the sole
assistance of a pupil midwife. Puncture and incision were first
tried, but failed to sufficiently reduce the tumour, and the idea
of total extirpation seems to have occurred to him from the

' Med. Chirurg. Trans., vol. iii. * Obstetric Medicine, p. 286,
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protrusion of the cyst wall, thus verifying the statement of
Lomer, that *‘ from the incision of the posterior vaginal wall
to the depression of the cyst and ligature of the pedicle, there
appears to be but a step ”.!

In his admirable paper Staude carefully defines the cases
for which the operation is suited. Briefly, the conditions he
lays down are, a tumour which lies wholly and deep in the
pelvis, is movable, pedunculated, with no or but slight ad-
hesions, and whose upper limit is accessible from the vagina.
Rubeska'’s case illustrates the importance of these conditions.

Dr. Dakin recommends this operation in preference to
puncture. In his Handbook of Midwifery, just issued, he
says: ‘““If the tumour is immovable, the best thing is to do
vaginal ovariotomy ; puncture is recommended by some, but
it has many dangers "

[t will naturally suggest itself that where the antecedent
conditions for vaginal extirpation are present, reposition, which
by universal agreement is to be preferred to all operative
measures, should almost always be possible.

Vaginal ovariotomy is strongly condemned by Hohl,* who
regards it as a difficult and dangerous procedure, and in no
circumstances as a justifiable substitute for Cwesarean section.
With this view I am not disposed to agree. The operation
has its difficulties and its dangers, but that in certain circum-
stances it affords the readiest and safest means of terminating
labour must, I think, with Staude’s case before us, be ad-
mitted.

The operation requires less assistance and technical skill
than Cmsarean section—a no small advantage when it 18 con-
sidered that treatment has occasionally to be carried out
without the aid of skilled assistance. The main objections
to it are the impossibility of securing and maintaining asepsis,

! Archiv f. Gynidik., Bd. 19, 2 Hohl, loc. cit.
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and, as pointed out by Hohl, the increased vascularity and
liability to laceration of the vaginal tissues.

Sufficient practical experience is still wanting to establish
its position. Personally, I look forward with interest to
hearing the opinions of members as to the relative value of
this operation, of Cwmsarean section, and of abdominal ovari-
otomy as methods of treatment in this complication.

[In a recent communication Dr. Haultain' has dealt with
the question of vaginal ovariotomy. He considers the opera-
tion a safe, and at the same time a ready, method of treatment.
He points out that the tumour, being pushed down in front of
the advancing head, can be comparatively easily reached, while
the incision through the vaginal wall is the same as that re-
quired for simple disintegration. *‘‘ From every point of view
it commends itself as the operation to be employed by the
isolated general practitioner, as its efficient performance
quires a very small armamentarium compared with that
jecessary for laparotomy.” He prefers to stitch the vaginal
ound before completing delivery ; but if the child be expelled
fore suturing can be done, packing and draining with steril-
sed gauze alone may be adopted.]

! Hanltain, Jowrnal of Obstet. and Gynecol. of the Brit. Empire, vol. i.,
386,



MORE RECENT VIEWS, AND SUMMARY, OF TREAT-
MENT OF LABOUR OBSTRUCTED BY AN OVARIAN
TUMOUR IN THE PELVIS.

SiNcE the foregoing chapter, which formed the subject of a
paper read before the Obstetrical Society in 1897, was written,
several valuable communications have been published. In the
main they support the views which I have expressed above,
and, along with the discussion which followed the reading of
the paper, go far towards establishing on a definite basis the
treatment of labour obstructed by a pelviec ovarian tumour. A
short summary of these more recent opinions is desirable, and
will form an n.p])rnpriﬂ,tef and I hope profitable, conclusion to
this part of our subject.

In the Transactions of the Obstetrical Society for 1898 there
is ample evidence of the importance which obstetricians attach
to the complication of labour with an ovarian tumour in the
pelvis, Af several meetings the subject occupied the attention
of the society, and one naturally turns for guidance to the
views which were expressed by the recognised leaders of
obstetric opinion. Although there was a general agreement as
to the principles on which the treatment should be based, there
are still to be found differences not only in details but as to
the exact method which should, in given circumstances, be
preferred.,

In the discussion which took place in January, 1898, the
society was practically unanimous that an effort to push the

tumour out of the pelvis should be our first aim. Where this
(200)

el
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proves unsuccessful we do not find quite the same unanimity.
The differences, however, are apparent rather than real, and
arise from the difficulty of reconciling what is theoretically the
best treatment with what may be the only practicable method
in the circumstances.

It was generally held that the best treatment for incarcerated
ovarian tumour which could not be pushed up was ovariotomy,
This method found its strongest supporter in Professor Spencer,
who has devoted much attention to this ecomplication, of which
he has had exceptional experience. He maintained that
Ceesarean section was not in ordinary circumstances required
and inflicted an unnecessary injury on the patient ; and in this
opinion Dr. Horrocks and others concurred. Dr. Spencer
believed that in many cases the Cmsarean operation could be
avoided by the expedient of withdrawing the uterine fundus
from the abdomen, after which the tumour could often bhe
readily elevated and removed. He recorded a case in which
this had been successfully done.

On the other hand, Playfair and Herman, while agreeing
that ovariotomy was the most scientific practice, pointed out
that there must always be cases in which it could not be
judiciously carried out. As to what was the best course to
pursue in these circumstances there was some difference of
opinion, Playfair advocated puncture or aspiration, which he
thought was attended with practically no risk, provided anti-
septic precautions were observed. As has been pointed out,
however, the danger of puncture lies less in the possibility of
introducing sepsis from without than in infecting the peritoneum
by the contents of the cyst—a danger which the utmost care
may not exclude. To avoid this risk Herman advised incision
of the tumour in preference to puncture. In this way the
emptying of the cyst contents outside the peritoneal cavity was
secured. He emphasised the danger of simple aspiration in the
case of dermoid tumours. After making his incision Herman
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would stitch the opening in the cyst to the margin of the
vaginal wound,

Spencer opposed this method of dealing with the incised cyst,
preferring to plug it with lodoform gauze, as a temporary
measure to be followed after the completion of labour by the
removal of the cyst either by the vaginal or abdominal route.
In his opinion stitching the eyst to the vaginal wound was a
difficult operation and was often rendered impracticable by the
descent of the child’s head.! Dr. Horrocks, on the other hand,
drew attention to the fact that, as a rule, these tumours were
driven well down into the pelvis during labour, so that, as they
could be opened low down, it was not difficult to sew them to
the vaginal wall.

In summing up, the president, Dr. Cullingworth, briefly
focussed the discussion. He concluded that * the ideal treat-
ment was the removal of the tumour there and then by abdominal
section. Where this was impracticable the proper course, if the
tumour could not be pushed out of the way, was to endeavour
to deal with it temporarily by tapping or incision per vagi-
nam, and to perform ovariotomy as soon as possible after the
labour was over,” He did not think the alternative of Camsa-
rean section should be adopted unless under very exceptional
circumstances,

In the communications which have appeared since the dis-
cussion on the management of labour obstructed by ovarian
tumour, the views expressed by the writers are for the most
part in accord with those which obtained among the Fellows
of the Obstetrical Society. I shall refer to two only. Semon,*
of Danzig, in reporting a case in which he performed ovariotomy
intra - partum, reviews the methods which have previously

| In several cases this occurred, and it was found impossible to stitch

the wound before completing delivery.
2 Monats, f. Geburt, u, Gyndk., 1901,
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obtained in the treatment of labour obstructed by an ovarian
tumour. While recognising reposition as a useful and appar-
ently safe method, he draws attention to the cases in which
it was followed by a fatal result. He sums up his conclusions
in the following propositions :—

(1) It is in every case a mistake to attempt operative
delivery before removal of the obstruction.

(2) Removal of the obstruction can be effected by (a)
reposition ; (&) puncture and incision per vaginam; (¢) ovari-
otomy intra-partum.

(3) Reposition and puncture are not without danger.
Foreible attempts at reposition are to be avoided. Puncture
can be successful only in cystic tumours; in dermoids a long
incision with evacuation (Fritsch) is to be preferred.

(4) Ovariotomy intra-partum gives, of all the methods, the
best prognosis for mother and child, and it is the most rational
procedure where it is possible to carry it out. The choice of
the vaginal or abdominal route must be determined by circum-
stances. The vaginal operation is possible only in ecystic
tumours which are not adherent and have good pedicles.

(5) Caesarean section is to be reserved for those cases in
which the attempt at abdominal ovariotomy fails, for cases of
inoperable tumour, for tumours imbedded in dense adhesions,
and for those which are intraligamentary.

Bland-Sutton,! who for long has interested himself in the
surgery of pregnancy and labour associated with tumours,
reaches conclusions which make it necessary to refer at some
length to his paper.

In the treatment of ovarian tumour obstructing labour he is
strongly opposed to any attempt to raise the tumour out of the
pelvis—a procedure which he characterises as ‘‘ decidedly in

t Lancet, 1901, vol. i.
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opposition to all the canons of surgery”. He admits of
one, and one only, method of dealing with this complication,
namely, immediate laparotomy and removal of the tumour,
Seeing that reposition not only so recently received the sanction
of the Obstetrical Society, but 1s still recommended by the most
advanced obstetric authorities as the method best suited in the
majority of cases to meet existing circumstances, it may be
well to examine the grounds on which Bland-Sufton bases his
objections to its employment, and the evidence in favour of
the position which he takes up.

While much ean be said from a theoretical point of view in
~ favour of his contention that laparotomy is the only admissible
treatment where an ovarian tumour is found in the pelvis
during labour, he seems to me to be unfortunate, not only
in the several reasons he advances, but also in the particular
instances which he cites in support of his argument. He
states his general objections to reposition in the twofold
proposition that ‘ pregnancy exerts a baneful influence on
ovarian tumours, and ovarian tumours are, as a rule, inimical
to successful pregnancy ', These reasons, though valid in
regard to operation during pregnancy, are, it seems to me,
irrelevant where an ovarian tumour blocks the pelvis during
labour. In labour the problem is a totally different one.
While in pregnancy there is time to secure suitable preparation
and environment and to obtain the services of an operator
skilled in abdominal work, along with the requisite assistance,
experience shows that this is exceptional in the case of a
tumour discovered in the pelvis during the actual progress
of labour. In comparatively few of the published cases where
reposition was effected would circumstances have permitted
the services of an expert operator to be called in. The mere
removal of the patient to a suitable environment and the time
oceupied in the necessary preparations may involve an amount
of delay which would materially add to the dangers of the
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operation. This danger is well illustrated in the case which
Bland-Sutton himself cites, where firm impaction of the head
resulted, and it was found necessary to perform Ceaesarean
section before the tumour could be brought out of the pelvis.
It will not be denied that this must add to the dangers of
ovariotomy. Whether in this case reposition was attempted
earlier in labour is not stated.

On a priori grounds it would seem that to push the tumour
out of the pelvis is a procedure comparatively free from danger
and caleulated to give immediate obstetric results quite as good
as ovariotomy underfaken in unsuitable surroundings. A4 pos-
teriort evidence confirms this view ; but before inquiring into
this evidence let us first examine the cases on which Bland-
Sutton claims to establish the superiority of ovariotomy in all
circumstances over what he terms ‘‘ the ancient method ™ of
reposition, He cites two cases which came under his personal
observation.

Case XXI.—Primipara, aet. twenty-eight, in labour for
twenty hours. On admission to hospital hollow of sacrum
found filled with large tense cystic mass which completely
occupled the true pelvis. Immediate operation; head of feetus
so firmly impacted in pelvis that finger could not be inserted
between uferus and pelvis brim ; Cwesarean section ; child alive ;
mother ‘‘convalesced with as little trouble as after normal
labour . The tumour was a dermoid, measuring 10 by 8 em,

Case XXII.—A multipara, aet. thirty-three, found in her
third confinement to have pelvis obstructed by tumour. Bland-
Sutton was consulted and, though he did not see patient, advised
her removal to hospital for ovariotomy. Instead, another practi-
tioner was called in, and together they succeeded in pushing
up tumour and extracting child with the forceps. On third day
severe pain in abdomen accompanied by vomiting, an acceler-
ated pulse and high temperature. Sent to hospital in critical
condition ; abdomen greatly distended and tender; pulse 150,
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temperature 100 ; genfle examination of the abdomen revealed
no tumour ; concluded that had burst, a conjecture which proved
erroneous ; operation performed ; a large quantity of purulent
fluid escaped on ineision ; general peritonitis ; an ovarian tumour
the size of a feetal head found and removed ; its pedicle was |
twisted through a complete revolution; no signs of injury |
observed in uterus or in pelvis ; tumour was a semi-solid ovarian
adenoma. Death eighteen hours after the operation.

We have here one suceessful case of ovariotomy intra-partum
contrasted with a case in which reposition was effected with a
fatal issue to the mother. No note is made of the important |
point as to the interval which elapsed between the onset of
acute symptoms and operation in the latter case, It will be
admitted, too, that, with fuller evidence at our disposal, one
unsuccessful case is insufficient to found an unqualified condem-
nation of a method which in the past has yielded satisfactory
results ; indeed, the above case is, so far as I know, the sole
published instance in which axial rotation followed reposition,
with the doubtful exception of a case reported by Camden.

While emphasising this unsuccessful case, Bland-Sutton
dismisses the evidence in favour of reposition with the remark
that ‘it is easy enough to draw up a list of half a score
successful cases, but the unsuccessful cases are unrecorded, and
thus we are deprived of any means of comparison ”. There is
no proof that such is the case. On the contrary, one would
more naturally expect the unsuccessful cases to be recorded ;
indeed, of the previously unpublished cases of which I have been
able to obtain the details all have been successful save one of
ovariotomy in pregnancy, and one of post-partum ovariotomy.

We may, then, rely with tolerable confidence on the pub-
lished results. It may be recollected that the mortality follow-
ing reposition was 8 per cent., but of the cases included in this
analysis a large number oceurred in the early days before anti-
septics and before the nature of the complication was generally
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understood. If we confine ourselves to the cases of the last
twenty years we find that reposition has, with but two excep-
tions, been attended with success. It is true that intra-partum
ovariotomy shows even better results, all the published cases
being successful ; but in all the operations were performed by
experienced ovariotomists, and their numbers are still too few
to justify dogmatic conclusions. A fairer comparison is to be
found in the statistics of ovariotomy in general and of ovariotomy
in pregnancy. The general mortality of ovariotomy is still, as
has been seen,’ nearly 10 per cent., while in pregnancy, not-
withstanding that the operations were, for the most part,
undertaken under favourable conditions of time and place and
with the strictest aseptic precautions, the maternal mortality
was 5°6 per cent., little better than that obtained by reposition
during the actual progress of labour.

It may be argued that by the radical method the woman is
at the same time permanently relieved of her tumour, whilst to
the mortality of reposition must be added the mortality of the
subsequent ovariotomy. This is no doubt true, and it is never
claimed for reposition that it is more than a temporary measure ;
but there is another point which has been so far left out of
account, namely, that in the event of a complication, such as
torsion, ensuing after reposition, an immediate operation gives
every prospect of a successful issue, as will be seen from a con-
sideration of the statistics of post-partum ovariotomy.?

Enough has been said, I think, to show that reposition
cannot be justly discarded as a method of treatment. That it
is entirely free from danger I do not for a moment maintain,
but in certain circumstances it is the best method of dealing
with this complication of labour.

'Greig Smith, Allbutt and Playfair's System of Gynecology, p. 873
(see p. 107).
*See p, 250,
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I't will be seen from what has just been said that the views
which I expressed in 1897 have been somewhat modified. I
then stated, however, that sufficient practical experience was
wanting to establish the relative value and position of the
more recent operative measures. At that time only 2 cases of
abdominal, and 3 of vaginal, ovariotomy intra-partum were
on record. Several cases have since been published, and
the promise of the earlier operations has been maintained.
Ovariotomy has been performed during labour on 15 occasions
(abdominal 8 times, vaginal 7 times), in all with a successful
result for the mother and, where ascertained, for the child.
Besides these there have been added 12 cases in which, owing
to the impossibility of elevating the tumour, Caesarean section
preceded the ovariotomy. The results were almost equally
satisfactory.,! This success compels a change of view, and
makes it necessary to revise my previous recommendations and
bring them into accord with recent experience and opinion,

This I shall do in the form of a series of propositions which
[ trust may not only be convenient for purposes of reference,
but may be a practical guide in the often difficult problem of
deciding which of the recognised methods is best suited to
the circumstances of the individual case.

(1) Ovariotomy is the best treatment, and should be pre-
ferred when the patient can without delay be placed under
the charge of an experienced operator. The abdominal is, in
general, to be preferred to the vaginal route.

(2) Where time or place do not admit of ovariotomy,
reposition should be attempted, but the effort to push up the
tumour should neither be too forcible nor greatly prolonged.

(3) In the majority of cases it will be possible to deal
successfully with the complication by one or other of these
methods, When both are found impracticable, no time must

| See table vii., p. 222,
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be lost in carrying out the measures which circumstances
dictate. The greatest danger lies in delay.

(4) The tumour should then be either aspirated or, prefer-
ably, incised : when incised it should be stitched to the
vaginal wall if time permit, or, which is better, it may be
evacuated and plugged with iodoform gauze. Both these
measures are temporary and should be followed by ovariotomy
as soon as possible after labour.

(5) When the tumour is solid, or semi-solid, and only
partially reducible by incision, an attempt must be made, no
matter what the circumstances, to remove it by the vagina or
by the abdomen, and if this fail Casarean section must be
performed. In the hands of even an inexperienced operator
this will involve less danger than an attempt to drag the child
past the obstruction with the forceps.

(6) Version is in all circumstances contra-indicated. Forceps
or craniotomy must never be employed unless the obstruction
has been completely removed.

(7) In the abdominal operation for the removal of the
tumour Cwmsarean section should rarely be necessary. In
almost all cases it will be possible to deal with the tumour
by first drawing the uterine fundus through the abdominal
wound, or by getting an assistant to push the tumour up
from the vagina, while the uterus is simultaneously pushed
by the operator to one or other side of the pelvie brim.

(8) Tumours which have been reposed or incised during
labour must be removed as soon as possible in the puerperium.






ADDITIONAL CASES OF LABOUR OBSTRUCTED
BY OVARIAN TUMOUR.!

! Supplementary to Tables in volume xxxix. of Transactions of the
Obstetrical Society.
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SECTION III.

THE PUERPERIUM WITH OVARIAN TUMOUR.
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OVARIAN TUMOUR IN CHILDBED.

Tae dangers which beset the pregnant woman who is the
subject of an ovarian tumour do not terminate with the com-
pletion of labour. Indeed, serious symptoms are more likely
to occur during the puerperium than at any other time ; nor
is this difficult t6 understand when we call to mind the nature
of the complications to which these tumours are liable. The
conditions existing after labour will be seen to be peculiarly
favourable to their development.

Influence of Ovarian Tumour on the Puerperium.—
In many of the cases no abnormal influence on the course of
the puerperium has been noted. Indeed, it often happened
that the tumour was overlooked, while in other cases, beyond
the fact that the abdomen remained larger than after previous
confinements, nothing unusual was observed.

In the following case, which I had the opportunity of
seeing, a tumour of considerable size was not detected until
the second week of the puerperium,

Case XXIII.—Mrs. W., a secundipara, was spontaneously
delivered of a living child after an easy and seemingly normal
labour. She noticed that the abdomen did not diminish as
after her previous confinement. Her recovery was un-
interrupted, and she was allowed up early in the second
week. The persistence of the abdominal enlargement led
to an examination, when a tumour of the size of a football
was discovered. Six months after, ovariotomy was success-

(229)



230 THE PUERPERIUM WITH OVARIAN TUMOUR.

fully performed. The tumour, which was about the size of a
seventh month pregnant uterus, proved to be a multilocular,
partially solid eyst of the left ovary.,

That a recovery of this favourable character, however, is the
exception, not the rule, is proved by a study of the puerperal
history of the cases. In less than one-half do I find the
puerperium entirely undisturbed. The cause of the disturbance
is to be found in the ovarian tumour; indeed, it may be stated,
as a general rule, that the behaviour of the tumour determines
the character of the convalescence. When the former undergoes
no untoward change the puerperium is little affected, and in most
cases runs a normal course. Involution is in no way retarded,
and the pulse, temperature, and general condition are those of
a natural confinement. The position or mechanical relations
of the tumour may cause retroversion of the uterus, or even
axial rotation of it. Both these results have been met with,
and, when present, no doubt tend to delay involution, but do
not seem otherwise to affect convalescence.

Influence of the Puerperium on Ovarian Tumour.—
In endeavouring to estimate the effect of the puerperal con-
dition on ovarian tumours we are met with the difficulty,
already alluded to, that complieations, which have their origin
in pregnancy or in labour, may not reveal themselves clinically
till the puerperium. Of this the following case reported by
Cullingworth ! is an illustration :—

Case XXIV.—A woman, aet. thirty-four, was confined of
her seventh child after a very short labour, which consisted of
little more than one long violent pain. TFor some hours pre-
viously there had been a fixed pain in the left side with no
dilating effect on the cervix. Acute symptoms continued after
labour. For four days no action of the bowels or passage of

I Cullingworth, Practitioner, April, 1900.
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flatus, so that, no tumour being felt, the case was regarded
as one of intestinal obstruction. When seen by Cullingworth
the abdomen was large and tender, with free fluid in the lower
part. Laparotomy on the fourth day, when a large purple
cyst came into view, containing twelve pints of fluid mixed
with blood, and having its pedicle twisted no less than three
complete turns. There were no adhesions or evidences of
mechanical obstruction or peritonitis. Death occurred half an
hour after the operation.

It will be seen from the above case, where the symptoms
commenced with the onset of labour, how difficult it may
sometimes be to separate the effects due solely to the puer-
peral condition. We must be content to aseribe to its influence
all those symptoms and complications which arise during it,
and cannot be traced to an earlier origin.

Comparatively few cases are available for analysis. HKx-
cluding Jetter's eases, in which the various complications are
insufficiently differentiated, I find that 330 only passed through
pregnancy and labour without disturbance or without requiring
surgical interference. An examination of the puerperal history
of these proves that the conditions obtaining after labour are
peculiarly favourable to the occurrence of changes in an ovarian
tumour which are fraught with danger to the woman. No
fewer than 137 suffered from acute complications, while of
many others it is stated that there were febrile symptoms or
attacks of pain, of longer or shorter duration, which did not,
however, seriously interfere with convalescence. In more than
half of the cases then, it may be computed, some disturbance of
the puerperium was experienced.

The most common complication is undoubtedly torsion of
the pedicle of the tumour. This is favoured by the lax con-
dition of the abdominal wall and the sinking down of the
emptied uterus, to which the tumour may be attached by
adhesions. In 11 cases of post-partum ovariotomy published
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by Mangiagalli' torsion was found in 4, while it existed in
all save 1 of Aust Lawrence's 10 cases.® In our 330 cases it
oceurred 75 times, or in 22T per cent., while in pregnancy, it
may be remembered, it was met with in only 12 per eent. of
the cases. Its post-partum frequency is probably even greater
than the above analysis indicates, as many of the attacks of
fever or pain ascribed to peritonitis were almost cerfainly due
to minor degrees of torsion. In several cases, again, torsion
was found on operation, but as it gave rise to no symptoms
these have not been included.

Where the ovarian cyst is fixed by adhesions above, effects
similar to those of torsion may be produced by the traction
on the pedicle, which is caused by the descent of the uterus
after labour. Condamin® has recently reported a case in which
the abdomen remained large after the birth of the child, with
the persistence of intense abdominal pain ; meteoric vomiting
and pyrexia occeurred. A fortnight after, laparotomy was per-
formed, when the cyst, which was congested, was found firmly
adherent to the liver, transverse colon and mesentery. The
adhesions to the liver were so firm that portions of the cyst
wall were left. The pedicle was not twisted.

The other eomplications of ovarian tumour are likewise
more frequent in the puerperal period, and the explanation of
this is to be found partly in the conditions mentioned above,
partly in the liability to infective processes which attends every
labour. It is to this latter cause that must be attributed the
frequency with which suppuration has been met in the puer-
perium, In 150 ovariotomies Mangiagalli* found only 16
suppurating cysts, but of these no fewer than 7 were in his
post-partum operations. In our series of 330 cases I find that
suppuration took place in 30, or 9 per cent. The cases in which

1 Berliner Klinik. Woehenschr., 1894,

2 British Medical Jowrnal, 1893, vol. ii. .
! Condamin, Lyon Méd., June, 1902, i Mangiagalli, loc. cit,
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it was combined with torsion are not included. In commenting
on the frequency of suppuration in the puerperium, Spencer'
observes that the cause is not always easy fo ascertain—
““whether infection from tears in the genital tract, or from
the intestine when the vitality had been lowered by injury or
twisting of the pedicle””. Chronic and subacute torsion are
no doubt important factors, while the relatively greater
frequency of suppuration in pelvie tumours points to the in-
fluence of injuries sustained during labour.

Rupture of an ovarian cyst in the puerperium is not so
common as might be expected. Jetter records 13 instances,
while in the series of 330 cases under consideration it oceurred
only 13 times, or in 4 per cent. Apart from torsion and
suppuration, the most common cause is the dragging on
adhesions between the cyst wall and neighbouring organs.
The sudden alteration in position to which the descent of the
uterus exposes the tumour favours this occurrence. On 15
occasions rupture took place into the peritoneal cavity, into the
vagina or rectum 5 times, into the bladder 3 times, while on 3
occasions the cyst opened through the abdominal wall.

The danger is greatest when the cyst-contents are dis-
charged into the peritoneal cavity, though even without
operation this does not necessarily prove fatal. Butler Smythe *
reports a case in which a cystic tumour of the size of a
cocoanut and freely movable was detected early in pregnancy.
After consultation it was decided not to remove it, as it would
not interfere with pregnancy. No trouble was experienced
during gestation. The tumour was carefully watched during
the puerperium. At the end of a week it began to enlarge,
and on the nineteenth day the woman felt something give way
and experienced a sharp burning pain in the abdomen, but

' Spencer, Obstet, Trans., 1900, vol. xlii., p. 143,
“ Butler Smythe, Lancet, 1896, vol. ii., p. 809,
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thought it unnecessary to draw attention to it. On the
following day an examination was made, and no tumour was
to be found. There was no rise of temperature or increase in
the pulse rate, and no symptoms were observed either by the
nurse or by the patient, who left hospital apparently quite
well a few days later.

Inflammation of the tumour with resulting peritonitis is a
common but, on the whole, less dangerous complication. The
extent and severity of the inflammation vary greatly. There
may be merely a slight localised peritonitis, or there may be
acute general inflammation of the peritoneum. Inflammatory
symptoms, independent of torsion or suppuration, were met
with in about 7 per cent. of the cases.

SYMPTOMS.

From what has just been said in regard to the reciprocal
effects of the two conditions it will be gathered that the
symptoms of this puerperal complication present a wide
variation. In many cases it is expressly stated that there
was nothing to suggest either to the patient or to the
medical man the existence of any unusual condition. Even
tumours of large size may occasion no subjective symptoms
whatever, and there may be nothing to attract attention in the
pulse, temperature, or general character of the convalescence,
On the other hand, inflammatory symptoms may supervene.
These may be acute or may be so slight and transient as not
materially to affect the recovery. Frequently the symptoms
were of so mild and indefinite a character that they were
disregarded at the time, or attributed to some other less
important cause. For example, in some cases 1 find that
there was merely a continuous ache or sense of weight in
the region of the affected ovary. At other times occasional
attacks of pain were complained of. The attacks may last
only a few minutes, or a few hours, as happened in the first

i
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case that came under my own observation (p. 171). These
transient attacks, which may or may not be accompanied by a
rise of temperature, are generally due to slight rotation of the
tumour with temporary disturbance of the circulation through
its pedicle, or to tearing of adhesions or to pulling on them.,
When of longer duration they may depend on the same
causes, or be due to a localised peritonitis. As an illustra-
tion of the latter I may cite the following case recorded by
Aronson,!

Case XXV.—A primipara, twenty-four years of age, was
seized with pain in the abdomen three days after a normal
labour. The pain increased in severity, and fourteen days after
labour she observed that the abdomen was enlarging ; there was
no fever. When seen seven weeks after the onset of symptoms
the woman was found to be somewhat wasted and an@mic with
small, feeble pulse, but normal temperature. The abdomen
was distended, especially in the hypochondriac regions, the
right more than the left ; tenderness over the upper part of the
abdomen ; no distinet tumour could be recognised ; fluctuation
over the abdomen ; dulness varied with change of position,
save in the right hypochondriac region where there was an
area of fixed dulness; vaginal fornices free ; little subjective
trouble. A diagnosis of chronic peritonitis with ascites was
made., A month later the condition was unchanged, save
that it was thought a tumour could now be felt in the right
hypochondriac and the hypogastric region. Two years after-
wards, the abdominal symptoms never having disappeared, a
colloid cyst of the right ovary, extensively adherent, was
removed. Recovery was slow and attended with the formation
of abdominal and pelvie abscesses.

The obscurity of the signs in the above case was probably
due to the fact that the tumour was small and adherent to the

I Aronson, loc, cif.
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liver, and that its presence was masked by the existence of
ascites. It shows that even small tumours, situated in the
abdomen, may give rise to peritonitis in the puerperium.

Symptoms of greater severity, which we saw occurred in over
40 per cent. of the cases, are usually the result of one or other
of the complications of ovarian tumour. Their clinical features
are so ldentical with those which have been already detailed
under pregnancy that a separate description of them is un-
necessary. The following cases present a typical picture of
the complications of ovarian tumour in the puerperium. The
first two are selected from Aust Lawrence's series of post-
partum ovariotomies.?

Case XX VI.—Multipara ; during last six months of preg-
nancy suffered a great deal of abdominal pain and was larger
than in previous pregnancies ; during labour far more than the
usual suffering,  After labour she had several severe attacks of
abdominal pain accompanied by sickness and high temperature,
Five weeks after, Lawrence found a semi-solid tumour rising
from the pelvis to the umbilicus, equal in size to a six months’
pregnant uterus. Laparotomy ; cyst everywhere adherent ;
after freeing adhesions, cyst found to be absolutely iree.
What had happened was that the cyst had become rotated to
such an extent that the vessels of the pedicle were absolutely
blocked, and it would have become gangrenous had 1t not
contracted adhesions, The woman made a good recovery.

Case X XVII.—Multipara: during pregnancy observed that
she was much larger than usual, but otherwise did not
complain ; no unusual symptoms during labour ; on the third
day after, seized with acute abdominal pain, which persisted
with high temperature and swollen abdomen till she was seen
by Lawrence three weeks after. He found the woman very
ill, with an enormous amount of free peritoneal fluid and also

! Aust Lawrence, loe. cif.
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an abdominal cyst. Laparotomy, when an ovarian cyst with
twisted pedicle and everywhere adherent was removed. The
woman made a rapid recovery.

Case XXVIII.—A primipara, twenty-six years of age, was
seized six days after labour, which was spontaneously termin-
ated, with sudden severe pain in the abdomen, high fever, and
well-marked signs of perifonitis. Three days after she was
seen by Professor Landau. She was in an extremely weak
condition, with dyspncea, fever and a rapid, thready pulse,
The abdomen was so much distended that the puerperal uterus
could not be felt at all. On percussion there was a clear
tympanitic note over the symphysis, but dulness in the left
loin, where a distinet bulging was observed. On palpation a
moderately defined, hard swelling was made out. The position
of the swelling suggested a renal tumour, but the normal
character of the urine along with the peritonitic symptoms did
not support this diagnosis. Aspiration yielded a blood-coloured
fluid. Landau gave as a probable diagnosis an ovarian cyst
with twisted pedicle. Operation was recommended, but was
not performed for several days. In the interval free fluid was
found in the peritoneal cavity with resonance over the situation
of the tumour. Rupture of the cyst was then diagnosed. At
the operation more than a litre of dark blood mixed with fluid
was found in the peritoneal cavity, with a ruptured ovarian
cyst the pedicle of which was twisted one half turn. The
woman made a good recovery. (From Professor Landau’s
Klinik ; L. Pick, Dissertation, Konigsberg.)

In childbed the true significance of the febrile symptoms is
apt to be overlooked from the resemblance which they present
to the symptoms of an acute puerperal infection. Many
observers have been misled by this resemblance. Mistakes
can be prevented only by keeping in view the possibility of
an ovarian cause in all febrile attacks following labour, and
excluding that possibility by the most eareful examination,
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DIAGNOSIS.

The early recognition of an ovarian tumour complicating
the puerperium is of the utmost importance. A knowledge
of its existence will at once explain the acute symptoms which
are so apt to supervene, and will prevent errors of diagnosis
and delay in carrying out the necessary treatment.

It is seldom that we meet with the difficulty in diagnosis
that is so often experienced in pregnancy. The physical con-
ditions present make the detection of the tumour easy. No
doubt in many cases the tumour has escaped observation, but
that is usually because it has not been looked for. In a case
reported by Heinricius' an ovarian cyst was mistaken for the
puerperal uterus, notwithstanding that it rapidly increased in
size. The case was regarded as one of puerperal infection, and
it was not till the eleventh day that it was discovered that what
had been regarded as the uterus was an independent tumour,
On laparotomy it proved to be a suppurating ovarian cyst.

The most important point in the diagnosis is an early
examination, before the abdominal signs are masked by peri-
tonitis. A daily, or at least occasional, examination of the
abdomen of puerperal women should be routinely made. Many
errors in diagnosis would thus be avoided.

Recognition of the tumour must rest on the physical signs,
As a rule, no difficulty will be experienced save in those cases
in which no examination is made till several days after the onset
of some ecomplication. Peritonitis may then obscure the physical
signs of ovarian disease.” In these circumstances men of even
wide experience in abdominal examination have been unable to
satisfy themselves of the existence of a definite tumour, notwith-
standing that its presence was suspected.

Uncertainty as to the exact nature of the tumour will exist

| Heinricius, Ann, de Gynécol., vol. xlvii., p. 255.
2See a case recorded by Bland-Sutton, p. 205 (Case XXIIL.).
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chiefly when it occupies the pelvis. An elastic fluctuating
tumour detected in the posterior or lateral fornices after labour
will usually be ovarian. The conditions which most closely
simulate it are a simple localised peritonitis or parametritis, a
pedunculated fibroid, a displaced cystie kidney, or an old extra-
uterine gestation sac. The two last are so rare that they may
practically be disregarded. The differential diagnosis of the
other conditions has already been discussed under pregnancy.
An examination under chloroform will often be of service,
but will not always reveal the true state of matters. In not a
few of our cases a decisive diagnosis was impossible till the
abdomen was opened. This should always be done where
doubt exists as to the cause of dangerous puerperal peritonitis.

PROGNOSIS.

The existence of an ovarian tumour in the puerperium must
always be a source of anxiety. The danger is greater at this
time than during pregnancy owing partly to the increased
liability to complications of the tumour, and partly to the fact
that complications traceable to pregnancy or labour often do
not present themselves in dangerous form till the puerperium,
There is a good deal of truth in the statement which Bland-
Sutton ! makes in passing from the consideration of ovarian
tumours in the pelvis to deal with those that occupy the abdo-
men during labour : ““ We have now to deal with a much more
insidious, and far more fatal, complication, namely, when an
ovarian tumour complicates labour, and delivery is completed
without, in some cases, its presence Being even recognised ",
The danger lies not in the situation of the tumour, but in the
fact that abdominal tumours are more likely to escape recog-
nition till some dangerous complication supervenes,

In estimating the influence of the puerperium on ovarian

! Bland-Sutton, Lancet, 1901, vol. i.
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tumour it was noted that acute complications arose in over 40
per cent. of the cases, while in many others minor disturbances
of the puerperium resulted. Even these figures do not give the
full measure of the danger, as we then excluded all puerperal
complications whose origin could be traced either to pregnancy
or labour. If we add these we find that some acute complica-
tion of the puerperium oceurs in about 1 out of every 2 cases.

Note has already been taken of the fact that few of the
deaths attributable to the complication of pregnancy with
ovarian tumour take place before the completion of labour.
The most acute complications arising during gestation seldom
prove fatal till after the uterus has been emptied. Notwith-
standing fthis fact and the frequency of purely puerperal
complications, a fatal issue ensued in only 18 per cent. of the
cases. In many, however, it was only averted by timely opera-
tion. The post-partum mortality, without operation, may be
set down somewhat roughly at about 28 per cent.

In individual cases there are various factors which influence
the behaviour of the tumour, and consequently the woman's
recovery. The character of the labour has less influence than
might be expected. Rapid and easy labours seem quite as
liable as the more protracted and difficult to be followed by
complications. It is a curious and noteworthy fact, to which
Sir John Williams has called attention, * that the mortality in
the easier labours was as large as in the more difficult ones,
in cases which required little or no help as in those demanding
the greatest skill .!

The character of the tumour will affect the prognosis.
Those of a malignant character are the most serious; but
they do not necessarily prove fatal. At least two cases have
been successfully operated on post-partum, in which the
tumour was found to be sarcomatous. Dermoid tumours

I Williams, Cavendish Lecture, 1897.
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are, on the whole, more dangerous than simple or multi-
locular cysts.

The situation of the tumour during labour has an important
influence on the prognosis. If it lies in the pelvis, and the
condition is not recognised till too late to permit of its being
returned to the abdomen, or if previous to reposition the
tumour has been subjected to prolonged pressure, the prog-
nosis is more serious.

Small tumours are as much to be feared as the larger, while
their inherent danger is increased by their greater liability to
escape detection. Grave symptoms in the puerperium have
been found to depend on tumours no larger than a hen’s egg,
as, for instance, in the following fatal case, for the notes of
which I am indebted to Sir John Williams.

Case XXIX.—A primipara, on the third day after an easy
labour, in which she was not seen till the head was on the
perineum, had a sudden rise of temperature to 102. Examina-
tion disclosed a tumour about the size of a hen’s egg in the
right posterior quarter of the pelvis, which was believed to be
an ovarian dermoid. Peritonitis set in with high temperature.
There was no tenderness or distension till a day or two before
death, which took place on the thirteenth day after labour.

An important factor in the prognosis is the treatment
adopted. Even where complications of the most serious kind
arise, the danger may usually be removed by immediate opera-
tion, but the success of laparotomy will depend on early
recognition, which, indeed, must be regarded as a most im-
portant element in the prognosis.

16



TREATMENT.

In approaching the treatment of ovarian tumour in the puer-
perium we are met by a somewhat simpler problem than was
presented during pregnancy, as we have here to consider only
one life, that of the mother. Notwithstanding this simplifica-
tion of the issue, there prevails much uncertainty as to the
best method of dealing with this complication. This may be
traced to the old belief, which is only slowly disappearing, that
operations are especially hazardous in the puerperal period. I
hope to be able to show that the risks are to a large extent
accidental, and not inherent in the post-partum condition.

The puerperal management of ovarian tumour has been
strangely neglected in text-books on midwifery. Though the
more recent discuss at some length the treatment during preg-
nancy, scarcely one refers to the management in the puerperium,
None lay down definite rules for the guidance of the practitioner.
This is all the more remarkable when one considers that the
puerperium is the period of most danger, and that, in a large
proportion of these cases, the tumour is first recognised either
towards the end of, or after labour, Of Aust Lawrence's 10
cases not one was detected during pregnancy.

The frequency with which pregnancy runs its course
without the tumour being recognised, and the great danger
to the woman throughout the puerperal period, make 1t im-
perative that all uncertainty as to the best method of dealing
with these cases should, if possible, be removed. Hitherto,

with no records of past experience to guide him, each man
(242)
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has been a law unto himself, The result has been a wide
difference in the attitude adopted, as might be expected in
a condition which presents symptoms and dangers of such
varying degrees. This applies chiefly to those cases where
no complication arises., Where acute symptoms supervene it
is generally agreed that immediate laparotomy should be per-
formed. It will be well, then, in discussing the treatment,
to consider the two kinds of cases separately: (1) where the
tumour causes no disturbance of the puerperium ; (2) where
acute symptoms manifest themselves.

1. Where the Puerperium is Undisturbed.— Before
proceeding to consider the treatment which should be here
adopted, I shall briefly review the methods which have in
the past been employed, and the opinions which have been
expressed by the few writers who deal with the post-partum
management of cases of this kind.

Heiberg,! who is the first to discuss the puerperal manage-
ment, dismisses the whole question in a few words. He
expresses the opinion that the puerperal period contra-indicates
ovariotomy, and agrees with Heywood Smith * and Schroeder *
that operation should be postponed for at least six or eight
weeks after labour. Thoman * is still more strongly Gpposer]- to
ovariotomy in the puerperium. As only unfavourable results
are to be expected, he maintains that operation is absolutely
contra-indicated. Winter,” on the other hand, while agreeing
that ovariotomy should be deferred in the absence of symp-
toms, urges the necessity for immediate operation on the first

! Heiberg, loc. cit., p. 160.

*Heywood Smith, Obstet. Trans., vol. xix., p. 195.

*Schroeder, Veit: Berlin. Klinik. Wochenschr., 1876, p. 893: and
Zeitsch. f. Geburts. u. Gyndk, 1880, Bd. v.

Thoman, * Schwangerschaft und Trawma,” Wien, 1889,

* Winter, Inaug. Dissertation, Berlin, 1891.
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signs of torsion of the pedicle, which he points out is the
danger most to be feared in a puerperal woman with an ovarian
tumour. He gives two instances of ovariotomy, in one of which
operation was postponed till after the puerperium, though
symptoms of torsion appeared a few hours after delivery ; in
the other ovariotomy was performed two days after labour.
From a consideration of these two eases he concluded that to
postpone operation was only to increase the difficulties by
allowing the formation of adhesions.

In their papers already referred to, Aust Lawrence and
Mangiagalli, though both emphasise the dangers of an ovarian
tumour in the puerperium, do not seem to recommend earlier
operation, They cite their cases rather as an argument in
favour of ovariotomy during pregnancy, but in most of the
cases, indeed in all of Aust Lawrence's, this would have been
impossible, as the tumour was not detected before the onset of
labour. Still later Lohlein ' discusses the subject in an im-
portant paper entitled ** Ovarialtumoren und Ovariotomie in
Schwangerschaft, Geburt und Wochenbett ’. He deals, how-
ever, with only a few special cases of pelvie tumour, making
no reference to the management in childbed of the larger class
where the tumour occupied the abdomen during labour,

Among the most recent writers we find no suggestion of
operative removal in the absence of threatened or urgent
symptoms, Even Bland-Sutton, whose advanced views cannot
be denied, advises ovariotomy in those cases only in which
disturbances arise. ‘‘ It cannot be too strongly urged,” he
concludes, *‘ that when a puerperal woman known to possess
an ovarian tumour exhibits unfavowrable symptoms, ovariotomy
should be resorted to without delay.”*

From what has just been said it will be gathered that, up

| Léhlein, Gyndkologische Tagesfragen, Heft iv.
2 Bland-Sutton, Lancet, 1901, vol. i.
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to the present time, there has been a general, though tacit,
agreement that ovarian tumours which do not disturb the
puerperium should not be interfered with, but treated in an
expectant way. The only exception to this is to be found in
regard to certain cases where the tumour occupied the pelvis
during the whole or part of labour, and has been exposed to
such pressure or injury as would almost certainly lead fo
trouble in the puerperium. Instances of this were given in
dealing with pelvie tumours during labour. Where the injury
to the tumour has been considerable, or where the cyst contents
are known to be of an infective character, Hohl' inclines to
removal immediately after labour.  Flaischlen,” again, re-
commends laparotomy, at the latest on the following day, in
those cases where the tumour has been punctured, while
Rubeska,” in remarking on his own case, states that he would
extirpate an ovarian tumour, which before reposition was ex-
posed to some hours’ pressure, at the end of the first week of
the puerperium, even if there were no other indications—sup-
puration, torsion of the pedicle, etc. He postpones operation
till the end of a week to insure that there is no puerperal
infection of the uterus.

In dealing with the after-treatment in my paper* on pelvic
tumours in labour, T stated that, while the whole subject was
still sub judice owing to want of sufficient practical experience,
the conclusions to which a careful consideration of the facts
had led me were : (1) Where the delivery had been effected by
Cwsarean section the tumour should if possible be coincidently
removed. (2) Where the cyst contents are proved, or strongly
suspected of being, infective, or where the tumour has been
subjected to long-continued pressure, abdominal ovariotomy

I Hohl, Archiv f. Gyndk., 1896.
* Flaischlen, Zeitschr. f. Geburt, w. Gyndk., Bd. 29.

* Rubeska, Monatsschr. f. Geburt. u. Gyndlk., 1895,
+ Obstet, Trans., 1897, vol. xxxix.
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should be performed immediately, or within a few hours, after
delivery. (3) Where the tumour has been subjected to con-
siderable pressure before reposition, and is believed to be a
dermoid, 1ts removal should be effected at the end of the first
week of the puerperium. (4) Where reposition has been
successful early in labour, or where puncture reveals the tumour
to be a simple eyst, expectant treatment should be adopted, but
the supervention of severe inflammatory symptoms should at
once be followed by laparotomy.

These recommendations were made from a study of pelvie
cases only. A more extended survey, which includes the
puerperal history of a very large number of cases, convinces me
that the rule which in ordinary circumstances applies to ovarian
tumours, namely, to remove them as soon as possible, should
apply with equal, if not with even greater, force to those which
complicate the puerperium. The following considerations will, 1
think, confirm this view: (1) Under an expectant treatment
acute symptoms are to be anticipated in 1 out of every 2 cases.
(2) Where operation has to be undertaken in the presence of
some complication of the tumour its dangers are admittedly
much inereased. (3) There is no proof that operations in the
puerperium are attended with any additional risk, provided the
confinement has been conducted with strict aseptic precautions;
but, even granting a somewhat increased risk, the danger is
less than that which delay, with the possibility of complica-
tions, would involve.

The whole evidence at our disposal points to the truth of
these propositions, and, if they are admitted, it is the duty of
teachers to lay down as a definite rule that, when an ovarian
tumour is discovered towards the end of labour or during the
puerperium, it should be removed without unnecessary delay.
Extirpation is the best safeguard against possible complications.

In connection with those eases in which the tumour is first
detected during labour the question naturally arises as to what,
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if any, interval should be allowed to elapse between its com-
pletion and the operation. This will be considered when we
come to deal with post-partum ovariotomy.

2. Where Acute Symptoms Supervene.—There is little
difference of opinion as fo the treatment which should be fol-
lowed when acute symptoms manifest themselves in a puerperium
complicated with an ovarian tumour. Itis generally agreed that
ovariotomy should be at once performed. Condamin,! how-
ever, takes a somewhat different view. Where the cyst escapes
notice till the onset of an acute complication, he advises the
postponement of operative interference until the cessation of the
peritoneal reaction, unless the patient’'s condition becomes too
serious. With this view the writer does not agree. Delay
serves only to increase the risks by exhausting the woman's
strength and by allowing the formation of adhesions, which
add to the difficulties and dangers of removal. An illustration
of this is to be found in a case reported by Alban Doran,” in
which torsion with infection of an ovarian eyst occurred during
the puerperium. Operation was deferred for two months. The
tumour was found universally adherent with feetid contents.
Symptoms of infection from baecilli coli supervened, and the
woman died six days after. Doran notes that this form of
infection is a *“ frequent complication after the separation of
intestinal adhesions in ovariotomy when malignant or strongly
adherent dermoid tumours are removed ".

The more eritical the condition of the woman, the more
urgent the necessity for operation. No matter how grave and
serious the symptoms are, there should be no hesitation in
opening the abdomen if there is evidence of the existence of a
definite tumour, Indeed, one may go a step further and assert

! Condamin, Lyon Méd., June, 1902,
2 Alban Doran, Lancet, 1902, vol. i.
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that in all cases of dangerous puerperal peritonitis, of doubtful
origin, an exploratory laparotomy should be performed. In
several instances this has led to the discovery of an unsuspected
ovarian tumour, the removal of which has prevented what would
otherwise have been a fatal issue. There can, indeed, be little
doubt of the truth of Aust Lawrence’s surmise that many
women have died of so-called puerperal peritonitis when a
timely operation would have saved them.’

I Aust Lawrence, loc. cif.
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POST-PARTUM OVARIOTOMY.

A FEw words may with advantage be added to what has
already been said in regard to post-partum ovariotomy. Not-
withstanding its importance, it has, so far, received but scant
attention from writers on obstetries.

That immediate removal will come to be recognised as the
treatment which should be followed in all cases of ovarian
tumour in the puerperium, complicated and uncomplicated
alike, I do not for a moment doubt. My reasons for this have
already been stated. The expectant treatment, which at the
present time is generally advocated, is based on the belief that
the puerperal period is peculiarly prejudicial to surgical opera-
tions. Certainly, it is not the time one would select for an
operation which could be safely postponed, but in the case of
ovarian tumours delay involves many dangers. The risk of
operation in the puerperium lies not in the post-partum con-
dition itself but in the possibility of puerperal infection. For
proof of this we must rely largely on the results of post-partum
ovariotomies. Surgical literature furnishes but little evidence
on the point.

Until recently instances of post-partum ovariotomy were
few and the results far from satisfactory., In 1881 Heiberg
found only 15 cases in which ovariotomy was performed within
eight weeks after labour. Of these no fewer than 10 proved
fatal. Since then, and more particularly within the last few
years, the number of recorded cases has been largely augmented.

(249)
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I have been able to collect 92 further instances, and an analysis
of them yields much interesting and valuable information. With
few exceptions the operations were undertaken after the onset
of some grave complication, or in some unfavourable condition
of the patient. Acute or subacute torsion of the pedicle was
present in 28, suppuration in 16, rupture in 8, and acute peri-

tonitis in 12, while in 2 the tumour was malignant, and in 2

the cyst was gangrenous from injuries sustained during labour,
In comparatively few of the cases was ovariotomy performed
immediately, or even within a few days, after the onset of the
complication,

Of the 92 operations no fewer than 79 were successful. If
we examine the circumstances at the time of operation in the
fatal cases, it will be seen that the condition of the woman was so
serious as almost to preclude a successfulissue. Of the 13 fatal
cases 8 will be found in the table of post-partum ovariotomies.
Of the remaining 5 there was torsion with general peritonitis in
2, suppuration in 1, rupture in 1, while in Orthmann’s case the
tumour was malignant with metastatic deposits on the peri-
toneum. Kxcluding the last, and the two first of the tabulated
cases, we get o series of 89 ovariotomies performed during the
puerperal i:erim] with 10 deaths, or a mortality of 11°2 per cent.
It is doubtful if ovariotomy, apart from the puerperium, would
give better results in a series of cases in which complications
had existed for days or weeks before operation.

In not one of the 10 fatal cases was ovariotomy performed
within forty-eight hours of the occurrence of acute symptoms.
Barlier operation would no doubt tend further to improve these
results, while it is reasonable to assume that, if complications
could be anticipated, the mortality would be little, if at all,
higher than that of ovariotomy in general.

The facts at our disposal, though few, support this con-
clusion. TIn all the fatal cases an acute complication existed,
with the exception, perhaps, of Mond’s case, in which, however,
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the cyst was aspirated previous to labour. In 17 cases no
complication preceded operation, and all the patients made
good recoveries.

In the subjoined table only those cases are included which
were operated on within two weeks of labour. In 6 no compli-
cation was present. Of the remaining successful cases torsion
was present in 2, suppuration in 3, gangrene of the cyst in 1,
peritonitis in 3, while in 2 the cyst ruptured during, in 2 after,
labour.

The existence of an acute complication does not preclude a
successful issue. Many of the women at the time of the operation
were extremely ill. In Hirst's case! the patient’s condition is
stated to have been “ almost hopeless . Mangiagalli * deseribes
one patient, in whom a eystic tumour ruptured during labour, as
practically moribund when admitted to hospital. Ovariotomy
was performed, however, as a last resort and the woman
recovered. These results should encourage operation even in
cireumstances that seem hopeless.

It has been shown, then, that no good reason exists for
postponing ovariotomy till the end of the puerperium. All the
available evidence points to the advisability of early operation
as the best prophylactic against those dangerous complications
which are so liable to occur post-partum, and which render
operation so much more difficult and hazardous that it is of
the first importance to anticipate them.

! Hirst, International Clinies, 1898 (see Table, Case 24).
* Mangiagalli, loc. cit. (see Table, Case 19).
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TIME OF OPERATION.

Havina established the necessity for early ovariotomy in the
puerperium, we have now to consider the time at which the
operation may most safely be carried out. How soon should a
tumour be removed which has been first detected during labour ?
Should ovariotomy be undertaken at once, or should an interval
be allowed to elapse to permit the woman to recover from the
necessary fatigue and shock ?

In endeavouring to answer this question we get little direct
help from experience. I find records of only 11 cases operated
on within the first week of the puerperium. 1In 5 of these
there was present an acute complication, and in 2 there were
evidences of infection with pyrexia and peritonitis, Notwith-
standing, 4 of the 7 recovered. In the 3 fatal cases the éircum-
stances at the time of operation were such as almost to preclude
the possibility of a successful result ; in 1 the operation was
performed on the day following a labour brought on prematurely
by rupture of the cyst in the sixth month ; 1 was operated on
immediately after a labour complicated by placenta previa,
rupture of the uterus, and rupture of the cyst; while in the
third the woman was brought to hospital in a hopeless condition,
having been four days in labour with a large suppurating cyst in
the abdomen. In these 3 cases operation was compulsory, and
no useful deductions can be drawn from them as to the safety of
removing an uncomplicated ovarian tumour after labour,

Four cases only were operated on in the absence of compli-
cations, and all 4 proved successful. In one case the operation

was performed on the fourth, in another on the seventh day of
(254)
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the puerperium. In the following case, for the notes of which
I am indebted to Dr. Gow, a parovarian cyst was removed imme-
diately after the completion of labour.

Case XXX.—M. H., thirty-four years of age, in labour with
her first child, was admitted to Queen Charlotte’s Hospital on
13th March, 1901. Labour pains began at 6 .M. on the 11th.
The head presented, the os was the size of a crown piece, and
the membranes were unruptured. In Douglas’s pouch a cystic
tumour was felt, compressed between the sacrum and the head
which could make no progress. The tumour was smooth, tense,
and had a pedicle. Under anwmsthesia Dr. Gow pushed the
tumour up, ruptured the membranes, and completed delivery
with the forceps. The child was suffering from shock, but
quickly recovered. Preparations were at once made for ovari-
otomy, and without removing the patient from the table the
abdomen was opened, and the tumour, which was of the size of a
large orange and proved to be a parovarian cyst, was removed,
The layers of the peritoneum were so closely adherent to it that
it could not be enucleated. The patient made an uninterrupted
recovery, the temperature only once, on the fourth day, reaching
100.

Hohl! removed a dermoid tumour, which had obstructed
labour and required aspiration, two hours after labour. Not
only was the result successful, but it proved the wisdom of
early operation, as there was found in the peritoneal cavity
dermoid contents, which had escaped from the opening in the
cyst wall.

Apart from these two cases I find no instance of the removal
of an uncomplicated ovarian tumour immediately or within a
few hours after labour. As we have seen, however, ovariotomy
has been performed on 15 occasions (7 per vaginam) during the
actual progress of labour, without one unsuccessful result as

! Hohl, loc. cit.
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far as the mother is concerned ; and it may reasonably be con-
cluded that no greater risk would attach to operation under-
taken on the completion of delivery,

The conditions and environment which usually obtain im-
mediately after labour are so unsuitable for serious operations
that this time should be chosen only if there were danger, as in
Hohl's ease, in postponing the operative removal of the tumour
till a more favourable period. The dangers that lie in delay
have already been insisted on, and the fact that many of the
complications arise during the first few days of the puerperium
make early operation imperative.

There are probably few cases in private practice in which the
operation can be proceeded with immediately on the completion
of labour, The careful preparation which i1s necessary for its
safe performance will often be impossible.  Again, objection
may be raised by the woman or her friends, who refuse to
believe that danger exists now that the labour is safely over.
There will, too, be a natural reluctance on the part of the
practitioner to submit the patient, who is comfortable and
anxious to rest, to a second ordeal. But, to borrow the words
of Dr. Haultain,' *“ it is only anticipating the necessary operation
by a few weeks, and removes the immediate risks of a possibly
injured fumour, Further, the patient by this means is saved a
double period of being laid aside, the necessary period of con-
finement during the puerperium being oceupied by the con-
valescence after laparotomy.”

Though immediate removal is the safest treatment, and is
in many cases to be urged, it will not be found generally
necessary ; but when circumstances permit ovariotomy should
not be postponed for more than twenty-four hours. All the
evidence meantime at our disposal points to this as the safest
and therefore best procedure.

| Haultain, loc. cit.
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SUMMARY OF TREATMENT OF OVARIAN TUMOUR
IN THE PUERPERIUM.

In the following propositions the treatment of ovarian tumour
in the puerperium is shortly summarised :—

1. In all cases, complicated and uncomplicated alike, ovari-
otomy should be performed as early as possible.

2. If the tumour be first detected during labour, its removal
may be safely undertaken immediately or within a few hours
after delivery, provided the labour has been conducted with
proper antiseptic precautions,

3. It is doubtful whether even the possibility of puerperal
infection should be regarded as a sufficient reason for post-
poning operation, owing to the great danger of coincident
infection of the cyst.

4. In all cases of acute complication, arising from the
tumour, immediate operation is imperative. HEven when the
symptoms and condition are so grave as almost to preclude
hope, laparotomy is not only justifiable but necessary. Experi-
ence shows that even in these circumstances removal of the
tumour may lead to a successful result.

9. In cases of dangerous puerperal peritonitis, even when
no definite tumour can be made out, an exploratory laparotomy
is advisable. An unsuspected ovarian tumour has on several
oceasions been thus discovered and removed, with disappearance

of all the symptoms,.

(257) 17
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INDEX,

ABDOMEN, appearance of, 31, 38.
— belt for, after ovariotomy, 123.

— circumference of, before and after |

labour, 96.

— groove in, 38.

— inspection of, 38.

— palpation of, 38.

— percussion of, 39.

— rapid enlargement of, 31, 59, 61.

— sudden alteration in shape of, 68,

Abortion after ovariotomy, 111,

— — — at various months, 114.

— — — bilateral, 116,

— — — vaginal, 117.

— — operation and injury, 100.

— — — on pelvic organs, 101.

— — removal of intraligamentary

tumours, 113.

— — — of parovarian cysts, 113.

— — tapping, 90.

— frequency of,
tumour, 17.

Adhesions a cause of abortion, 18.

————— after ovariotomy,115.

— — — — post - partum h®morr-
hage, 165.

— ascites localised by, 58.

— causing symptoms simulating
torsion of the pedicle, 232.

— during ovariotomy, 112, 113, 117,
124,

— effect of, on position of uterus, 18.

— — — — uterine contractions,

164.

— — — — uterine retraction, 164.

— formation of, 23, 244, 247.

— Ppreventing reposition in pelvic
tumours, 196.

— tapping a source of, 89.

— tearing of,
uterus, 28.

— separation of, a source of infec-
tion, 247.

with ovarian

due to growth of

| Air in cyst as sign of suppuration, 68.

Albuminuria in pregnancy with
ovarian tumour, 21, 61.

| An@sthesia, value of, in diagnosis,

| 42, 43, 44, 189, 239,

Analytical tables—

Cases published since 1890, 73.
— of ovariotomy in pregnancy,
127.
— — labour obstructed by ovar-
ian tumour, 211.
—*— post-partum ovariotomy,
252.
Fatal cases of ovariotomy in
pregnancy, 108,
Showing prognosis for mother at
various months, 111.
_ — — — child at various months,
| 114,
Anuria after ovariotomy during preg-
nancy, 148.

Appendicitis during pregnancy, 65,67.
| — — — diagnosis of, from ovarian
| tumour, 65.

Ascites, occurrence of, in pregnancy
| with ovarian tumﬂur 21.
| — resemblance of, in pregnancy to
! ovarian tumour, 58.

— diagnosis of, 59.

Auscultation, ‘l.’Il.h]E of, in diagnosis,

40.

— — — — defining position of

| uterus, 93.

BacrorreMexT, value of, in diag-
nosis, 86, 89, 60.

Bilateral ovariotomy.
otomy.

Bimanual examination, 40,

 — — Howitz's extension of, 43.

Bladder, distension of, & cause of
mistaken diagnosis, 42,

| — irritability of, 30.

See Ovari-
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CEsAREAN section during labour, 187.

— — — — resulis of, 187.

— — — indications for, 195.

— — — necessity for early per-

formance of, 195.
— during pregnancy, 119,
— — — after injury to uterus,
102, 122,

Cases, number of, analysed, 4.

— source from which obtained, 4.

Cervix uteri, importance of changes

in, 86, 41.

— — — — direction of, 49,

— — — — position of, 40, 49,

Complications of ovarian tumour in
pregnancy, 22.

— — acute, frequency of, 28,

— diagnosis of, 64,

in puerperium, 230,

— frequency of, 281.

— treatment of, 247.

Conception, effect of ovarian disease
on, 1.

— after removal of both ovaries, 1.

Craniotomy with ovarian tumour in
pelvis, 186, 2i1,

— dangers of, 186,

— indieations for, 1938.

Cyst, ovarian, chemical character of
contents of, as an aid to diag-
nosis, 44.

Cystic degeneration of ovum in ovar-
ian disease, 19,

— — ———
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DuarH of child, causes of, T9.
— — mother during pregnancy, 68,
T2,

— — — during labour, 182,
Dermoid E_'_,-’ELH dangers of, in preg-
nancy, 78,

labour, 179.
expulsion of, during labour,

182,
frequency of, 6, 179,
management of, in ovariotomy,
119.

rupture of, 78, 164, 184.

site of, 8.

— suppuration of, 27, 78.
Diagnosis, importance of early, T4,

169, 237, 241.
— — — history in, 59, 65.
— of ovarian tumour in labour, 167,
187.

— m— m— — —

|

INDEX.

Diagnosis of ovarian tumour in prag-
nancy, 34.

— — differential, 45.

— fibromyoma uteri, 46.

refigverted gravid uterus,

floating kidney, 51.

extra-uterine gestation, 53,

ascites, 58.

hydramnios, 59.

pelvic exostosis, 63.

in the puerperium, 238,

—

—
—
—

Displacement, sudden, of ovarian
tumour during pregnancy. 9.
— — — case of, 31.

Eornampsia during pregnancy, 21.

— during labour, 183, 184.

Exostosis, pelvic, raaemblunce of, to
amri&n tumour, 41, 63.

— importance of rectal examination
in diagnosis of, 43.

Extra-uterine gestation, resemblance

of, to ovarian tumour, 53.

— — — combined with intra-
uterine, 53.

— — — diagnosis of, 54.

— — — miataken for ovarian
tumour  with intra-

uterine pregnancy, 54.
case of ovarian tumour
mistaken for, 50.

Faican accumulations mistaken for
ovarian tumour, 42,

Fibromyoma uteri, diagnosis of, from
pregnancy with ovarian tumour,
46,

— -— caseof, in pregnancy mistaken

for ovarian tumour, 48.

Floating kidney, resemblance of, to
ovarian tumour, 51.

— — cases of, in pregnancy, 52.

— — differential diagnosis of, 51.

Feetal heart sounds, value of, in diag-
nosis, 36, 40.

Feetus, influence of ovarian tumour
on development of, 21, 79.

— perception of movements of,36,39.
Forceps, in labour with ovarian
tumour in pelvis, 186, 219.

— — — after reposition, 184,
— — — after puncture, 185.
— — — dangers of, 186, 219,
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INDEX.,

Forceps, in labour, indications for,
193.

— early employment of, in labour
after ovariotomy during preg-
nancy, 123.

Frequency of ovarian tumour with |

pregnancy, 2, 4.
HaeMmoRRHAGE, accidental, after
ovariotomy, 122.
from tearing of adhesions, 23, 26,
123, 165.
in vaginal ovariotomy, 117, 120,
— — during labour, 199.
into ovarian cyst during preg-
nancy, 28.
— — — due to blow, 28.
— — — due to torsion of pedicle,
26, 66, 231.
post-partum, due to adhesions,
164.
— — — fatal case of, 165.
Hydramnios, case of pregnancy with
ovarian cyst mistaken for, 61.
— differential diagnosis of, 59.
— resemblance of, to pregnancy with
ovarian tumour, 59.
— — author’'s case in illustration, 61.
Hydro-nephrosis. See Kidney.

—

INCARCERATION of gravid uterus, 18,
31, 49.

Incision of pelvic eyst during labour,

* 193, 201.

— — — — after treatiment in, 202.

Infection of ovarian cyst, 192, 233.

— puerperal, resemblance of, to
complications of ovarian tumour,
T1, 237, 248.

— from bacilli coli, after ovariotomy,
247.

Injuries during pregnancy and their
effect on uterus, 100.

— of uterus. See Uterus.

Inspection as an aid to diagnosis, 38.

Intestinal obstruction in pregnancy

with ovarian tumour, 30.

— — symptoms of, in puerperium,
230. .

Intraligamentary tumours, effect of
removal of, on continuation of
pregnancy, 113.

Involution of uterus, efiect of ovarian
tumour on, 230.
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Kipxey, cystic, simulating ovarian
tumour, 51.
diagnosis of, 51.
cases of, 52.
— — removed per vaginam in belief
that ovarian cyst, 51,
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LasoUR,cases of, with ovarian tumour
in abdomen, 87,
164, 229, 230, 236.
—————— in pelvis, 164,
iy {1 i Ly T
causes of delay in, wmh ovarian
tumour, 164.
duration of, 163, 181.
influence cf ovarian tumour on,
163.
cbliquit}r of nterns in, 164,
precipitate, 163. -
premature, 17, 95.
— induction of, 94.
— — — after ovariotomy, 123,
— — — contra - indications Lo,
126.
— — — morbality after, 96.
rapture of ovarian eyst in, 163,
181.
torsion of pedicle in, 165.
spontaneous completion of, with
ovarian tumour in pelvis, 182,
— results of, 182,
— dangers of, 190.
with ovarian tumour.
mary, p. 161.
Laparotomy, exploratory, 35, 42, 52,
6.
— — mnecessity for, in puerperal
peritonitis of doubtful origin,
239, 248,

See Sum-

MemerAXES, foetal,
125.

Menstruation in ovarian disease, 35.

— normal period of, to be avoided
in ovariotomy, 125.

Mortality in pregnancy with ovarian
tumour, 72, 78.

injury to, 121,

| — in the puerperium with ovarian

tumonr, 240.
Non-INTERFERENCE in pregnancy
with  ovarian
tumour, 84.
dangers of, 85.
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OvaRIAN tumour a cause of cystic

degeneration of

ovum, 19.
————— deviation in uterine

axis, 20, 164.
————— incarceration of

gravid uterus, 18,
sterility, 2.
bilateral, 7.
carcinomatous, 7.
complete disappearance of, 13,
eystie, 6.
dermoid. See Dermoid cysts.
fibromatous, 7.
frequency of, associated with

pregnancy, 2
influence of, in causing abor-

tion, 17.

— & — — in producing uterine
torsion, 19.

— — — — on development of
foetus, 21,

on pregnancy, 17.
pregnancy on growth
of, 11.
—————— origin of, 10.
in labour, See Labour.
in pregnancy. See Pregnancy.
in puerperium, 227.
— — reciprocal influences,
220,
number of cases ana-
lysed, 231.
frequency of acute com-
plications in, 231.
symptoms of, 234.
cases illustrative
of, 285.
resemblance of,
to puerperal infection,
71, 287, 248.
— — diagnosis of, 238.
importance  of
early examina-
tion in, 238.
————— — value of chloro-
form in, 288,
laparotomy
239, 248.
— prognosis in, 2&9
— mﬂuence of character of
labour on, 240,
site ::-md size of
tumour on, 241,
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INDEX,

Ovarian tumour in puerperium,

treatment of, 249,

243,
previous opinions as to,
243,

243,
when acute symptoms
arise, 247.
necessity for ovario-
tomy, 247,
Condamin's
247.
general summary of,
207.
kinds of, associated with preg-
nancy, b.
malignant, 7, 32,
— frequency of, 7.
— oceasional absence of symp-
toms in, 32. .
— sueccessful removal of, 32,
77, 240.
separation of, due to torsion,
236.
situation of, 8.
size of, 7.
small, danger of, 76, 241.
sudden change in position of,
9, 81.
torsion of pedicle of, rupture
of, See Torsion, ete.
Ovariotomy during labour, 187.
— — abdominal, 187, 224,
— results of, 187.
— indications for, 196, 201,
208.
vaginal, 187, 225,
— results of, 187.
mdlcﬂ.hmnﬂ for; 198.
durmg pregnancy, 98.
— bilateral, 115.
— results of, 116.
early cases c-f, 99.
fatal cases of, 108.
opium after, ]ﬂﬂ 126.
practical observations on,
118.
previous collected cases of,
102.
recent cases of, 107.
tabulated cases of, 127.
total eollected cases of, 106.
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view,
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neglect of, in text-books,

in absence of symptoms,
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INDEX.

Ovariotomy during pregnancy (an-
alysis of), collected
cases of, in respect to
prognosis for mother,
106.
— mortality in, from
operation at various
months, 110.
— effect on pregnancy in,
from operation at
various months, 114,
vaginal, 116.
— objections to, 117.
post-partum, 249,
— opinions of early writers on,
243.

early cases of, 249.

analysis of collected cases of,
250.

mortality of, 250.

best prophylactic against com-
plications, 251.

cases of, within first two weeks
of puerperium, 252.

time of operation, 254.

— evidence in favour of im-
mediate operation, 254.

— objections to operation im-
mediately after labour in
private practice, 256.

Dvn.rfﬂ, changes in, due to pregnancy,

— position of, in pregnancy, 8.

PALPATION in diagnosis, 38.
Parovarian cysts, effect of removal of,
?na continuation of pregnancy,
13.

Percussion, in diagnosis, 39.

Peritonitis, in pregnancy, 22.

— — — acute, 23.

— — — diagnosis of, 65.

— in puerperium, 234, 248, 257.

— — — a8 a cause of difficulty in

diagnosis, 238.
Pregnancy, after removal of both
ovaries, 1.

complications of ovarian tumour
in, 22,

— frequency of acute, 28,

— diagnosis of, 64,

exaggeration of symptoms of, with
ovarian tumour, 21, 37.

extra-uterine, 44, 53, 55,

279

Pregnancy, extra-uterine combined
with intra-uterine, 53.
frequency of association of ovar-
ian tumour with, 2.
injuries during, 100,
with ascites, 58,
with cystic kidney, 51.
with extra-uterine gestation, 53.
with fibromyoma uteri, 46.
with ovarian tumour, 15. See
also Ovarian tumour.
— albuminuria in, 21.
— eclampsia in, 21.
— development of foetus
in, 21.
— diagnosis of, 34.
— feetal heart sounds in,
36, 40, 93.
movements in, 36, 39.
formation of adhesions
in, 21, 28,
induction of premature
labour in, 94.
intermittent contrac-
tions of uterus in, 39,
49, 60.
ovariotomy
Ovariotomy.
non-interference in, 84.
position of cervix in, 40,
49,
position of uterusin, 20.
prognosis in, 70.
symptoms of, 29.
tapping cyst in, 89,
— — treatment of, 80.
Puerperinm, character of conva-
lescence in, determined by be-
haviour of tumour, 230.
— influence of ovarian tumour on,
229,
— — on ovarian tumour, 230.
operations in, 242, 249,
the period of greatest danger, 242,
with ovarian tumour, 229. See
also Ovarian tumour.
peritonitis, torsion of pedicle, ete.,
in. See Peritonitis, ete.
Puncture of pelvic cyst during
labour, 184, 216.
results of, 184.
dangers of, 191.
indications for,
193,
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REcTAL examination, importance of,
in diagnosis, 43, 63, 188,

Reposition during pregnancy, 188.

— during labour, 183,213, See also
Ovarian tumour.
— results of, 183.
— methods of, 188,
— Liihlein’s expedient in,190.
— dangers of, 189.
— defence of, 203.
Resection of ovarian tumour during
' pregnancy, 116.
cases of, 116.
Respiratory embarrassment during
pregnancy, 32,

Retention of urine, 55.

Retraction of uterus, effect of adhe-
sions on, 164.

Retroversion of uterus, gravid, re-
semblance of, to ovarian
tumour and pregnancy,
49,

— — — differential diagnosis of, 49.

— — — importance of direction of

cervix in, 49.
— — post-partum, 230.
Rupture of extra-uterine pregnancy,
H4.,

of ovarian cyst in pregnancy, 26.

causes of, 20.

frequency of, 26,

27,
prognosis of, T5.
gymptoms and
diagnosis of, 67.

— — — during labour, 165,181,

case of, 164,

causes of, 165.

— — — during puerperium,233,

287, 2560.
case of, without
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symptoms, 233,
of uterus, 182.

Sarcoma of ovary, absence of symp-
toms of malignancy with,
38.

— — — frequency of, 7.

— — — melanotic, 137.

— — — sguccessful removal of, 33,
181, 187, 141, 148, 145, 157.
Signs of pregnancy with ovarian

tumour, 38.

INDEX.

Sterility, ovarian disease a cause of,
2

Symptoms of pregnancy with ovarian
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frequency of, 232.

causes of, 233,

Tarring as an aid to diagnosis, 44,
59.
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Cohnstein's investi-
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of, 90.
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conclusions as to
value of, 92.
Torsion of pedicle in pregnancy, 23,
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of tumour on, 25.
symptoms and diag-
nosis of, 65.
— — — during labour, 165.
— — — in the puerperium, 281.
frequency of, 232.
— of uterus. See Uterus.
Treatment, summarised, of preg-
nancy with ovarian tumour,
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— — of labour with ovarian tumour
in the pelvis, 208.
— — of ovarian tumour in the
puerperium, 257.
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Urerus, contractions of, in diagnosis
of pregnancy, 39, 49, 60.
— — — in labour as an aid to
diagnosis, 167.
effect of adhesions
on, 164.
effect of, on tumour,
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Uterus, deviations in axis of, due to
ovarian tnmour, 20, 5‘?,_164.

— injuries of, during operation, 102,

120.

————— results of, 121.

————— management of, 121,
125.

— rupture of, 182.

— torsion of, 19, 30, 230.

— sacculation of, 19,

281

VagmvaL examination in diagnosis,
40.
— — combined with rectal, 44, 188.
Version, employment of, with ovar-
ian tumour in pelvis, 185,
218.
— — —- dangers of, 185.
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