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able the practitioner to appreciate the necessity, on the one
hand, for severer measures, or, on the other, the advisability
of refraining from active treatment, that these remarks are
made and lines of action are suggested, from a survey of 300
cases collected in the out-patient department of the Chelsea
Hospital for Women from the year 1884 to 1880.

As stated above, the term chronic inflammation of the
uterus covers both cervical and corporeal endometritis, as the
author is of opinion that in the catarrhal form of the affection
no hard and fast line can be drawn between the disease as it
affects the cervix or corpus uteri, from a clinical point of
view, whatever may be the difference functionally and struc-
turally between the two parts. As a matter of location the
difference is obvious, as a matter of pathological speculation
the question is one of great interest, but in practice the disease
must be treated where it is found to exist: catarrh will
spread when it is severe from the cervical cavity to the uterine
canal, and vice versd, with as much facility as from the fauces
to the Eustachian tube, or from the urethra to the bladder,
and while mz/der forms of cervical catarrh do not necessarily
spread to the uterine cavity, yet one rarely meets with a case
of catarrhal endometritis, however mild, without the cervix
being involved to a greater or less extent.

The extension from the cervix to the uterus is merely a
matter of severity and time. The severer formssuch as result
from gonorrheeal infection extend rapidly, as is well known,
from the fundus vagina and cervix, to the uterine cavity, and
along the whole length of the genital track; while a milder
form, such as one sometimes sees as a result of excessive
coitus, if treated carefully will be well before it has time to
spread to the uterus. Cases intermediate in their degree of
severity such as those associated with laceration of the cervix
invariably affect, to a greater or less extent, the uterine cavity
if allowed to remain untreated. The above remarks refer ex-
clusively to the catarrhal form of the affection. Of the other
two recognised varieties, the hamorrhagic and neoplastic,
the former has never been known to occur in the cervical
canal, while the latter presents differences, both pathological
and clinical, which will be discussed further on.
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neurotic symptoms will guide the practitioner—morbus cor-
dis and other disorders of circulation—the physical signs pecu-
liar to each of which will be noted—and malignant disease
of the body. Whenever cases of marked endometritis occur
in women beyond the menopause, more especially if accom-
panied by one or more of the symptoms of loss of flesh, pains
in the back and thighs, and a reddish purulent discharge, the
possibility of cancer of the uterine body should be borne in
mind. Such a condition is difficult to diagnose, and may be
impossible to determine accurately without having recourse
to microscopic examination of a portion of the detached
mucous membrane. In such cases the cavity may be found,
on exploration, to be smooth everywhere, there being no
growth projecting enough to be scraped off, and no ulcera-
tion. Such a case is recorded by Herman. (T7ransact. Obstet.
Soc., xxxiii.)

The possibility of an intra-uterine polypus must be borne
in mind—it can only be diagnosed by exploring the cavity of
the uterus after dilatation. Lastly, heemorrhage in women
past the climacteric may exist independently of cancer or
endometritis, It occurs in stout people of diabetic diathesis,
and does not seem to interfere with the general health.

Treatment.—Very few cases can be cured without curet-
ting, but in mild cases the method advocated above may be
tried, adding 10 per cent. of perchloride of iron to the carbolic.
Ergot and hydrastin should be given at the same time, and
the persevering use of the douche is essentially indicated, as
it causes contraction of the uterine vessels. The use of the
curette is almost a sine gud non when the affection has
resulted from a recent abortion or parturition, as a portion
of degenerate decidua not improbably remains and keeps
up the process, and there is no other means of satisfactorily
and safely getting rid of it than the curette. In some
hands nitric acid and nitrate of silver have been productive
of good results, but I have seen a very severe metro-peri-
tonitis caused by the former. The method of curetting
preceded by dilatation, and followed by the free application
of iodised phenol, carries out the three principles before
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abortion. Last pregnancy two months previous to admission ;
had been losing almost constantly ever since. On admission,
November 13, temperature 100.6°. Vaginal examination dis-
covered projecting from the os a smooth firm mass the size of
a pear—seeming to have no peripheral attachment. This was
removed by the ovum forceps and ergot administered. Six
days later (Nov. 19) the cervix was found well contracted;
nothing in cavity. There was no feetor of discharge and no
hemorrhage. After this, the temperature continuing above
normal, the uterus was curetted (Dec. 6). Three weeks after
admission a small portion of what appeared to be placental
tissue removed, and the cavity swabbed with iodised phenol.
In spite of this the temperature continued high, the discharge
offensive—at times blood-stained. There was progressive
anemia and cachexia. A second curetting was done a
month later (Jan. 5), and strong carbolic applied three days
later (Jan. 8). :

On January 13, after tenting, several projecting nodules of
tissue were rernoved from the endometrium with the curette,
iodine applied, and the uterus packed with gauze. The por-
tions removed resembled placental remains. The symptoms
continued without sign of improvement, the patient evidently
losing ground. A slight attack of pleuro-pneumonia now
supervened. The brown discharge continued, and on Feb-
ruary 2 she was again curetted. On February 9, the uterus
was washed out with carbolic and iodised phenol applied.
Temperature remained at about 101° and discharge continued.
On February 19, thoracic condition had recovered, but the
uterine symptoms remained. Some tissue was removed from
the posterior uterine wall with curette, and a large quantity
of placental looking débris with the ovum forceps. Patient
died ten days later. No post-mortem examination could be
obtained.

This case illustrates a condition of endometritis set up
by abortion, and resulting in malignant degeneration. The
masses removed were evidently not remains of placenta, but
a new tissue which had been formed from the decidua.
Placental remains under the microscope would show large
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The etiology has been sufficiently considered under the
head of cervical catarrh, of which it is the direct result, and
the symptoms caused by it are the same.

Diagnosis from early malignant disease is most important,
but, unfortunately, very difficult. It is possible that one con-
dition passes into the other, and Shroeder has an illustration
from a microscopic specimen, showing a portion of inflamed
mucous membrane of the cervix with glandular hypertrophy
lying between the healthy cervix, with its covering of
squamous epithelium, and a carcinomatous nodule. In doubt-
ful cases a piece of tissue must be removed for examination.
We can often do no more than suspect the existence of
malignant disease until this be done. The family history of
the patient, hardness of the cervix, excessive readiness to
bleed, and the presence of true ulceration, are points to be
borne in mind on forming a diagnosis.

Treatment—If cervical catarrh still exists treatment must
be directed to it specially. As the preliminary stage is one of
hyperamia, this should be remedied by the persevering use of
the hot douche, by the application of glycerine tampons, and
by occasional scarification. Scarification isa much more satis-
factory proceeding than leeching. Leeches are not always at
hand, and the amount of blood withdrawn cannot be so easily
controlled ; scarification can be repeated as often as necessary
and its amount regulated. Its performance is very easy.
The vagina and cervix are thoroughly swabbed out with
carbolic solution 1 in 40, and a tubular speculum introduced.
A series of scratchings in a latticed fashion are made with a
lancet-shaped knife on a long handle, and some superficial
punctures, and the blood allowed to flow into a tray. The
more the cervix is congested the more blood flows: thus the
result accommodates itself to the needs. When about an
ounce has been abstracted a little pressure on the cervix with
a wool mop will arrest any further loss; some iodoform is
dusted on and a dry vaginal tampon inserted. Superficial
distended follicles should be punctured, and after evacuation
of their contents the cyst touched with chromic acid or iodised
phenol. Great relief followed this plan of treatment. When
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early leaving the recumbent position, keeps up a condition of
passive congestion which hinders the normal process of in-
volution, and substitutes for it a chronic proliferation of
connective tissue elements. I found there was marked dis-
placement in 30 per cent. of the cases of chronic metritis that
came under my notice.

When the hyperamia set up by one or more of the above
causes has existed some time, effusion of fibrin takes place,
which assumes an irregular arrangement, and hence enlarge-
ment of the organ is produced by this method, and not by an
increase of existing tissue or a development of more of the
same kind. The result is a perivascular sclerosis with dilata-
tion of the lymphatic spaces.

The term subinvolution is often used as synonymous with
chronic metritis, but a distinction should be drawn between
the two. Subinvolution is one, and by far the most frequent
cause of general chronic metritis. A uterus in which involu-
tion is incomplete will in time develop that irregular perivas-
cular sclerosis in which chronic metritis consists, and this is
very important from a clinical point of view, and should lead
the practitioner to endeavour to further by all the means in
his power a perfect involution of the womb after parturition
and abortion. Dr. Jacobi describes cases of chronic metritis
occurring in nullipara, which she considers are produced by
what she terms “ menstrual subinvolution ” due to deteriorated
general health. After a succession of these menstrual subin-
volutions, in which the womb remains engorged, the venous
hyper®mia invades the parenchyma and leaves it painfully
congested, sensitive, swollen, and rigid, corresponding to
the chronic metritis met with after confinement. :

Symptoms.—In subinvolution pure and simple, symptoms
are mostly referable to the increase of weight and bulk of the
organ and the venous hyper@mia which accompanies it. The
uterus is large, although its shape is not altered ; insensitive,
rather than painful; the sound passes three inches or more
into a patulous cavity,and often causes bleeding. The patient
complains of bearing down pains, dragging sensations, and
weakness in the back. In nearly every case menstruation is
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retro-flexion as large a size as can borne must be used, else
the enlarged fundus will fall back over the posterior limb,
which then finds its way into the bend of the uterus and
aggravates the mischief. An examination should always be
made within a week after insertion to ascertain whether the
object of reducing the displacement has been attained, After
this the instrument should be taken out and re-inserted every
two or three months, the patient meanwhile being directed to
syringe daily, otherwise irritation is set up. Attention must
be given to any endometritis that exists, and I employ
iodised phenol in preference to any of the other applications
mentioned in the method of intra-uterine tamponment
described, as being more likely to cause absorption,

When the disease has become more chronic, and a true
condition of metritis exists, [ recommend iodide of potassium
and bark. Foreign spas are out of the question for many
people, but from the good results I have seen in some patients
from the waters at Woodhall Spa (which resemble those
at Kreuznach) have led me to entertain very favourable
opinions of their efficacy. Even in very old-standing cases
benefit may result from treatment directed to any associated
condition, especially endometritis, and to laceration by excision
of the cervix.

Treatment by electricity —Since Apostoli’s method of treat-
ing uterine fibroids by a constant current came into vogue I
have employed it largely in old-standing cases of subinvolu-
tion and chronic metritis, and so great has been the resulting
benefit that I can highly recommend its employment. The
length of the process and the time and trouble involved are
amply repaid in the results obtained. Like my method of
intra-uterine tamponment I employ it at the out-patient
clinique and in my own consulting room. It occasions but
little pain afterwards, but I direct patients to lie down for the
rest of the day. The positive pole is made intra-uterine, and
consists of a specially constructed, guarded sound ; the nega-
tive is abdominal, or if there is much backache complained of
may be placed on the dorso-lumbar spine, and consists of a










