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ald woman'who for seven days had suffercd from intestinal
obstruction Wvidently low down in the ilenm. Asshe was
dying I left by alone and death took place within an hour of
my first seeing Yer. At the necropsy I found a stone of the
size of a florin tightly impacted in the lower end of the ilenm
gz inches above'its termination. The patient’s daunghter
assured me that hr mother had never suffered from biliary
colic, and this was ‘¢xplained by the fact that this was o
solitary stone whicth had ulcerated into the ducdenum,
leaving an opening between the gall-bladder and this segment
of the intestine ;

A more frequent resull, of gall-stones is the presence of
dense fibrojd adhesions atpupd the pylorns and the com.
mencement of the duodennky, which so narrow these parts
as to give rise to gastric dilatagion and call for the perform-
ance of pastro-entercstomy. have several times found
gall-bladder, liver, dueodenum,‘\and pylorus imbedded in
adhesions (in one cass so dense'ys to simulate a neoplasm
when examined through the abdomlgal wall), and have been
enabled, to give relief to the gastriy symptoms by the per-
formance of gastro-enterostomy.

Permanent Obatrustion of the

We have hitherto considered cases in w
obstruction in either doct was only temporaky. We now turn
to snch in which the caloulns remains permangntly impacted.
When this happens in the cystic duct the Bjle no longer
enters the gall-bladder, which may undergo varkgus changes.
It may dwindle to a shrivelled sac with thicBened walls
which may, in part, caleify ; it may becomo disteyded with
clear, ropy flnid derived from the mucosa until it Mtains so
vast dimensions that it may be mistaken for an ovarign cyst
or & hydronephrosis, or the fluid in the gall-bladde®, may
become pus, and lead to perforation of the visons and weri
tonitis. Much more serions is the case when the comnig
bile-duct is permanently and totally obatrocted by a caleul
the bile is prevented gaining access to Ahe
intesting and janndice results. This, however, not invarjbly
occurs, for I have upon several cases in whigh the
common bile-dust was, to all ap ca, blocked by €alouli
varying in number from one to nine, and yet bile wag'able to
find its way adequately into the intestine. It is ngteworthy
that in some instances the common duet is obstructed by
calculi §0 completely as to canse jaundice, and yet'the closest
examination of the patient reveals no history of gall-stone
golic. Completa bloc of the common duckmay cause no
symptom beyond jaundice with clay stools and'slight hepatic
enlargement. In other cases sooner or later ghsue the resnlts
of infection—viz., suppuration of the biligty passages and
gall-bladder, cjrrhosis (biliary) of the livef, sappuration of
the intrahepatic ducta, or of the liver subdtance,

Allow me now-to direct your attentiof to infection of the
biliary ducts and its results, NormaHy the entirn bilia
apparatus is sterile. I have (in Firchof's Arakiv, 119. Band,
12800 shown that in animals the introfluction of bile into the
peritoneal cavity does not cause a fatal peritonitis, and that
the bile is really free from micp-organisms. The bile,
however, though sterile, has no adtiseptic qualities, but is a
suitable medium in which micrgbes may grow and flourish.
Hence it follows that the enttAnce of pathogenic bacteria
into the biliary passages is fradght with utmost danger. The
ampulls of Vater is normallyswarming with microbes which
may be found at least balf ag'inch up the duct.  These are in
health washed out by the Mlow of bile, but the arrest of this
secration enables them t4 ascend the duct and thus to
produce their baleful actfon. I am convinced that in such
cases ascending infectifn is the rale, though I do not deny
the possibility of infeefion by the blood stream.

‘Experimental ligatjon of the common duct may produce
ascending infection gf the biliary passages, espacially il it be
performed in the lgst inch of the duct. Here injury to the
duct wall acts asfn loous resistentio minoris. Ascending
infection of the biliary passages is uwsoally ushered in by
rise of temperatyte, 101° to 105° F., with rigors and profuse

{llary Dusts,
gich the gall-stone

gweats. The feter is markedly intermittent and frequontl
simulates malarin. Between the exacerbations r,hurffmpem{
ture may fall/to the normal or remain somewhat elevated.

In other cages, which are of serious omen, the te

remaing thy whole time at or near its mu.:;imnm. Rﬁm
an indieation that the infection has reached and serfonsly
attacked the liver in addition to the extrahepatic biliary

Angiocholitis—In this condition’ the intrahepatic biliary
duots are involved in the infective'process,  On post-moriem
examination the liver is found £o be swollen, pulpy, and
infiltrated with pus. Some off the pus lies in the dilated
intrahepatic biliary ducts, somé in real absecsses which bave
their origin in the periductal fonncctive tissues. -

Gall-atons oholecystitis is/the result of ascending biliary
duct infection attacking g gall-bladder containing calculi.
gdr in a gall-bladder only rer:.en?]y
[he gall-bladder will form a definite
swelling. If, however/ it occur in a gall-bladder long the
container of gall-stoned and the subject of previous inflamma-
tion, the sac, now cofitracted and shrunken, will not be able
to assume tumour difiensions. The fuid in the gall-bladder
may be sero-purnfent, purulent, or hemorrhagic, and in

cases of some standing the viscus itseli is adherent to
neighbouring vigtera (the doodennm, the trapsverse colon,
the pylorus). These adhesions are not infrequently dense and
fibroid in chargoter. ’
Regarding fhe question of diagnosis, let me draw attention
to the value/of radiography. In many cases my colleague,

Dr. W. Irofside Bruce, has given me assistange of very real
value and /has confidently and correctly diagrosed the gall-
gsent.  Inm other cases he has reported that the
{ was inconelusive. Buch have commonly been in
ents, in some of whom I have found, in others failed
, gall-stones. I think it only dee to my colleague to
hat in no case in which he bas stated that calenli werae
predent have I failed to find them. T conclude, therefore,
that in skilled hands such as his a positive diagnosis has a
phsitive value. In some cases of caleulous choleaystitis there
will be found just outside the marrin of the right rectus
abdominalis, at its junction with the costal mangin, & swelling
and in all a t of tenderness on deep pressure.
. The treatment of calenlous cholecystitis is parely surgical,
and it may be laid down that no delay, once the dia
has been established, is permissible. My in nearly
all such cases is for cholecystotomy with drainage of the
pall-bladder, an operation that, except in e of the
gall-bladder, has afforded me results that leave little to be
esiped,  Cholecystectomy, or extirpation of the gall-bladder,
1 to me to be a more serions and
&, the virtue of drainage of the biliary passages which
patotomy affords. [ reserve it solely for those cases in
fear that the gall-bladder wall is seriously com.

mised o whole or Cholecyst-dupdenostomy —i.e.,
making an dpening betwesn the gall-bladder and the intestine
{duodenum) oy transverse colon{cholecyst-colostomy ) —shonld,

I consider, bagarely performed and should be reserved for
those rare casesyjn which the common bile-deet obstrmetion
cannot be relicvéd. I have in two such cases performed
cholacyst-duodenoitomy.

Of suppurative piephlebitiz 1 have personal experience of
one case only, and eay therefore give you no information of
any value concerning this condition,

Gall-stone peritonifis %8 a condition which I have not in-
frequently met with, Migy cases are fortunately localised
by adhesions and thus foruhencysted abscesses. Frequently
the origin of the abseess is dyt diagnosed. 1 have twico last
year opened a subhepatic alscess without obtaining any

history of biliary colie. In onk seven gall-stones were
:mmerdjlamlr by the ingizion and m&d healing
resulted. 1In the other a biliary Ystula resulted which per-

sisted for five months. A large gal
g;frt-;h; at gha bottom of the sinus.
ilated, a large single stone was extrigted with forceps and
mrwwks later the sinns closed.
'ar more serious are the cases of acule gentralised i
tonitis in which infected bile is ponred oot mmpalﬂc

atone was thon felt with
The sinug having been

peritoncal cavity owing to slonghing of the wall of the
gall-bladder or of one of the biliary ducts. \ In my sxperi-
ence this is a very fatal complication. OFf the five cases

that have come under my care, three occurrod during an
attack of biliary colic, and I confess that in two I did not
immediately recognise, amid the agonising pain of biliary
colic, that perforation had ocourred.  In the remaining cascs
perforation of the gall-bladder took place without any history
of bilinry colie, and the diagnosis of perforative paritonitis
was ensily made, though I attribu it to & duodenal or
gastric uleer in both. One recovery out of five cases is my
melancholy experience of this grave condition, OFf biliary

fistalw the result of gall-stones I have seen-but few which
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discharged bile externally, agd rarely has the discharge been
at all copions. Internal fftolm—ie., of the gall-bladder
with the decdenum the mpre common form, or with the
tronsverse colon-—are not fancommen. In no case did
an internal fistola canse apparent damage to the patient
and in the MAjority the Jdiagnosis was only made at
the necropsy, the patient haviog died from some other
malady.

Let FIm.v.: now briefly refer
of relapsing cholecystitis of

those far from infrequent cases
icrobic origin which so closely
atitis but in which no gall-stones
gall-bladder. I do so for this
reason, that their treatment by cholecystotomy and drainage
is plmost as sabisfactory as jis that of those cases in which
gall-stones are found. I wil} content myself with the history
of a single case, My old fricnd and fellow student Dr,
G—— was obliged to relingpish practice owing to repeated
attacks of abdominal pain agd ill-health. I saw him in con-
sultation with Dr. W, Aldrgn Turner, It was clear that he
was suffering from chronig appendicitis. I removed the
appendix vermiformis, whigh was obviously diseased, and
thought thatall wonld now fbe well with my friend. Bome
months later be consulted me again and told me that though

whs not yet well. He was now
attacks were of two kinds : one
duoe to appendicitis which had
hr organ was removed ; the other,
rsisted and frequently recurred.
Dr. Turner and I diagnospd infective cholecystitis and I
drained the gall-bladder, which contained no calenli, with
the happiest results, My gld friend, who for two or three
years had been unfit for wogk, is now, I am glad to report, in
excellent health, and doinguseful service as medical offcer
of health to a large distript. This combination of chole-

Are

cystitis and appendicitis 1§ by no means unusual. T have
frequently met with it.
Time will not permit mle to enter info the interesting

pall-stones to pancreatic disease.

may, however, remark thal a stone impacted at the ampulla
of Vater is a serions menace to the pancreas, The pan-
creatio secretion may be dammed back into the gland,
ascending inflammation of microbic origin of the pancreatic
ducts may cccur, or bile mpay find its way into the duct of
the viscus with grave resglts, It is well known that the
maost efficient treatment fd nh.mnicn}uucmnt.it-ia consists in

%nestion of the tion of

drainage of the biliary ductg by way the gall-bladder,
Procyosis,
I would insist that prognosis in cases of gall-stones is
most uncertain, No one gan foretell the oatcome of the
condition. [ have learnedinever to prophesy. Bome of the

cases in which the symptpms have been trifling have ter-
minated in death. BSomd of the most threatening and
ominons have made apparent recoveries without operation.
Two cases in which attgcks of biliary colic and chole-
cystitis had recurred over and over again for several
years with marked jaundice, rigors, and high fever, and
in which I gave a gravd prognosis, owing to operative
treatment having been rgfused, made unltimate recoveries
after the e of gall-stones per anum, one when

the patient ap to pe almost in exdremiz.  In one,
however, grave loss of fYision ocourred owing to retinal
hamorrhages,

The most aent camees of death are: (1) microbic

cholangitis ; (2) pecforatioh of the gall-bladder and duocts;
aond (3) carcipoma of thd gall-bladder. [ have met with
carcinoma of the gall-bla ider in a definite proportion of
cases of cholalithinsis and have never seen it as a primary
growth apart from gall-stdnes. I am convinced that their
irritation is the nsoal cause of carcinoma of the gall-bladder.
I think T may fairly clainf that every death from gall-stones
is a preventalle one, that garly operations are very safe, that
they avoid many and gravé complications, and that drainage
of the pall.bladder is practically never followed by the
re-formation of ecalenli. ere the question pat to me, *In
what cases would you sflvise operation for the removal
of biliary calenli?” I cdnfess I wonld wish to answer,
“In all.” This, which I am convinced will be the treat-
ment of the foture, would probably induce the majority
of my hearess to label me in extremist. Lot my reply be:
Let me ask yon to tell me jomething abont your patient 7 If
he will assist yon in your endeavour to keep him out of the

.

hands of the surgeon, will adhere to simple living, avolding
aleohol and rich foods) will drink a tumbler of hot water
with preferably a litgfle alkali in it thrice daily, and
take a daily dose of Catglsbad salts to insure free movement
of the bowels and relie¥e any gastro-duodenal catarrh, then
let him, if he wish, poltpone the operation, for such treats
ment tends in many cargful patients to induce a condition of
absenoe of symptoms, cbmmonly mistaken by the patient for
a cure,  But even such &n ideal patient would be safer with
operative treatment.
should, on the oth
who live to eat, and is§
carry ont instructions by
with rich food and ale

hand, your patient be one of those
ntolerant of restraint, who will not
t porsists in over-loading his stomach:
bliol, far exceading what is required:
by a middle-aged man, §hen surely disaster awaits him if he
insist on retaining his pgall-stones ; and if, in the absence of
any contra-indication, his medical attendant aids and abets
him in his refusal of supgical relief he cannot absolve him-
self from blame should] some grave complication endanger
his patient’s life,

In conclusion, I wonld insist that as soon as the medicak
attendant makes up hi§ mind that 0¥-e.mt.i'm treatment is
indicated the less the delay the better for the patient. The
operative treatment of B -stones in the early stages of the
dizense iz one of the safebt and most beneficent of all surgical
procedures. I am convinced that an early cholecystotomy
iz far less dangerous tol the patient than the passage of a
gingle stone per vias Rafurales. 1 know no operation more
ensy or more eotirely |satisfactory than an early ohole-
cystotomy. I know few more difficalt than choledo-
chotomy or extraction pf a stone from the common bile-
duct in a long-standing|case. In the latter, even if the
stone be removed the dapfers are by no means overcome, as.
infection of the biliary |passages may persist or adhesions
may canse trouble in adjapent orpans, especially the stomach.
My advice to you, therefore, must be that as soon as you
have, with some assurance, diagnosed the Fmsanm: of biliary
calenli, and especially if you can satisfy yourselves that.
they have produced defldite symptoms and are threatening
to give rise to some complication, the earljer they are ex-
tracted from the gall-bladder the better
safety and for your peace '

URACHAL CYST SIMULATING APPENDI-
CULAR ABSCESS; ARRESTED DEVELOP-
MENT OF GENITAL TRACT:

WITH XOTES 0N RECENTLY REPORTED CASES OF
URACHAL CYSTS.*

By ALBAN H. G. DORAN, F.R.C.5. Exq.,

CONSULTING SURGEON TO THE SAMARITAN FEEE HOSPITAL FOR WOMEN,.
MARYLERONE ROAD, N.W.

OVER ten years ago I read before a mecting of the Royal
Medical and Chirurgical Soclety a communieation entitled
s+ 4 Case of Oyst of the Urachus, with Notes on Urachak
and so-called * Allantoic Cysts.'? Several years passed by,
but I came across no forther examples of urachal cyst in my
gwn practice until last summer, when I revealed by opera-
tion a remarkable and, I must add, undiagnosed example of
this form of tomour. It simulated appendicular abscess
and was associated with arrcsted development of the npper

rt of the genital tract. I will relate this case and then.

well upen others recently reported by Mériel, Weiser,
Binnie, Delore and Cotte, E. D. Ferguson, &c., adding an.
unpublished report of a cystic sarcoma of the urachus in the
practice of my friend Mr. F. 8. Eve. 1 shall discuss almost.
exclusively pure urachal cysta as distingnished not only frone
tnmonrs which are not urachal, but also from cystic urachal
fistula, which, like other forms of urachal fistula, is clinically
and sargically quite different from urachal cyst. The con-
sideration of the pure eyst, in itself somewhat complicated,
is quite sufficient for a single paper. I will endeavour to-
oxplain how much has been added to our knowledge of these:
cysts since I reported my first case in 1898

Seotion of tho Hoyak
" A pa mﬁnnmooungurlh Surgieal

Snﬂmwﬂm nlﬂ?hn Koyal and  Chirurgieal Soclet¥e.
vol, Ixxxl,, 18598, p. 501,
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Trachal Cyst Simulati Appendionlar Absocss; Arrested
Development of the Upper Part of the frenital Tract,

The patient, aged 174 years, nnmarried, applied to Dr. R.
Drommond Mazwell at the ont-patient department of the
Samaritan Froe Hospital on July 16th, 1908, She ocomplained
.of tenderness and swelling in the right iliac fossa, associn
with a history of a sudden attack of pain in that region a
month previonsly, and she was admitted into my wards at
once,  Aftor admission I found that the relations of the
swelling to adjacent organs could not well be defined until
I examined the patient with the aid of anmsthetics under
circumstances presently to be explained. The patient's
maothar infurmag me that the catamenia were cstablished at
the age of 14 years without pain or constitutional disturb-
ance. The periods were always scanty and attended with
~very little pain, and the interval was about five weeks. The
patient had never suffered from any nearosis before, at, or
after poberty. On June 16th, one calendar month before
admission, the menstrual flow appeared as usual, but was
accompanied by violent pain never experienced before. The
pain continued for two days and then it abated. The patient
‘at once resumed her work, but the pain returned two days
later and obliged her to take to her bed again. During the
whole of the week before admission she was quite incapable
of attending to her dutics. Roughly speaking, as regards
what could be made out before anmsthesia was employed,
there was a fairly well defined, almost spherical, swelling in
the right iliac fossa, slightly moveable and tender to touch.
There was resonance on percnssion over its outer aspect.
The lower part of the swelling conld be defined on rectal
examination, I refrained from making 2 vagioal ex.

oration until a consultation was held. Then it was
found that the wagina was barely two inches deep.
A kind of dimple could be defined at the blind extremity
towards the right. The tumour did not bulge into the
vagina. At the lower limits of the swelling was a tuberosity
which lay behind the vagina and in front of the rectom.
“The temperature and pulse were low. The patient had
nover been laid up with any severe illness. Before the
arrested development of the vagina had been detected
appendicular abscess was snspected, bot after the examina-
#ion haematometra or hematosalpinx seemed equally prob-
able. On July 21st the period , a5 usual, abont five
~weeks after that which preceded it. T found that there was
no palpable ingrease of pain or tenderness in the tomour nor
any appreciable increase or decrease in size. The show was
anngually free, 1 decided to examine the patient under
anmathesia during the period in order to discover the channel
which transmitted the menstrual blood into the vagina, and
for other manifest reasons.

Framination nnder ancestheda. —The pationt was a fairly
healthy but slightly anmemic blonde. Her manner and
appearance were perfectly feminine. Though hardly over

Fig. 1.

S

w, Wall of cyst. w0, Right ovary.
wtorus. LG, Hight cormu o
#, Sound.

D feet in height she was well rtioned
e R P e i ) S e Bt prver g
The breasts were well-devel ; there was no areoln mun:i
the nipples. The axillary and pubic hair corresponded to the

ient’s age. The inguinal canals contained no tendor body.

e perinenm was markedly deep, so that the anterior com.
missure lay far forward. The labia, clitorls, and meatos

TaTl @y LA cornn of
uterus. Vo, Vaglna,

arinarius were normally developed. Therea , on the
other hand, to be no hymen nor was there tha least trace of
paruncule, The vagina formed a blind poash ghuut. two
inches deep ; the roge were prominent. The vaginal pouch
was distinetly deeper on the right side, whence dark
mansirual blood was secn to issoe. On gtretching  the
adjacent mucosa with the fingers a erescentie fold with the
concavity towards the left was detected. [Tt ecovered the
aperture whence proceeded the blood. A uterine sound
could be passed into this aperture and pushed onwards for
thres inches npwards, backwards, and a little to the right,
closely following the outer limits of the lower pole of tl.he
swelling, as could easily be defined on digital exploration
from the rectam. (Fig. 1.) On bimanual palpation the
awelling was found to be a will-gircumscrbed tumonr, firm,
oval, and as tense as a recent hematocels, It could be
pushed a little downwards, yet even then its lower pole did
not bulge into the vagina, but passed behind it. The
tuberosity in the recto-vaginal septum discovered at the
previous examination lay to the left of the menstruating
tract. It felt like a smail cervix. The nature of the case
remained obscure. I kept the patient at rest for a week.
The period ceased and the tumour remained stationary.
There was one sharp attack of loeal pain on July 28th
without any rise of pulse or temperature,

Operation,—On July 88th I operated, with the assistance
of Dr. R. V. G. Monckton, Dr. 8. H. Belfrage administering
cther and chloroform. I made an incision in the middle
line. The parietes were unnosually vascular. After
sepatating the recti I came across a thick membrane of
doubtful character and lower down I exposed the wall of
the bladder which extended for guite two inghes above the
pubes. The membrane was eut through and about half a
pint of a perfectly clear fluid was removed ; unfortunately,
none was preserved. The fluid Jay in a cyst behind the
ricti and anterior to the parietal peritoneum ; the membrane
throngh which I had made the incision being the anterior

rtion of the cyst wall. The coyst was connected with the
bladder by a thick cord half an inch in length. The upper
limits of the eyst lay close Lelow the um ns. In ex-
ploring the upper end of the tumour I laid open the
peritoneal cavity. The omentum adhered to the peritoneum
investing the back of the cyst in this n. The intestines
seemed healthy ; there was no evidence of taberculous disease,
no free fluid, and no intraperitoneal tumour. Lower down
some coils of ileum adhered to the parietal peritoneom
behind the tamour. I endeavoured to define the relations of
the cyst to the genito-urinary tract. A catheter was
into the bladder and a few ounces of urine were drawn off.
There was no communication between the cavity of the
bladder and the cavity of the cyst; the thick cord between
the two was olearly a portion of the urachusand I observed
that it ran into and not over the cyst wall.

As might have been suspected from what could be defined
before the operation, the eyst lay to the right of the middls
line. On pressing against its wall on the right inferiorly,
from the inner side, I detected a fusiform body, like a
uterine cornu or a small but entire virgin nterus, lying in
the position of the menstroating teact along which a sound
had been passed a week before.  Above this body thickened
tissue could be felt, apparently a small ovarys  The tuberous
cerviz-like body already mentioned could ba plainly defined
through the walls of the lowest part of the cyst.  'When thus
explored it was found to be a distinct, fairly moveable
structure, the left ovary or uterine cornu. O farther palpa-
tion through the cyst wall the pelvic cavity felt quite free
from any tumour or deposit. There certainly was no such
thing as a collection of retained menstrual blood,

At this stage of the operation it became avident that the
swolling, which disappeared entirely when I opened the
eavity full of fuid, was a urachal eyst. That swelling—in
other words, the cyst—had been the canse of all the patient’s
recent trouble,  As there was no trace of & hematometra or
hematosalping 1 did not feel justified in dissecting in the
dark behind the oyet, amidst deformed sttuotures in very
uncertain relations to ureters, blood.vessels) &o., merely to
make out the extent of arrested development of the
uterns and ;\.pgcndmg. It was with the’eyst, therefore,
alone that I had to deal., 1 knew of several objections to tho
draining of a urachal cyst, nor conld I dissect away its
onter wall, since, as I have just observed, ibs positive rela-
tions to malformed strustures were very ncertain, For
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these reasons I simply trimmed away as much of the lining
membrane 83 ¢ould ba safely removed.  Then I cantionsly
passed several fine eatgnt sutures nlopg the snbstanee of the
onter wall tied them, so that the oyst ecavity was closed
in. 'This ouke® wall was the muzcular sheath of the urachus
abnormally thickened, so that the manceavre just deseribed
was easy and Dothing was caught up behind the cyst. I
transfixed the Segment of the nrachus which ran betwean
the lower limits of the cyst and the bladder with a
fine linen sutdre and tied it on both sides. It was then
divided betwsth the cyst and the ligature. As will be ex-
plained presntly, it is fortunate that T transfixed the
nrachus instesd of tying a single ligatore round it as though
it were an atery. I kept the portion attached to the cyst
for micooscopit examination. Lastly, the sheaths of the recti
wera uni with interrupted fine linen sutures and the
integuments closed with interrupted silkworm gut.

After-higory.—During convalescence there was no diffionlty
in micturition, Which was volontary from the first, and no
urine leaked through the wound. By Augost Tth all the
sillcworm-gut sikures were removed ; the wound was by then
well healed, There was at that date no trace of any swelling
in the right iliac region or pelvis. The firm moveable body
which lay uniil the operation below the lowest part of the
oyat was ‘ound, on bimanual palpation, to be connected with
the fesiform body to the right of the middle line.

During the summer vacation Dr. Maxwell took charge of
the patient inmy¥ absence. He reported thatup to the day of
her dizeharge at the end of Augost there was no sign of
leakage of urine through the wound nor any show of blood.

On Sept. 12th the patient came to see me at the hospital,
Her general condition was good. A slight show of blood
had been noted on the previons day, the first indication of a
period sinee the oparation. The abdomen was flat and free
from tenderpess. The cicatrix had completely healed., No
trace of any abdominal tumour remained, the right iliac
fossa was free; there was no resistant area or gurgling on
pressure within its limits. Mo solid or oystic tumour nor any
ill-cireumscribed resistant body conld be defined in the pelvic
cavity. The fogiform body which transmitted menstroal
blood and the firm moveable body on its left were now
definable as one tough, smooth, irregular structure which
conld be puoshed up to the level of the pelvie brim,
elipping down immediately the examining finger was with-
drawn., The mobility of this structure was very marked, the
pegment towards the left was not in the leask tender, which
would imply that it was the left cornu and not the corre-
sponding ovary. Thus the urachal tumour had disappeared
and no hematometra had formed, whilst the uberns was
reduced to a right comu which communicated with the
vagina yet had no cervix, and most probably a left cornm
connected with the right by a membranons band.

By the middle of October the patient was in very good
health ; she had been able to work for nearly fonr weeks, and
o month later ghe reported herself as quite able to continue
at her duties withont feeling pain or fatipue,

I saw the patient once more on Dec. 15th.  Bhe was quite
ebrong and able to work. The last period bepan on Nov. 26th
and was moderate, The palvic condition remained unchanged.
Close above the fusiform body I conld define the thickened
tissne which T detected at the operation. It was slightly
tender on firn bimanual pressure.  There could be little
doubt that it was the right ovary.

Microscopical appearances af the cord betreen the eyet and
the bladder.— A gection of the cord-like structure which ran
on the surface of the parictal peritonenm between the
fundns of the bladder and the cyst was made at the Royal
Cﬂ"ﬂfﬂ! af Burgeons of Eogland. There conld be no donbt
that it was a portion of the urachus, Mr, 8. G. Shattock
reported thag the canal was guite patulons and lined with
perfect transitignal epithelizm of the bladder type. The
}ﬂmﬁﬂ was free from catarrhal or other morbid produocts.

Ihe muscolar poat was abnormally thick bot showed no
evidence of inggmemation or cedema.  Its inner portion was
mostly made np of circular and its outer portion of
longitudinal fikpes, but there was some irregularity in the
direction of the fibres in both portions. Some subperitoneal
fat wasg mtimgtely connected with the periphery of the
urachus, The appended reproduction of a photo-mierograph
{(Fig. 2 showg the abore-desgribed appearances of the
urachns as seeq ypder the microscope. The urachal canal,
according to Watz, is well developed in yonng subjects, In

|

this instance it must have been closed at the bladder end,
or if nok there must have been an efficient Wutz's valve, as
the contents of the eyst showed no evidonce of being fouled
by urine,

Bection of the segmaont of urachus wiikoh passed batween the

bladder and the cvst wall as seen under o fow er. Thea
canal iz quite unobstructed and lined with transitionnl
epithelinm. < The muscular eoat 158 very thick.

Having ralated this case, the second in my experience, 1
will now turn to the anatomy of the urachns, dwelling on
certain pecoliarities of importance in respect to the surgery
of nrachal cysts.

THE URACHUS.

The surgical anatomy of the urachus deserves more atben-
tion than it has hitherto received in this country. There is ne
necessity for us to slight the embryologists, indeed we can
take on trost what A. Keith, Ballantyne, Bryce, Canéo and
Viau, and other anthorities teach us, being fairly convinced
that the nrachus is developed from the allantois. There is
likewise mo need for us to disparage the labours of Bland-
Sntton, Byron Robinson, Freer, and others who have demone-
strated the pathology and sorgery of urachal oysts and
nrachal fistulm under their own observation. Let us rather
turn our attention to a matter intermediate betweon embry-
ology and pathology, in other words, let us study the
anatomy of the urachus as revealed by special investigation
of homan subjects other than patients suffering from distinek
disease of that interesting embryonic relic.  Then, perhaps,
we shall be better gualified to understand the pathology,
diagnosis, and {reatment of urachal cysts.

Watz, so often quoted, stands first among writers whom we
should follow as an example. In reporting my first case I
noted his observations on the histology of the urachus based
on 74 post-mortem subjects. He found that the epitheliak
tubular portion grows steadily up to the twenty-fifth year,
the canal becoming wider, which is in accord with the
appearances displayed by the microscope in the segment of
urachus below the cyst in the present case. Passing over
histological details, two important statements deserve to be
noted. In 24 subjects in Wute's series thore were distinet
evstin dilatations of the nrachal eanal, which contained pus
in two instances where the patients had died from septic
affections. Of equal importance is Wots's statement that
the vesical orifice of the urachus is guarded by a trans-
verse valvular fold which under normal conditions pre-
vents the passage of urine into the uwrachal capal. In
1808 1 expressed my hopes that these researches wonld
be followed up in this country, but up to the present
Wuotz has found but few imitators. We want to know
more about the valve, for instance. Is it constant? The
best recent work after the Wutzian method, as I may call it,
has been undertaken by Binnie and Clendenning in America.
I will quote in full their snmmary: * Mr. Clendenning
recently examined for me 16 adnolt cadavers and T fmtus=es,
with the following results :—1. In 7 adults and 8 feetuses the

bladder showed a distinot diverticulum from 1 to 2 cm. deep




—

TRELANcET,] MR. DORAN : URACHAL OYST SIMULATING APPENDICULAR ABSCESS, ETC. [Mav 8, 1909, 1307

at.the fundus where the urachus is attached. 2. In 1 adult
there was a slight projection instead of a diverticulum,
3. In B adults and f fmtus tha dome of the bladder was
gmooth. 4. In none of the cases were there found lacunm
lined with epithelinm in the urachus. 5. The average adult
urachus was 12 cm. long by 1-5cm. [sie. 1015 cm.] wide.
&. The urachus was usually adherent to the belly-wall, but
in.one case(disbetic with frequent retention of uring) it was
not close to the parietes but lay between loops of small
intestine. 7. In all the cases the urachus was well supplied
with vessels.”"” Binnie adds: * Early in their development
the uorinary bladder and the urachus are completely sur-
rounded by peritonenm except on their ventral surface
where a meson (meso-cyst ®) exists, This disposition usually
disnppears and the wrachus becomes extra-peritoneal.  That
the meso-cyst sometimes persists was well exemplified in an
adult cadaver examined for me in which the urachus did
not lie close to the abdominal wall but lay between loops of
small intestine. The persistence of the meson explains the
ooenrrence of some otherwise puzeling intra-abdominal cysts.”
This case was the clinical evidence on which Clause 6 in the
above summary was based, i

The meso-urachus question is of high importance in
respect to nrachal cysts, especially those which have attained
a large bulk, Delore and Cotte’s researches were published
almost simultaneonsly with the monograph prepared by the
two American writers and, as will presently be related, they
elaim to have detected and removed a true urachal oyst that
was intraperitoneal.

The French anthorities quote Cundo and Viau, who have
found that in a section of an embryo 45 millimetres in length
the intra-abdominal portion of the allantois and the
umbilical arteries are for the greater part completel ¥ invested
by peritoneum. This disposition persists when the allantois
has begnn to differentiate itself into urachus above and
bladder below. It is, however, transitory, and the urachus
becomes, as a rule, extraperitoneal in its entire length.

Professor” A. Keith, conservator of the Musenm of the
Royal College of Sorgeons of England, informs me that he
has on several occasions detected a very considerable
mezentery enfolding the urachos in adult subjects. He adds
that under these circomstances the obliterated hypogastric
arteries have even deeper and better marked mesenteries.
Professor (5. I). Thane bas likewise obzerved thizs condition in
several adult subjects. In these particular cases there was
no evidence, I presume. that the mesentery was acquired,
bnt Professor Keith tells me that he has never chanced to
¢ome across 4 meso-arachus in the new-born infant. Patho-
logical evidence, as T will explain presently, does not lead us
to believe that the urachus can acquoire a° mesentery after
foetal life. Mr. C. B. Lockwood reminds me that different
observers are not agreed as to whera a *f fold " ends and a
“mesentery ' beging, but admits that the urachus may be
invested in a fold of parietal peritoneam.

Thuz, on the testimony and experience of independent
ambryologists, anatomists, and surgeons, we learn that the
urachus may possess a mesentery or at least a fold of peri-
toneum, representing most probably the persistence of an
embryonic condition. Skll, we wish to know more about
this matter and about Wutz's valve, =0 important in respect
to the question of the precise relation of a urachal eyst to a
epstic fistula connected with the bladder, ‘Thercfore, it
were wall if some British tepcher of anatomy or pathology
would follow the good example of Wutz and of Binnie and
Clendenning. A series of several hondred subjects investi-
gated after Wutz's method could hardly fail to furnish fresh
evidence of high value

The Urachns and Diverticnlz of the Fundus of the Bladder.

Although, for reasons given in the introdoctory remarks at
the beginning of this communication, nrachal fistula must be
dismissed, I may be allowed to say a few words on abnormal

rolongations of the urinary bladder upwards, Garrignes
Eimmed, in a single woman, aged 45 years, who died after
hysterectomy for fibroid, a bladder prolonged nearly to the
umbilicus to which it was connected by a very short urachal
tube.  Balfour Marshiall reports a case where a patent
urachus over an inch in diameter formed o tubular pralonga-
tion of the bladder and was wounded when an abdominal
incision was made for ventrofixation of the uteros, though

2 This ox bon, monnkn
béat. discarded, lest' 1t aneu]
arachal cyst,

of course, mesontery of the biadier, |
bo taken to signify the mmnmr;.r?;! a.'

without bad econsequences. [ turned attention to tlhﬂﬁr.
diverticala in 1898, and have noted Binpie and Clen-
denning's researches above. The surgeon will bardly trouble
to distinguish a diverticulum of the bladder from a patent
urachus, even if there be any distinetion. What concerns
him is the fact that such a structure may be wounded during
an abdominal section.

Tit's Poendo-allantoio Oysta,

In 1808 I showed how the long series of cases reported by
Lawson Tait had heen misinterpreted by thak L surgeon
when he ranked them as urachal cysts, excepting one pub-
lished by himself and Teichelmann in THE LANCET twenty
years ago.t  Beveral writers, who have n'ppnnmﬂir never read
my criticisms, have recently expressed precisely the same
views, Mériel, Binnie, and Delore and Cotte all maintain, as
I did, that Tait's series were instances of encysted peritonitis,
probably tuberculous, where, as I pointed ouf, communica-
tion between the bladder and peritoneal cavity is not infre-
quent. I may add that Mr. Tait himsealf, in a letter abount
my monograph in 1808, informed me that he had detected
mature hair follicles in sections of the cyst wall in one case.
Thiz would imply that the cyst was a universally adherent
ovarian dermoid, or a dermoid tumour derived from
some other organ, but urachal it could hardly be.
There were no after-histories to these cases and no verifica-
tion of the relations of the cysts at neeropsics. Hoffmann's
case, where the cyst contained 50 litres of fluid when opened
at the necropsy, was shown by Wutz to be an example of
chronie hemorrhagic peritonitis.  The original report was so
defective that an absurd error about the sex of the patient
was included.  Yet Delors and Cotte agree with Hoffmann,
though rejecting Tair, and in articles on urmachal cysts by
living writers Tait's series and Hoffmann's eg Spurious
CAse are dpeuist.anﬂj ingluded, as though they really
represented urachal disease. The error seems, like King
Charles the Second, a most unconscionable time dying. Let
them be henceforth relegated to the archives of chronic peri-
tonitis—in other words, to their proper place,

Cases of Cyats of the Urachus Recantly Reporied.

Two years age W. R. Weiser published tables of nearly 80
reported cases of cysts of the urachus, These tables are
indispensable for the study of their subject, but they show,
as their author admits, that we cannot as yet draw from the
literature of nrachal cysts any sound conclusions snch as may
be inferred from published series of the ligatore of big
arteries for aneurysm, or Wertheim's operation, where at
least there was always the anenrysm or the caneerons uterus
to Dbegin with. Weiser includes Tait's and Hoffmann's
spuripus cases and a considerable nomber of examples of
cystic fistula, two being in his own practice.

Weiser's gccond case seoms an authentio instance of a
pare urachal eyst, It bore some relation to my own as it
oceurred in a young subject (a girl, aged 11 Fears). It gave
rise to an acote attack of abdominal pain, e, Yomit-
ing, and fever, and was markedly unsymmetrical. There
was impaired rosonance between the umbilions and pubes
from the left loin to about two inches to the right of the
median line. When the abdominal incision was made the
parictal peritonenm was found investing the posterior ch
of a large cyst which was connected inferiorly with mcﬁ
running into the bladder and patulouns, let it be noted, to
within three-cighths of an inch of the vesical cavity., The
cyst almost filled the left side of the abdomen below the
level of the unbilions ; it contained pus and had roptared at
one point into the peritoneal cavity. As much of the =ac as
conld be disseoted out without tearing through the parietal
poritomenm was taken away, the cavity left behind was
washed out and drained with iedoform gauze, and the patient
recovered. Lot it be noted that before the operation tuber-
onlous peritonitis was suspected.

Whilst Weiser's own case is well reporled, as I have
stated above, nosafe inferences can be drawn from his tables,
80 judicionsly prepared that among other things the defective
character of many of the reports by other writars is to be
sten at & glance.® Lot us trust that the next writer who

3 Trammctionn of the Noyal Medieal and: Chirurgical Soclety,
T Conipeniial Gt ok the Urachi; Abd 1 See
OTEER &L of the Urachos; armina thom ; SOVEEY
T I.uﬁqu—t, {h:l}. Gitly, 1888, p. 675, Rl
* Waolser has overlooked a case of cystle flsula  reported Ly
Unterborger, A woman had o bad [l during the frst month of
pregmancy. Acuto backwand displacement gf the uberas sopurred, tho
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takes the troubl® 0 tabulate all recorded cases of urachal
dilatation will ¢arefully pgronp under separaie headings:
(1) fistulm; (2) primary cystic fistule communicating from
the ficst with i@ bladder or opening at the umbilicus;
(3) pure urachal oysts (the subject of this communication)
and (3) secondary oystic fistulw, developed from pure cysts
which have acgilred communications with the bladder or
nmbilicus, Surgically and clivically the fourth as well as
the second must be carefully distinguished from the third,
hence T will pas$ over all statistics and will now proceed to
thi consideration of cases of pure urachal cyst pablished
during the last (00 years, but not included in Weiser's tables.
That writer, I must add, omitted Bryant's two cases which
were appended 10 my monograph in 1888, The first was a
pare cyst in a woman, and simulated an ovarian tumour, the
second was a cfstic fistula, primary or secondary, in a male

tient.
P The recent cuomiwhich 1 will now dwell on wers upder
the observation of surgeons who, like myself, have enjoyed
the advantage of ying the experience of others, and
were thos the better able fo avoid the fallacies which beset
the original observer, It bappens that these recent cases
form a group firly typical of every variety of pure urachal
cyst, sessile on the bladder or separate, extraperitoneal or
provided with & mesentery, incipient, moderately developed,
or large—a most instructive series, In fact. We need not
dwell on cystic dilatations detected in fostal bodies, but as
51 ns we must mot di rd certain records of the aceci-
dental gdetecticn of small urachal eysts in the course of

operations,
Swall Cysis Detected at Operations.

Morestin, a few years ago, operated upon a woman, aged
24 years, removing a soppurating Fallopian tube. When
making the abdeminal incision he brought to light two cysts
too small to be detected by Eul;ﬂl:il}u. One lay above the
other in juxtaposition but independent, and they occupied
the middle line behind the recti and in front of the peri-
tonénm. The wrachus could be seen running from the
funduos of the bladder into the lower cyet and from the
upper cyst to the nmbilions, The cysts did not adhere to the
peritonenm behind them. They were tense, smooth, globular,
and transparent. One was opened and found to contain a
limpid, colourless fluid. The outer wall consisted of con-
neative tissue, the inner was lined with pavement epithelinm.
Let it be noted that there was no trace of & meso-urachus,
mor in eithar of the oysts which I have described, which were
both of moderate size, was the tomour invested with peri-
tonenm except posteriorly. This fact would lead us to
believe, as was mentioned above, that a urachal cyst does not
make Eﬂr_itﬁ.ell'a mesentery as it develops. When a nrachal
cyst i3 intraperitoneal the urachus most probably bad a
mesentery before the cyst existed.

Again, we see that Morestin operated for pyosalpinx, a
suppurative condition which was localised. 'When that con-
dition is more diffused an incipient urachal cyst may be
involved, as in two Instances recorded by Wutz, to which 1
have already referred. Hence, it is alwags possible that an
abseess in the middle line below the umbilicos may have
developed in the grachus. Lastly, Morestin's cysts probably
represented an jngipient bilocular urachal cyst, like that
which I described in 1898.

Mériel of Toulouse Iaid open a cyst of the urachus when
Fﬂl'f‘i'l'mﬁhg A cystotomy for retention of urine. Ttz walls
were thin, but gistinctly thicker towards the bladder,” into
the fundus of which it was inserted. The cyst had three
walls, the onter of connective and fibrous tissue, the middle
muscular, and the inner thin and smooth.

Lastly, the experience of Opitz is interesting to all who
nndertake abdominal sections. When performing what he
calls a relaparefomie, in other words, when repairing an
incisional hernis, he exposed a small cystic body which at
first =i _hl appearad to be a displaced and adherent vermiform
appendix. On clpser examination there could be little doubb

t it was a gegchal cyst. If @o, it wonld seam that a
segment of the grachos where the canal happened to be

bladder became ilistondod, and at length uring passed antirely through
ﬂ;ﬂ“:‘k““'lﬁ Hugture of an mhﬂlﬂ!\*l ovarian cysk was suspected, but
hi “:'bﬂ: Passed igpo tho umbilicos mot another ingtrodoeed through
fifth month. I|I|I:_E uErs rl.n[-htud itaalf and t’ﬁl:'llwg muﬂ&duﬁhl
fistuls and ti.mu}:tﬂfmur“& gives o good summary of cascs

tnkn, I
® Vearie iy misprinted veine in the original roport,

—————
unobliterated was involved in cicatricial tissue at its upper
and lower limits, the canal subsequently undergoing di
tion owing to a collection of fluid and broken-down epi-
thelium in its lumen. The main interest of this case is,
however, as in Balfour Marshall's experience already
mentioned, the mannper in which the vagaries of the
urachus and fundus of the bladder may puzzle the operator.
Whilst the little cyat in this instance simulated a vermiform
appendix, the big cyst in my own case gave rise to symptoma-
indicating appendicular abscess,

Cyatio Tumowrs Removed by Operation,

In 1888 E. D. Ferguson operated on a man, 47 years of
age; his original report is wery carclolly written. The
tumour rose to two inches above the nmbilicus and extended
laterally to the ilinc spines. Its surface was flat, resistant
on pressure, and felt as though in the abdominal wall, yet.
malignant disease of the omentum was suspected. :
chief symptoms were hypogasiric pain and frequent desice
to pass urine. It proved to bea cystic tumour containing
over twoquarts of a watery flnid, which unfortunately was.
not examined ; it was intimately connected with the wall of
the bladder and extended d.ee;lj' into the pelvis, where the-
peritonenm lay behind it. erguson disseoted away the
whole lining membrane of the oyst, excepting at the
umbilicus, where he found digital processes penetrating the
tissues of the abdominal wall, *‘That portion of the
posterior part of the cyst which could be placed in a fold
and allow easy approximation of the peritoneum was stitohed
together and excised.” ‘The upper part of the abdominal in-
cizion, close to the nmbilices, was drained with gavze and the:
remaining portion carefully sutured,  Six months after the:
operation the abdominal cicatrix was found to be perfectly
sonnd.

Dalore and Cotte’s intraperitoneal urachal eyst, to which E
have already referred, is reported in their instractive mono-
g-m?ih on big oysts of the urachus. The patient was a girl,
aged 20 years, very sickly, and believed to be the subject of
toberculous peritonitis of the ascitic type. There was.
uniform distension with distinet fluctuation. A large cyst
was ex when the parietal peritoncum was incised ; it
descended into the pelvic cavity. It contained blood-stained.
fuid and fibrinons masses, and when it wos emptied and
drawn through the abdominal incision Delore found that it
was connected below with the fundusof the bladder by a
short cord which formed an entirely extraperitoneal pedicle
and was clearly the lowest portion of the urachus, When
the cord was divided the oyst was free of all connexions w1t}:,
the patient’s body. The broad ligaments and other peri-
toneal folds near the eyst were normal.  The patient made a
speedy recovery. The onter wall of the cyst was the mus-
cular coat of the urachus ; the inner wall had been greatly
altered and deprived of its epitheliom by inflammatory
ghanges, The authors describe minutely how they found on
careful dissection that the cyst was invested over the wholer
of its extent by the peritoneum, and that at the level of the
attachment of the cord connecting it with the bladder this.
fold of serous membrane ceased. A tough cord ran frope
the pedicle over the anterior surface of the cyst and was lost.
in the tissues of the tumour and abdominal wall at the level
of the umbilicus. In its middle portion this cord, like the
cyst, was completely intraperitoneal. There can be little
doubt that Delore and Cotte's tumour was a oyst developed
in a urachus which possessed a mesentery, an exceptional
condition observed, however, as above mentioned, by more
than one writer in adult subjects where the vrachus was
otherwise normal. The authors are probably correct in their
theory that it represented the persistence of a fmtal con-
dition. That, on the other hand, a mm-u_rmhm can be
acquired is very dounbtful, for reasons given above i
reference to Morestin and Mériel's incipient urachal cysts,

adults. .
= The last in this series of recent cases has hitherto been
nnpublished, Mr. F. 8. Eve has prau?:;l&d to the Museum :IE
the Royal College of Surgeons of Eng A unigue specimen:
of G}’EEEB sarmmg: of the nrachus and has kindly sapplied me-
with the following notes (—

1 with s
A man, nged 38 years, was pdmitted into tha London Hospita
gwelling in the hypognatrium noticed for wovieral woeks uﬂﬂm

fi itlon, A oystie tumour flled the lower of
:ﬂ" 'L:n,";hmﬂ': to the ‘ﬁpm,. where It extemded t-n-u.rﬁntha
lakn, It':b:j-u:-t not: E—a nta un: peelvis 0:15:“"“"' dark blood camb-.
:mm:r:tum to 1042, Mr. Eve then operated, cxpoal
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lor and

: jgtal peritonoum wWis reflected over it anter
mm:m:’r. ."u'}‘}m’f “'I‘!\'np:ﬂn{u of dark bloody materlal wWaro mmml:b"til
?:'ﬂ’“n padhgred to the cmentum whicl bore angorged vring, and to

af smn
ﬁdﬁﬁi&n%h;:ﬂ’g:mn‘o portion of the wall of the gut was exalsod msd
the wound closed with subures. The lower part of ﬂ:ul fg.ll:t wulnL
inthmatoly connooted with the hladdeor, tho serous coat of whis Iic'ﬁ‘-d
was reflected oo to its surfsce, This peritoneal covering was divkde
and the eyst carefully disseeted away from the blndder. During this
n;cﬂl the badder was opencd, for tho vesical wall at this point wias so
fhl.u thatthe cavities of the ovak and tha bindder wore only separatod
tho veslcal mucous membrane covered by a few museular e,
The openin vems sutured, bub not without great difanlty owing ta the
+hfpmess of itawalls ot this pMIH:-.i Thee subires ﬂ'ﬁ {Iutl;t"l:.n?;l-.l"i:uﬁ“;
fng. A gEauzo draifn Was L in
Etuwzﬂnfwa wiblo in the biaddor. Nelther flatus nor {reond
i be made to pass after the operation and the patient died on the
fourth day. Thero was Do genarnl  peritonitis,  but thie  pelvie
wh““m had becorme inflamed at the polat whers the gause had

n applied.

Mr. Eve examined the specimen and found that it was a
large allantoic cyst separated from the posterior superior

a0 of the bladder by nothing except a very much thinned
mucons membrine Their cavities, however, did not com-
municate. The inner wall of the cyst was lined at certain
points with very vascular polypoid masses which proved on
microscopical examination to be gArcomatons. Il_& mogh
nnusnal ure of this cyst was its malignancy, but its peri-
toneal relations were of greater importance in respect to the
subject of this communication.

‘Aveling and Bland-Sutton have already reported a case of
multiloeular myosarcoma of the gheath of the nrachus, but it
did not invelve the urachal panal and was quite uncon-
nected with the bladder. The specimen No. 4178 in the
pa ical series of the Museum of the Royal College of
Surgeons of England was supposed, when first examined,
to have developed in the nrachus, but Mr. J. H. Targett
considered that it was a myxo-sarcoma which originated in
the connective tissue serronnding the bladder.

Mr. Eve's cystic sarcoma seemed to possess a partial peri-
toneal investment, as in Delore and Cotte's case, but it was
sessile on the bladder, whilst in the latter case the cyst was
separated from the bladder by a segment of urachus. .In
the instances of extraperitoneal nrachal cyst above noted
the tumour was sessile on the bladder in E. D. Ferguson's
case, and so also was the bilocular cyst which I reported in
1898, On the other hand, in the case which iz the subject
of this communication the cyst and the bladder were

ted by a segment of urachus. These opposite rela-
tions of cyst to bladder were demonstrated respectively in
the incipient tumours discovered by Morestin and Mdriel.

The malformation of the genitals, a unigue feature in my
case, deserves a little consideration. After discussing it 1
will dwell once more on the extreme asymmetry of the cyst
which together with the inflammatory complications in its
neighbourhood simulated appendicular abscess. In conclu-
sion T will comment on the surgery of pure urachal eysts.

Relation of the Urachal Cyst to the Arrested Development of
the Genital Tract,

In my case it was clear that there was not a cystic
wrachal fistula buk a pore nrachal cyst which was separated
by a short cord, the lowest part of the urachns, from the
bladder. There was no evidence of malformation of the
bladder itself ; its fundus and anterior portion as well as
the urethra were normal, nor was there any sign of abnor-
mality in the ureters anflicient to interfere with their fune-
tions. The structures making up the vulva were also well
devel and the lower part of the vagina was present, nor
had either genital gland strayed into the inguinal canal. On
the other hand, the upper part of the genital tract showed
marked arrest of development. The short sanal, which
transmitted menstroal blood into the right side of the blind
end of the vagina, represented the npper part of the vagina,
the eerviz, and more or leas of a right uterine cornn with ita
endometrinm. The firm, moveable body above and behind
the blind end of the vagina was most probably the left cornu
connected with the right by a thin band, a8 is not rarely
seen in cases of uterns anicornis in parous women. These
relations were not difficult to define after the patient had
recovered from the operation, and no eyst remained to
interfere with bimanual palpation. 1 admit that the body
which felt like the left cornm might have been the left ovary
in which case the cornu would more probably be suppressed
altogether. T made out during the operation an ovary-like
structure close to the right cornu,  The presence or absence

El

o Fallopian tubes and the disposition of the pelvic peri-
?.::Eum ,-LmE:.m mysterions, thoogh there was Do trace of &
hmmatosalpinx or & hematometra. Although there WS 0
external signs of hermaphroditism, I cannot £y positively
that both genital glands must have been ovaries. Dr. A,
Broca recently operated for double inguipal hemia on &
subject who was @ female according to all external appear-
e ¥ Ihe vagina, clitoris, and hymen appeared normal,
yot both genital glands were true testicles. Each occupied a
hernial sae, ;

Some pathological change early in fretal life must haver
cansed the two abnormal conditions, Professor Keith in-
his recent museum demonstrations at the Royal College of
Surgeons of England explained how there was every reason:
to believe that disease of adjacent maternal structures, such:
as endometritis, prejudicially affects the normal evolution of
feetal clements derived from the allantos, and the same may
be said of the gradual conversion of Miiller's duct into-
Fallopian tubes, uterus, and vagina. For the cystic con-
dition of the urachus and the arrested development of
the uterus in my case there must have been A COMIMON
cause, The urachal cyst presumably represented in a very
mitigated form the arrest of development known when
extreme as ectopia vesicw.® In this distressing variety of
malformation and algo in complete ectopia of the abdominal
viscera non-union of Miiller's ducts bas repeatedly been
observed (E. Chill, Author). According to A. Keith the
aterns is double in one out of six specimens of ectopin
vesins in London musenms, whilst in seven imens of
ectopia in females combined with an open yelk sac Miillgr's
ducts are unfesed in all.

The fanlty condition of the genital tract in my case was
of little surgical interest, as it was not of a kind such as
conld be remedied by the knife or by some plastic pro-
cedure. It was the condition of the urachus which demanded
operative interference.

Asymmetry of Urachal Cysts.

In the present case the cyst lay in the right iliae fossa, the
middle line forming its limits to the left. Some intestine
was adherent to the eyst on the right, so thak there was
resonance on percussion, and there was likewise local pain
and tenderness. Thus an asymmetrical urachal cyst may
simulate appendicular abscess.

Arguing without clinical evidence we might conclude that
a urachal eyst would develop symmetrically. This conclu
sion, however, is belicd by experience. In the remarks on
recent reports given above it was noted that in Weiser's
case the oyst filled the left side of the abdomen, whilst:
Eve's cystic sarcoma lay mainly to the left. The cyst
removed by Douglas of Nashville in 1807 was also asym-
metrical, distending the abdomen chiefly to the right,

This asymmetry becomes less surprising when we remember
that it often esists from the beginning., Delors and Cotte,
speaking of minute urachal cysts as described by patholo-
gists, observe that these dilatations sometimes involve the
entire lamen and circumference at the point of the urachus
where they develop, but that as a rule they affect only a por-
tion and form true diverticala, which may mé completaly
isolated from the canal of the urachus. Thus the pathology.
of this asymmetry is very clear and its clinical importance
quite evident.

Aszoviation of Urachal Cyste with Peritonitis.

The symptoms of peritonitis in this case, where there was
a conspieuous swelling in the right ilianc region, indicated
appendicular abscess. Peritonitis had developed aronnd an
asymmetrical cyst of the urachus. The first attack of pain
oecurred at a menstrual period, so that when the atresia was
detected I naturally suspected retained menses. DBut the

T Compare the caso recently roported by Arnalds i the Monataschrift
fiir Gebartshilfe und Gynikelogie, October, 1908 (vol. Xxviil.), p. 963,
whare an oporation was porformed on a married man, &ged 58 years,
anbject to dinbetes, for the removal of a “tumour of the leit testis™
The *temoar” proved to be a uterus bloornis with well-deve
Falloplan tulses and a pair of testes cach with an ephdidymis, but
palthior had s vas deferens.  Seo also Cornll and Brossard @ Un cas do
Cosxlstence dans Ia Tunlque Vaginale d'un Utérus, de deux Trompes
ot de deux Testheules,” Hevao do Gyndeologie et do Chlrargie Alslo-
minale, Mareh=Aprll, 1008 The patient was o man 26 yoars,  Soo
also Cranwell’s long sories, Les Hernies Ingulnales de FCterus, ibld.,

£.~Chot,, 1908, p. 777,

E]]ﬂl-plmu s the rule in cctopin vesiom in malea: A, Keith finds
that hypospadias s ot asscciated with this condition, In Bryant's
secand oass of urachal cyst, or miler cxstic Gstala (eide supra), there

wis slight hypospadias,
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awelling did not increase during the next monthly period
when the patient was under my care, and [ fnung at the
gperation khak it was not a hwmatometra dr a hematosalpin,
We must Bherefore turn back to the local peritonitis. The
patient in this case was evidently exposed to some un-
favourable influence which caused peritonitis around the
ayst.

Iin my fifs6 case, reported in 1888, the patient, aged 58
years, had been subject for nine months to pain in the lower
part of the abdomen ; the cyst was then detected, and
sym jof peritonitis came on periodically until two
months 1ater, when [ operated. 1 find on referring to my
original case-book that the menopause had become complete
over ning yéars before—that is, when the patient was about
50, Infack there iz no reason to believe that the catamenia
had anythlog to do with either case. In both I found
omental and intestinal adhesions to the parietal peritoneum
lining the back of the cyst. Other writers, Delore and
Cotte, Weser, &c., have reported similar complicatione.
Indeed, pititonitis seems to be the rule when a urachal eyat
has reached proportions suflicient to give rise to symptoms
leading to its detection.

Thess sympboms appsar very icregularly, which is one
reason why emoysted dropaics and fuberculous peritonitis are so
apt to be confonnded with urachal cysts. The error of mis-
taking the former for the latber, into which Hoffmann and
Tait fell, ha8, a8 I have been at some pains to explain, greatly
impaired the value of statistical records of urachal tumours,

—Ingl,.‘m present case the patient was 17 years of age,
in Weiser's 8he was only 11 years, and in Delore and Cotte's
20 years. Urachal cysts are relatively frequent in young
girls, and 48 they are likewise subject to tuberculous peri-
tonitis and! to inflarmmation of the vermiform appendiz we
-easily ercors of diagnosis may occur.

et Treatment of Pure Urachal Cyat.

unication between the interior of a urachal oyst
by of the bladder, or the surface of the body at
8, greatly increases the difficulties and dangers

ing measures, It is partly on that account that I
hava ed my observations almost entirely to pure
urachal cysls. Whenever it scems fairly clear that a oyst
of this kied can be extirpated without the dangers of dis-
secting in the dark amidst uncertain relations posteriorly
the radical gperation should be undertaken, This, howaver,
itself not free from risk even under the most favourable
circomsiances, is nob always possible, as shown by the

many surgeond, whilst in the present case the
ill, for special reasons already given, could
sen safely separated from the abnormal struc-
dloge relation to it.  We must remember
fistula the insertion of the ureters into
. abnormally high (Mikuliez), and
paling with a malformation closely related to

fistnla. The gorgeon must in many cases be content with
ST which, as I have explained, wers snocessful

, E. D). Ferguson's, and my own two operations.
18 possible of the inner lining membrane must be
! way ; in the present case this was readily effected,
but in my 1888 case it was impracticable, the membrane
baving been destroyed by degenerative changes. Partly on

oot have b

that accounf and partly because the tumour was bilocular I
fnfum_;l draingeen necessary. A sinus developed bot closed
within six months, nor did it ever open again. The patient
died from eqheer of the pylorus and pancreas six years later.
In the presant case there was no indication for drainage.
The firm s34 fairly thick main wall of the oyst, fibro-

muscular grfpurely fibrous, is very favonrable for treatment
by Whlp-srj‘g or any similar plastic proceduore suitable

according to girenmstances.

During th ‘pperation, complete or partial, the surgeon
must alwayg parefully ascertain the relations of the cyst to
the bladder, | Tf the cyst be sessils it may be impossible to
remove it without damage to the walls of the bladder, which
will thereforg require repair by suture, When, on the other

od, the oy b is separated from the bladder by a segment
ob urachus, {§ must be remembered that the segment may
have an openl canal communicating with the bladder. The
microscope shjowed that in the present case (Fig. 2) it was
9pen, althogeh there was no proof that it actnally ended
unobstructedfn the bladder. Lest a urinary fistula should

jppears to have happened in a case described

- M e w .'IJ“.-—'I..iL M‘.

by Il many years ago, that writer treats the divided
segment as though it were a vermiform appendix, turn-
ing in its cut edges and applying a Lembert sutare, [In
the present case [ transfized the segment and tied it as
t,hnugh_ it were a pedicls of an ovarian cyst. In any
case, it should not be tied withont transfizion as though
it were an artery. The loop might easily loosen or come
away, and the canal would then be patulons. We know
that this may hn];pm when the stumps of both Falloplan
tubes have been ligatured in a double ovariotomy, as preg-
naney has followed, which means that the canal of one tubal
stump mugt have transmitted an ovum from the relics of one
ovary. Bhould the ligature come away from the urachal
stamp a urinary fistula of a very bad type wonld develop if
Wutz's valve were forced open by over-distension of “the
bladder. The risk of such a complication under these oir-
cnmstances, and the fact that a pure urachal cyst in males
is occasionally converted into a secondary oystic flatula full
of uring, reminds the surgeon that, as I have already
remarked, we ought to be more sure about Wutz's vesico-
urachal valve, or whatever it may be, that really protects
the vesical orifice of the urachus.
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ALCOHOL JINJECTION TREATMENT
FOR NEURALGIA AND SPASM.

By WILFRED HARRIBE, M.D, Caxtan., F.R.C.P. Loxp.,

PFHYSICIAN TO OUT-PATIENTS |lAND T0 THE DEPARTMENT FOR NERVOUS
DISEASES, 5T, MARY'S H(SPITAL ; PHYSIOIAN I0 O0UT-IATIENTS,
HOSIFITAL FOR EPILEPSY AND FFARALYSIS, MAIDL VALE,

THE

THE treatment of tri inal neuralgia, or **tic donloursux,
by means of drugs, eledtricity, vibration, nasion of the
nerves at their points df exit from the foramina npon the
face, and other devices bf various kinds has alwa?'n proved
a failure in genuine severe cases of this extremely painful
disease, ever since Trongsean 50 years ago drew attention
to it under the title of * epileptiform neuralgia.” Peri-
pheral injection of the fpainful spots by means of osmic
acid, chloroform, cocaing, &oc., has given relief for short
periods, varying from houks to a few weeks, but hitherto real
relief has only been obtainable by means of surgical aid.
Resection of the various Dyanches of the fifth nerve, either
peripherally at their pointf of exit from the foramina upomn
the face, or more centrally§n the zygomatic fossa, or intra-
cranially, has brought relief §rom the pain for several months
or even years, the results befpg generally better the nearer
the resection is done to the (lasserian ganglion. Permanent
oure does not result from resedgion, as with the regeneration
of the nerve flores and confequent disappearance of the
anmsthesin on the face which %as produced by the division
of the nerve the pain returpd eventually with equal or
greater severity, probably being hstened insome cases through
the irritation of the nerve by fhe cicatricial contraction
of the scar tissue resulting I the cubting operation.

Thiz scar tissue preduced by resegtion ns makes a
second operation at the same 5pot ! mﬂﬁ and

. B 1
E:..Jh’." ~ -:...I‘ .'l.‘l ]

"~

|
|
:
!




