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THE TREATMENT OF PELVIC ABSCESS BY VAGINAL

PUNCTURE AND DRAINAGE*

By Clement Cleveland, M. D., New York.

In selecting the above as the subject for a paper to be read before

the New York Obstetrical Society, I do so with full appreciation of
the fact that I can present nothing that most of you are not perfectly
familiar with, but it is a subject that I take much interest in and trust

I shall be able to say something that is not entirely devoid of interest.
We have lately had most interesting and profitable discussions

upon the subject of total extirpation of the uterus, in cases where it is
found necessary to remove both ovaries and tubes. While I can not

agree with those who take the radical position on this question, I am

satisfied that there are many cases where the extreme procedure is
desirable.

What I have to say here relates to cases, where it is impossible or

'unsafe to remove anything, and is in advocacy of a measure which, in

many cases, may prove to be as thoroughly curative as the most radi-

cal one.

In speaking of pelvic abscess, I am referring here to abscess of the

ovary and pyosalpinx.
I am not intending to advocate vaginal puncture as against re-

moval of the mass, for I am emphatically in favor of the latter meas-

ure in all cases where not too great a risk is involved. Moreover, in

all cases where the patient is in condition for it I believe exploratory
incision should be made.

By bimanual examination, guided by the history of the case, a

pretty accurate diagnosis in these cases can usually be made. But,
though one may feel very certain as to the condition of the uterus

and appendages yet he can not be absolutely sure. When, therefore,
a diagnosis of pelvic abscess is made I advocate exploratory incision,

* Read before the New York Obstetrical Society, April 3, 1894.
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whether or not my mind is made up that vaginal puncture is prob-
ably the only available means of relief. With the abdomen open,

everything is at once made clear and any possible doubt at once

removed.

As to vaginal puncture or extirpation of the abscess, I have laid

down the following rules for my own guidance :

First. In regard to the condition of the patient—whether to punc-
ture the supposed abscess without opening the abdomen or to open
the abdomen and then puncture depends entirely upon my judgment
of her ability safely to endure the laparotomy.

Secondly. In regard to adhesions after the abdomen is opened, if

there are intestinaladhesions to the mass that are easily broken with-
out endangering the integrity of the intestinal walls, this is at once

done and the character of the attachments to the pelvic walls next

tested ; for it is here that the firmest adhesions are usually found.
In most cases the adhesions at the bottom of the pelvis are readily
separated. If no firm adhesions are met with, the whole mass is

shelled out of its bed, tied off and removed. If at any point in the

pelvic wall or pelvic floor the adhesion is found to be so firm that

persistence in its detachment threatensrupture, I would at once aban-

don its removal. Of course it is understood that rupture may occur,

even in cases where the attachment is most easily broken. But in

such cases I believe the small amount of risk justifiable.
When intestinal adhesions to the mass are firm and unyielding,

requiring something more than moderate effort by the fingers for their

removal, 1 believe they should not be disturbed. Experience has

taught me profound respect for intestinal adhesions, and I never, now,

attempt to remove them either with the fingers or scissors when they
are firm and extensive.

I lost several of my early cases from what I now consider to have

been meddlesome surgery in breaking up intestinal adhesions. If the

abscess is confined apparently to one side, a further reason for lapa-
rotomy is furnished in the desirability of ascertaining the condition of

the other ovary and tube.
If it is found inadvisable (for the reason stated above) to remove

the mass the incision is at once closed, unless it is found that the at-

tachments in Douglas’s pouch cover so small a surface that the aid of
an assistant’s fingers in the pelvic cavity is required in determining
the point for vaginal puncture. Then the abdominal sutures are

merely introduced and their tying, or the tying of a portion of them,
left till after the rest of the work is completed.
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Description of the Instrument used in the Punctureof Abscesses.

The instrument I present is modeled to some extent after the one

invented by Dr. Bache Emmet for the same purpose.
Having used the latter instrument and not finding it exactly what

I needed, I have devised this one, which works upon an entirely dif-

ferent principle. The general form of the blades of the Emmet in-

strument is retained. The handles are made to cross each other so

that the blades are opened by pressure upon the handles rather than

by drawing them apart, as is necessary in the Emmet instrument. At

the ends of the handles is a screw cross bar with triple thread and two

screw nuts running upon it. The cross bar passes through a fenestra
in one of the handles. The screw nuts are placed upon either side of
this handle. These enable the operator to change and fix, in an in-

stant, at any desired point the angle between the blades. Instead of

forming a trocar point where they come together it will be seen, by
examining the drawing here presented, that the blades are channeled

throughout their whole extent. The groove being smaller for the last
inch and a quarter from the distal end, when they are brought together
they form a sharp open end. This is to enable the blades to fit closely
over a long, large-sized exploring needle upon which, as a guide or

track, they are to be pushed into the abscess cavity. The proximal
end of the exploring needle is arranged for the attachment of a large-
sized hypodermic syringe.

Besides the instrumentproper there is a stylet or carrier for intro-

ducing a double drainage-tube of rubber. It is ten incheslong, forked
at its end, and has two slight projections on either side near its handle.

I do not claim that this instrumentis entirely original. There are

several that work almost on the same principle.
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The instrument is to be used in the following way :

The patient is placed in the lithotomy position, the vagina thor-

oughly washed with soap and i-to-5,000 bichloride solution. Upon
the index finger as a guide the exploring needle is pushed slowly and

cautiously into the mass at the desired point, care being taken to

avoid the uterine artery. Sense of touch will indicate when the point
has reached the cavity or non-resisting portion of the mass or that a

fluid has been reached. This, if thin, will soon appear at the proximal
opening of the exploring needle. If it should not, the pus is probably
too thick to pass unaided through the needle. The syringe should

then be applied when, if pus or fluid is present, it will be readily drawn
into the syringe. If pus is found the blades are then securely clamped
upon the needle and cautiously but firmly pushed upon it into the
abscess cavity. The needle is then withdrawn and the blades of the
trocar opened to the desired extent, the pus drained out and the

cavity irrigated with peroxide of hydrogen and bichloride solution. A

drainage-tube twelve inches long, one half of which has been perfo-
rated with holes, is then doubled upon itself and fixed at its center

point in the forked end of the stylet or carrier; its two ends stretched
down and fixed by perforations in the tube upon the two projections
near the handle. It is then passed into the abscess cavity, and while
in this position the ends of the tube are slipped off the projections
and the carrier withdrawn. The tube is then fixed in position by one

stitch of silver wire. The patient is then ready for bed. After this
it is usually advisable to irrigate the cavity once or twice daily as long
as pus (in any quantity) continues to form.

I have thus far evacuated, in this way, five pelvic abscesses.
In none of the cases was I able to make out, positively, whether

they were ovarian or tubal.
A description of these cases with the results obtained may be of

interest, and I will therefore give merely their salient points.
The first case was that of a woman of forty who, when I was

called in July, 1892, gave the history of old pelvic trouble—of two

previous attacks of pelvic inflammation after intervals of several years,
with relief by discharge into the rectum. On this occasion, she was

confined to bed with excessive pain in both ovarian regions and with

high temperature, ranging from 102° in the morning to above 104° at

night.
Examination disclosed large masses on both sides of the uterus.

I made the diagnosis of pelvic abscesses and advised laparotomy.
This was consented to, and the abdomen was opened a few days
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later. Large fluctuating masses covered with extensive intestinal
adhesions were found on either side of the uterus.

The whole pelvic cavity was completely blocked by these masses

and the adhesions. The latter were so dense and firm that I did not

dare to disturb them. The abdominal incision was then closed, the

patient placed in the lithotomy position and the abscess on the left

side punctured through the vagina, evacuating at least eight ounces

of foetid pus. After thorough irrigation of the cavity a drainage-tube
was introduced.

As the abscess on the right side could not be readily reached I

thought it wiser to defer its evacuation till a later period.
I did so from the belief that with the shrinkage of the abscess

cavity on the left side, it could be more readily reached after a few
weeks.

This proved to be the case and five weeks later it was evacuated
in the same manner.

The drainage-tube was left in each sinus for three weeks. The

sinus on the right side closed entirely in six weeks and has never re-

quired reopening.
The one on the left side did not heal for six months and several

times had to be dilated to evacuate accumulating pus. Both these
cavities were irrigated daily for several weeks with peroxide of hy-
drogen or bichloride solution or with both.

At the end of a year all trace of inflammatory product had dis-

appeared from both sides of the uterus, and that organ was to some

extent movable. I have within a month examined her and found the
uterus becoming more and more movable. She menstruates regularly
and is apparently in perfect health, with no pain or suffering of any
kind.

The second case was that of a lady of twenty-five, whom I saw in
the latter part of September, 1892.

She had been married several years but had borne no children.

She gave the history of gonorrhoeal infection a year previously. Ex-
amination disclosed a mass to the left of the uterus very painful on

slight pressure.
It gave me the impression of being a large-sized tube. The right

side appeared perfectly normal. I made the diagnosis of probable
pyosalpinx of the left side and advised laparotomy.

The patient had been seen by several gynaecologists before ap-

plying to me. The diagnosis given by each was the same, and each
advised the removal of the mass by opening the abdomen.
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The patient was unwilling to undergo such an operation and de-
clined to have it done. It appeared to me to be a good case

for operation, and I told her that it was my belief that it was the

best thing to be done. She was resolute and refused positively to

submit to laparotomy.
I then told her I could possibly relieve her in another way and

explained to her what I proposed to do. I was at heart very glad of
an opportunity to try tapping and drainage by the vagina in a case

that was clearly suitable for the abdominal operation. This she

gladly acceded to and the operation was performed after the method

just described ; the same course was followed in the after-treatment.

The patient made a perfect recovery and is now in excellent health.
She menstruates regularly and without pain, and a point of great in-

terest is that no trouble has developed on the right side.

The third case was one of a lady of thirty who had borne one

child five years previously and had been an invalid ever since. She

gave the history of pelvic inflammation after confinement. By bi-

manual examination under chloroform a large-sized mass was found
to the left of the uterus. To the finger in the vagina, that portion
of the mass appeared thick and dense, while with the right hand
fluctuation was detected in the upper portion.

The uterus was firmly bound to this mass and immovable. No
disease was discoverable to the right of the uterus.

The diagnosis—pyosalpinx with extensive adhesions—wasmade.

Exploratory laparotomy was advised for the purpose of removing
the mass if possible.

On January 31, 1893, ie abdomen was opened and a large pus
tube with extensive, firm intestinal adhesions was discovered on the
left side.

The ovary and tube of the right were apparently normal though
slightly adherent. It was deemed too hazardous to interfere so,
with the concurrence of those assisting me, I decided to close the
incision and evacuate by the vagina.

The abdominal sutures were introduced, though not at once

secured. The patient was then placed in the lithotomy position.
The gentleman assisting me passed his fingers into the abdomen
down against the mass, as I felt I might need some assistance in that
direction in passing the exploring needle.

As I have said above, the portion of the mass felt in the vagina
was thick and dense, and to reach the pus I felt that I might meet

with a good deal of difficulty in forcing the exploring needle through
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it. I therefore used a good deal ot caution in pushing the needle

through and succeeded in reaching the pus without penetrating the
abdominal cavity.

The point of the needle could be distinctly felt by my assistant

through the wall of the tube, when I pushed it a little farther than

was necessary for this purpose. It was very evident from this that
without the greatest caution and watchfulness the needle could be

easily pushed through a sac into the abdominal cavity ; especially so

in cases where the pus was very thick and would not run readily
through the needle and indicate to the operator that the cavity of

the mass had been reached—the tendency being to push the needle

on and on till this should occur. This gave rise to the query whether
it would not be always wisest to open the abdomen, even when one

was sure vaginal evacuation would have to be resorted to. The

operation was completed as in the other cases. At the end of two

weeks the discharge ceased and the drainage-tube was removed.

The vaginal opening closed rapidly. Examination two months after
the operation disclosed the uterus quite movable and a small de-

creasing mass at the left of the uterus which was not painful.
The patient’s physician has reported to me that she is practically

well.
On March io, 1894, I operated upon the fourth case. She was a

lady of twenty-nine, who had been married seven years and had

never borne children. According to her statement menstruation was

suddenly checked by exposure to cold three months previously ;
from which time she has been a constant sufferer, confined to her

bed with constant pain and fever. She was under continuous medical

care, and soon after the beginning of the trouble a consultation had

been held and it was then decided a laparotomy would be necessary
to relieve her. This was declined. When I saw her first on the 8th

of March, I found a mass the size of a large orange, at the right of
the uterus. Nothing was discovered on the left. The abdomen was

somewhat distended and excessively sensitive.

The examination by vagina was very painful. I made a diagnosis
of probable ovarian abscess, from the large size of the tumor, and
advised immediate operation.

This was consented to. On March 10th the abdomen was opened.
The intestines were found firmly adherent to the mass. After

testing them carefully and thoroughly with the fingers, I decided that

it could not be removed without too great a risk. The abdominal

incision was therefore closed at once, the abscess punctured by the
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vagina and treated in the same way as were the other cases. There

was a good deal of haemorrhage after the puncture, which ceased after

thorough evacuation of the pus and the irrigation of the cavity by
peroxide of hydrogen and bichloride solution. The temperature
which had been running as high as 104° at once fell to below
ioo° and has kept pretty steadily below that point, except now

and thenwhen the drainage has not been free. Hot vaginal douches

have been given constantly twice a day. At the end of two weeks

the drainage-tube was removed. Since this time the sinus has been

kept open and the cavity washed out daily with weak bichloride

solution. The patient is doing excellently well and I see no reason

to fear that the case will not terminate as favorably as the others here
related.

In reviewing the results in these cases, important deductions force

themselves upon one’s attention.
We are impressed by the unanimity with which they all not only

did well from the moment of the operation but all, apparently, re-

covered perfect health. But, after all, why should they not ? Every-
thing was in favor of it. All that was needed was thorough drain-

age.
Since the days when Tait showed the way to remove these ab-

scesses by abdominal section, it has been impossible almost, to con-

ceive of any other method, as affording a promise even of adequate
relief.

We are likely to forget that Nature used to cure many of these
cases before their pathology was understood, and we do not have to

go back many years for that, either.

Before surgery came to the relief of this condition, our prognosis
depended upon the following results :

If the abscess pointed to the abdominal surface or to the vagina,
the patient would probably recover ; if it pointed to the rectum, she

might recover; if to the abdominal cavity, she would certainly die.
And with this opinion the cases were usually left to themselves

for Nature to determine which channel of exit the pus should take.

We, many of us, know of cases of recovery where the women have
borne children afterward. These recoveries were not accidental but

because the pus found exit by a safe channel. What Nature has
done in the past, vaginal puncturenow accomplishes.

Why should not the results be as good ? They apparently are and
deserve careful study and reflection.

Suppose I had removed the abscess in the first case related and
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that the patient had recovered, is there any advantage over her pres-
ent condition that she would have received ?

It seems to me that there is a gain in favor of the operation per-
formed. I can not conceive that her health could be better or her

local condition improved. And, moreover—what is of great impor-
tance—the function of menstruation is still kept up. This, I think,
all will admit, is a decided gain, even for its effect alone upon the

mind of the patient.
Then again in the second case, where several besides myself ad-

vised laparotomy for the removal of the abscesses, and the patient
declined. If this had been done, it is more than probable that the
other ovary and tube would have been removed also; which, in the

light of the result obtained, would have been deplorable.
The woman, as I have said, is perfectly well, and has had no re-

currence, and no inflammatory action set up on the other side.

These results, it seems to me, furnish all the necessary arguments
in favor of vaginal puncture, not only in cases of abscess dangerous
to remove, but in those where all the conditions are favorable to re-

moval, and I am not sure that it is not the surest as well as the safest

method after all. I am not yet prepared to take such a stand, but
think I may come to it.

The operation, as an operation, is not as brilliant, certainly, and

to it does not attach as much glory as to a successful laparotomy. It

is, however, a good surgical procedure, though a conservative one,
and does produce results possibly as satisfactory as the more radical

and dangerous one. It certainly takes from the treatment of pelvic
abscess much of the terror and dread of operation.

Of course, from so few cases, it is not possible to make positive
predictions. There are, however, many things that we can feel sure

about without demonstration, and in regard to this method I feel cer-

tain that, no matter how great the number of cases, the results in the

large majority would be as favorable as in the few here related.
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